
Revisions }'A-AT--80-38 (BPP)
May 22, 1980

STATE PLAN UNDER TITLE XIX CF THE SOCIAL SECURITY ACT
MEDICAL ASSISTANCE

New York

As a condition for receipt of Federal funds under
title XIX of the Social Security Act, the

New York State Department of Health
(single State agency)

submits the following State plan for the medical
assistance program, and hereby agrees to administer
the program in accordance with the provisions of
this State plan, the requirements of titles XI and
XIX of the Act, and all applicable Federal
regulations and other official issuances of the
Department.
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Citation
45 CFR
Part 201
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Revision: FIFA-AT-80-38(BPP)
May 22, 1980

State

	

New York

SFLTICN 1

	

S ] GIE STATE F `Y CFGANIZATION

Citation

	

42 CFR 431.10
AT-79-29

1.1 Designation and Authority

(a) The New York State Department

of Health

is the single State agency designated

to administer or supervise the
administration of the Medicaid

program under title XIX of the Social

Security Act. (All references in

this plan to the Medicaid agency°

roan the agency named in this

paragraph.)

ATPr 1.1-A is a certification

signed by the State Attorney General

identifying the single State agency

and citing the legal authority under

which it administers or supervises

administration of the program.
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Revision: October 1996

State

	

New York

Citation

	

1.1(b) The State agency that administered or
Section 1902(a)

	

supervised the administration of the
of the Act

	

plan approved under Title X of the Act
as of January 1, 196S, has been
separately designated to administer or
supervise the administration of that
part of this plan which relates to
blind individuals.

E_ Yes. The State Agency so Designated
is:E

Commission for the Blind and
Visually Handicapped.

This agency has a separate plan
covering that portion of the State
Plan under Title XIX for which it is
responsible.

1-j Not applicable. The entire plan
u under Title XIX is administered or

supervised by State agency named in
paragraph 1.1(a).
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HCFA-AT-80-38
Revision: October 1996

State

	

New York

Citation
42 CFR 431. 10

	

n The agency named in paragraph 1.1(a)AT-79-29

	

u has responsibility for all
determinations of eligibility for
Medicaid under this Plan.

r-IDeterminations of eligibility for
.. Medicaid under this plan are made by
the agency(ies) specified in Attachment
2.2-A. There is a written agreement
between the agency named in paragraph
1.1(a) and other agency(ies) making
such determinations for specific groups
covered under this plan. The agreement
defines the relationships and
respective responsibilities of the
agencies.
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9 7-10

	

JUL 0 8 1997

	

OCT 0 1Supersedes o - %
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Revision: October 1996

State

	

New York

1.2 Organization for Administration

(a) Attachment 1.2-A contains a description
of the organization and functions of
the Medicaid agency and an organization
chart of the agency.

(b) Within the State agency, the Office of
Medicaid Management has been designated
as the medical assistance unit.
Attachment 1.2-E contains a description
of the organization and functions of
the medical assistance unit and an
organization chart of the unit.

(c) Attachment 1.2-C contains a description
of the kinds and numbers of
professional medical personnel and
supporting staff used in the
administration of the plan and their
responsibilities.

-(d)

	

Eligibility determinations are made by
the State or local staff of an agency
other than the agency named in
paragraph 1.1(a). Attachment 1.2-D
contains a description of the staff
designated to.make such determinations
and the functions they will perform.

Not applicable. Only staff of the
u agency named in paragraph 1.1(a)

make such determinations.

Citation

	

42 CFR 431.11

AT-79-29
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Revision: HCFA- PM-94-3

	

(MB)
APRIL 1994
State /Territory: New York

Citation

1.5 Pediatric Immunization Program
1928 of the Act

		

I. The State has implemented a program for thedistribution of pediatric vaccines to program-registered providers for the immunization offederally vaccine-eligible children in accordancewith section 1928 as indicated below.
a. The State program will provide eachvaccine-eligible child with medicallyappropriate vaccines according to theschedule developed by the Advisory Committeeon Immunization Practices and without chargefor the vaccines.

b. The State will outreach and encourage avariety of providers to participate in theprogram and to administer vaccines inmultiple settings, e.g., private health careproviders, providers that receive funds underTitle V of the Indian Health Care ImprovementAct, health programs or facilities operatedby Indian tribes, and maintain a list ofprogram-registered providers.

c. With respect to any population of vaccine-eligible children a substantial portion ofwhose parents have limited ability to speakthe English language, the State will identifyprogram-registered providers who are able tocommunicate with this vaccine-eligible

	

population in the language and culturalcontext which is most appropriate.

d. The State will instruct program-registeredproviders to determine eligibility inaccordance with section 1928 (b) and (h) ofthe Social Security Act.

e. The State will assure that no program-registered provider will charge more for theadministration of the vaccine than theregional maximum established by theSecretary. The State will inform program-registered providers of the maximum fee forthe administration of vaccines.

f. The State will assure that no vaccine-eligible child is denied vaccines because ofan inability to pay an administration fee.
g. Except as authorized under section 1915(b) ofthe Social Security Act or as permitted bythe Secretary to prevent fraud or abuse, the

	

State will not impose any additionalqualifications or conditions, in addition tothose indicated above, in order for aprovider to qualify as a program-registeredprovider.
TN No. U -X
Supers d s

	

Approval Date A
U G 1 8 4994

	

Effective Date fl CT 1 - 1994TN No.
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HCFA-94-3 (MB)

Revision: October 1996

State

	

New York

2. The State has not modified or repealed any
Immunization law in effect as of May 1,
1993 to reduce the amount of health
insurance coverage of pediatric vaccines.

3. The State Medicaid Agency has coordinated
with the State Public Health Agency in the
completion of this preprint page.

4. The State agency with overall
responsibility for the implementation and
enforcement- of the provisions of section
1928 is:

X State Medicaid Agency

X State Public Health Agency

Citation
1928 of the Act

TR No.

	

7- 1 0
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CT 0 1 1998Supersedes

	

Approval Date: -------- Effective Date
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Revision: }'A-AT-80-38 (BPP)
May 22, 1980

STATE PLAN UNDER TITLE XIX CF THE SOCIAL SEC;fJRITY ACr
MEDICAL ASSIS'

	

PROGRAM

State

	

New York

Citation

	

As a condition for receipt of Federal funds under45 CPR

	

title XIX of the Social Security Act, thePart 201
AT-76-141

New York State Department of Health
(single State agency)

submits the following State plan for the medical
assistance program, and hereby agrees to administer
the program in accordance with the provisions of
this State plan, the requirements of titles XI and
XIX of the Act, and all applicable Federal
regulations and other official issuances of the
Department.
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Revision: HCFA-PM-91- a (BPD)

	

0MB No.: 0938-
AUGUST 1991

State:

	

New York

SECTION 2 - COVERAGE AND ELIGIBILITY

Citation

	

2.1

	

Ao1 ication, Determination of Eligibility and
42 CFR

	

Furnishing Medicaid
43:.10 and
Subpart J

	

(a)

	

The Medicaid agency meets all requirements of
42 CFR Part 435, Subpart J for processing
applications, determining eligibility, and furnishing
Medicaid.

TN N

	

MAR 3 1992

	

Effective Date OCT 1 1991Supersede	Approval Date
TN No.

	

_,
HCFA ID: 7982E



II

RevLSLOn:HCFA-PM- -

	

(MB)

state:

	

New Yot

2.1 (b) (1)

	

Except as prcv'ced

	

_ te:-s 2.-(b) t 2)(3) below, _-.dLV_c:als a re ent._:edMedicaid services under zne _ant..ree mont hs precedLng tine mcntt ,,.applLcation, Lf tney were, or on acol:ca=:_nwould have been, eligible. The ef:ect_•:edate of prospeczLve and retroactLVeeLgLbLlity Ls specified Ln ATTACHMENT2.S-A.

(2) For individuals who are eligible forMedicare cost-sharing expenses asqualified Medicare beneficiaries undersection 1902(a)(10)(E)(i) of the Act,coverage is available for services furnishedafter the end of the month in which theindividual is first determined to be aqualified Medicare beneficiary.ATTACHMENT 2.6-A specifies the requirementsfor determination of eligibility for thisgroup.

Pregnant women are entitled to ambulatoryprenatal care under the plan during apresumptive eligibility period in accordancewith section 1920 of the Act.ATTACHMENT 2.6-A specifies the requirementsfof'determination of eligibility for thisgroup.

C tat;. On
4 2 ` _.R

	

_:._(a)(34)
_-.e Act

1902(e)(8) and
1905(a) of the
Act

1902(a)(47) and
1920 of the Act

X

	

(3)

42 CFR
434.20

(c) The Medicaid agency elects to enter into a riskcontract with an HMO that is--

Qualified under title XIII of the PublicHealth Service Act or is provisionallyqualified as an HMO pursuant to section1903(m)(3) of the Social Security Act.
X

	

Not Federally qualified, but meets therequirements of 42 CPR 434.20(c) and isdefined in ATTACHMENT 2.1-A.

Not applicable.

17
TN No.

	

wer s 9Supersedes Q) 7r Approval DateTN No.

	

f! `
Effective Date

APR 1
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Revision: HCFA- PM-91-3 (MB)

	

0MB No.
October1991

State /Territory:

	

New `:.'o--!c

Citation

1902( a)(55)

	

2.1(d)

	

The Medicaid agency has procedures to take
of the Act

	

applications, assist applicants,'and perform
initial processing of applications from those low
income pregnant women, infants, and children under
age 19, described in S1902(a)(10)(A)(i)(IV),
(a)(10)(A)(i)(VI), (a )(10)(A)(i)( VII), and
(a)(10)(A)(ii)(IX) at locations other than those
used by the title IV-A program including FQHCs and
disproportionate share hospitals. Such
application forms do not include the ADFC form
except as permitted by HCFA instructions.

;FN

	

OCT 1 1991
Supersedes

	

Approval Date

	

MAR

	

Effective Date
TN No.
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Revision:

	

HCFA-PM-9i--

	

;BPD)

	

0MB No.: 0938-AUGUST 1991

State:

	

NieYork

2.2 Coverage and Cond i`'cns of E 'oi`^ ' tv
Medicaid is available to the groups specified inATTACHMENT 2.2-A.

Mandatory categorically needy and other requiredspecial groups only.

	

Mandatory categorically needy, other required specialgroups, and the medically needy, but no otheroptional groups.

	

Mandatory categorically needy, other required specialgroups, and specified optional groups.

	

Mandatory categorically needy, other required specialgroups, specified optional groups, and the medicallyneedy.

The conditions of eligibility that must be met arespecified in ATTACHMENT 2.6-A.

All applicable requirements of 42 CFR Part 435and sections 1902(a)(10)(A)(i)(IV), (V), and (VI),1902(a)(10)(A)(ii)(XI), 1902(a)(10)(E), 1902 (1) and (m),1905(p), (q) and (s), 1920, and 1925 of the Act are met.

Citation
42 C"FR
435.10

L/

iX/

TN No.
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Supersede

	

Approval Date
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Effective DateTN No.
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Revision: HCFA-PH-87.4

	

(8

	

)

	

o.: 0930MARCH 2987

State:

	

NEW YORK

Citation

	

2.3 Residence
435.10 and
435.403', and

	

Medicaid is furnished to eligible individuals who
1902(b) of the

	

are residents of the State under 42 CPR 435.403,
Act, P.L. 99-272

	

regardless of whether or not the individuals
(Section 9529)

	

maintain the residence permanently or maintain it
and P.L. 99-509

	

at a fixed address.
(Section 9405)

NO. 17- 3
Supersedes

no. S(D-l9A
Approval Date ffective Date "U:- 0 1

HCPA ID: 1006P/0



Revision: Mc?A-
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1987

.: 0938-01

87
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(B

State: NEW YORK

Citation

	

2 .4 Blindness

All of the requirements of 42 CPS 435.530 and
42 C 435.531 are not. The more restrictive
definition of blindness in terms of ophthai..ic
measurement used in this plan is specified in
A TA

	

2.2-A.

42 C

	

435.530(b)
42 CFR 435.531
AT-78-90
AT-79-29

I

No. 87-36A

	

P 2 6 1990

	

Effective DateSupersedes

	

Approval Date

	

J-

	

I V

go. 76-Z2;
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Revision: HCFA- PM-91-- (BPD)

	

0MB No. 0938-
AL'G'S' 1991

State:

	

New York

ration

	

2.5

	

^isabilit42 ZFR
435.12:
435-540,it,

	

All of the requireme n ts of 42 CFR 435.540- and 435.541

435.541

	

are met. The State uses the same definition ofdisability used under the SSI program unless a morerestrictive definition of disability is specified in
item A.14.b. of ATTACHMENT 2.2-A of this plan.

TN NO

3Supersede

	

Approval Date

	

Effective Date D
TN No.

HCFA ID: 7982E
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Revision: HCFA-PM-92-1

	

(MB)
FEBRUARY1992

State:

	

New York

Citation(s)

	

2.6 Financial Eligibility

42 CFR

	

(a)

	

The financial eligibility conditions for435.10 and

	

Medicaid-only eligibility groups and forSubparts G & H

	

persons deemed to be cash assistance1902(a)(10)(A)(i)

	

recipients are described in ATTACHMENT 2.6-A.(III), (IV), (V),
(VI), and (VII),
1902(a)(10)(A)(ii)
(IX), 1902(a)(10)
(A)(ii)(X), 1902
(a)(10)(C),
1902(f), 1902(1)
and (m),
1905( p) and (s),
1902(r)(2),
and 1920

(19 - 21'TN No. qJ Ow

	

APRSupersedes

	

Approval Date JAN 2 0 '

	

Effective Date
TN No.

	

9 1- 7
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Revision: HCFA -PM-86-20

	

(BERC)

	

OMB-No. 0933-019:SEPTEMBER 1986

State/Territory:

	

YORK

Citation '

	

2.7

	

Medicaid F-:r-ished Out of State

431.52 and

	

:'edicaid is furnished under the conditions1902(b) of the

	

specified in 42 C.--R 431.52 to an eligibleAct, P.L. 99-272

	

individual who is a resident of the State(Section 9529)

	

while the individual is in another State, to the
sane extent that Medicaid is furnished to resident
in the State.

I

TH NO. 85-29A
Supersedes
T:7 110.

	

82-24
Approval Date FE8 Z

	

a

	

Effective Date 10 18f

HCFA ID:0053C/C061.
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(M)
Revision:

	

NCFA- -94-5
APRIL

	

1944

State/Territory: New York

SECTION

	

3 - SERVICES:

	

GENERAL

	

PROVISIONS

Citation 3.1 Amotn-t.

	

Duration, Ang Sc

	

of Services
42 CFR

Part

	

660,
S

	

rt

	

8
1902(e),

	

1902(e),
1905(a),

	

1905(p),
1915,

	

1920,

	

and
1925 of the Act

(a) medicaid

	

is provided

	

in accordance

	

with

	

the
requirements

	

of 42 CFR Part 660,

	

Subpart

	

® andsections

	

1902(a),

	

1902(e),

	

1905(a),

	

1905(P),1915,

	

1920,

	

and 1925

	

of the Act.

(1) Cateooricstty

	

needy.

Services

below and

for the

	

categorically

	

needy

	

are

	

describedin ATTAC$M€NT

	

3.1-A.

	

These

	

services

	

inctuoe:

1902(a)(10)(A)

	

and
1905( e)

	

of the Act

(i) Each

	

item
1905(a)(1)
is provided
Subpart

	

A.
1905(r)

	

and

or service

	

listed

	

in section
through

	

(5) and (21)

	

of the Act,
as defined

	

in 42 CFR Part 440,
or, for EPSOT

	

services,

	

section
42 CFR Part 441,

	

Subpart

	

8.

(ii)

	

Nurse -eidwife
1905(a)(17)

services

	

listed

	

in

	

section
of the Act,

	

are. provided

	

to the
nurse-midwives

	

are authorized

	

to
extent

	

that
practici State

	

law or regulation

	

and
under

without

	

regard

	

to whether

	

the services

	

are
furnished

	

in the area

	

of

	

t

	

of the
care

	

of mothers

	

and babies

	

throughout

	

the
maternity

	

cycle.

	

Nurse-midwives

	

are permitted
to enter

	

into i

	

t

	

provider

	

agreements
with

	

the

	

lladicaid

	

a9ercy

	

without

	

regard

	

to
whether

	

the

	

nurse -midwife

	

is

	

under

	

the
supervision

	

of,

	

or

	

associated

	

with,

	

a
physician

	

or other

	

health

	

care provider.

Not

	

appticabte.

	

Nurse-eidwives

	

are

	

not
authwized

	

to practice

	

in this State.

*Effective February 3,1995
nurse - midwife services will be known
as midwife services in New York Stateper Education Law,Article 140.

TN No.

	

APR 2 5Supersedes

+̂-3E-

	

t Date

	

Effective

	

Date
F E S 3 - 1995

TN No.



Revision: HCFA -PM-91--

	

(BPD)

	

0MB No.: 0938-AUGUST 1991

State/Territory:

	

New York
Citation

		

3.l(a)(1) Amount, Duration, and Scope of Services:Categorically Needy (Continued;
(iii) Pregnancy-related, including family

1902(e)(5) of

	

planning services, and postpartum
the Act

	

services for a 60-day period(beginning on the day pregnancy ends)and any remaining days in the month inwhich the 60th day falls are provided towomen. who, while pregnant, were eligiblefor, applied for, and received medicalassistance on the day the pregnancy ends.
(iv) Services for medical conditions that maycomplicate the pregnancy (other thanpregnancy-related or postpartum services) areprovided to pregnant women.1902(a)(10),

	

(v) Services related to pregnancy (including
clause (VII)

	

prenatal, delivery, postpartum, and family
of the matter

	

planning services) and to other conditions
following (E)

	

that may complicate pregnancy are the same
of the Act

	

services provided to poverty level pregnantwomen eligible under the provision ofsections 1902(a)(10)(A)(i)(IV) and1902(a)(10)(A)(ii)(:X) of the Act.

TN No.

	

N ^^ v

	

..Supersede

	

Approval Date "4

	

Effective Date

	

T 1 1991
TN No .

HCFA ID: 7982E
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Revision: HCFA-PM-92-7

	

(MS)

October 1992

State/Territory: New York

3.1(a)(1)

	

Amount, Duration, and Sco a of Services:
Categorica ly Needy (Continued)

(vi) Home health services are provided to
individuals entitled to nursing facility
services as indicated in item 3.1(b) of
this plan.

(vii) Inpatient services that are being furnished
to infants and children described in
section 1902(1)(1)(8,) through (D), or
section 1905(n)(2) of the Act on the date
the infant or child attains the maximum age
for coverage under the approved State plan
will continue until the end of the stay for
which the inpatient services are. furnished.

(viii) Respiratory care services are provided
to ventilator dependent individuals as
indicated in item 3.1(h) of this plan.

(ix) Services are provided to families
eligible under section 1925 of the Act
as indicated in item 3.5 of this plan.

(x) Home and Community Care for Functionally
Disabled Elderly Individuals, as defined,
described and limited in Supplement 2 to
Attachment 3.1-A and Appendices A-G to
Supplement 2 to Attachment 3.1-A.

	

ATTACHMENT 3.1-A identifies the medical and remedial
services provided to the categorically needy, specifies all
limitations on the amount, duration and scope of those
services, and lists the additional coverage (that is in
excess of established service limits) for pregnancy-related
services and services for conditions that may complicate
the pregnancy.

Citation

1902(e)(7) of
the Act

1902(e)(9) of the
Act

1902( a)(52)
and 1925 of the
Act

1905( a)(23)
and 1929

Superset

	

Approval Date AAR 2 3 1993 Effective Date OCT 1 - 1992
TN No . _-^^1-



State of New York

Page 19C

Citation

	

3.1(a)(1) Amount, Duration, and Scope of Services: Categorically Needy
(Continued)

1905(a)(26) and 1934
_X_ Program of All-Inclusive Care for the Elderly (PACE) services, as described and

limited in Supplement 3 to Attachment 3.1-A.

ATTACHMENT 3.1-A identifies the medical and remedial services provided to
the categorically needy. (Note: Other programs to be offered to Categorically
Needy beneficiaries would specify all limitations on the amount, duration and
scope of those services. As PACE provides services to the frail elderly population
without such limitation, this is not applicable for this program. In addition, other
programs to be offered to Categorically Needy beneficiaries would also list the
additional coverage -that is in excess of established service limits- for
pregnancy-related services for conditions that may complicate the pregnancy. As
PACE is for the frail elderly population, this also is not applicable for this
program.)

TN No.:
02.()!

Supersed

	

Approval Dat4SFl' i1 ;3 2002

TN NO <"^
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.
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Revision: HCFA-PM-91- -

	

;BPD;

	

0MB No.: 0938-
AUGUST 1991

State /Territory:

	

New York

Citation

	

3.1

	

Amour.t, Duration, and Scope of Services (continued)42 CFR Par_ 440,

	

(a)(2)

	

Medically needy.Subpart B

This State plan covers the medically needy.The services described below and in ATTACHMENT1-B are provided.

Services for the medically needy include:
1902(a)(10)(C)(iv)

	

;i)

	

If services in an institution for mental
of the Act

	

diseases or an intermediate care facility forthe mentally retarded (or both) are provided toany medically needy group, then each medicallyneedy group is provided either the serviceslisted in section 1905(a)(1) through (5) and(17) of the Act, or seven of the serviceslisted in section 1905(a)(i)through (20). Theservices are provided as defined in 42 CER Part440, Subpart A and in sections 1902, 1905, and1915 of the Act.

L/ Not applicable with respect tonurse-midwife services under section1902(a)(17). Nurse-midwives are notauthorized to :ractice in this State.1902(e)(5) of

	

(ii) Prenatal care and delivery services forthe Act

	

pregnant women.

e

:N No`
Supersedes g0 3 Approval Date , a0hti.TN No. Effective Date OC T i i991

HCFA ID: 7982E
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(BPO)

	

0MB No.: 0938-AUGUST 1991

State /Territory:

	

New York
Citation

	

3.1(a)(2)

	

Amount, Duration, and Scope of Services:Medically Needy (Continued)
(iii) Pregnancy - related, including familyplanning services, and postpartum services fora 60-day period (beginning on the day thepregnancy ends) and any remaining days in themonth in which the 60th day falls are providedto women who, while pregnant, were eligiblefor, applied for, and received medicalassistance on the day the pregnancy ends.

LAS/(iv) Services for any other medical condition thatmay complicate the pregnancy (other thanpregnancy - related and postpartum services) areprovided to pregnant women.
(v) Ambulatory services, as defined in ATTACHMENT3.1-B, for recipients under age 18 andrecipients entitled to institutional services.

L/ Not applicable with respect to recipientsentitled to institutional services; theplan does not cover those services forthe medically needy.

(vi) Home health services :o recipients entitled tonursing facility servi ces as indicated in item3.1(b) of this plan.
42 CFR 440.140,
440.150,
Subpart B,
442.441,
Suopart C
1902(a)(20)
and (21) of the Act

	

LL/(vii) Services in an institution for mentaldiseases for individuals over age 65..
,/,V(viii) Services in an intermediate carefacility for the mentally retarded.

TN Mn

..,, ,
Supersedes

	

Approval Date

	

MAR 3 14$2

	

Effective DateTN No.

HCFA ID: 7982E

1 1991
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uAY 1993

State:

	

New York

citation

3.1(a)(2)

	

Amount, Duration, and Sco

	

of Services:Medically Needy (Continued)
1902(e)(9) of

	

(x) Respiratory care services areAct

	

provided to ventilator dependent
..'.id_cl=

	

_.n :.ted

	

item 3.1(h)of this plan.
1905(a)(23)

	

(xi) Home and Community Care forand 1929 of the Act

	

Functionally Disabled Elderly
Individuals, as defined, described andlimited in Supplement 2 to Attachment3.1-A and Appendices A-G to Supplement 2to Attachment 3.1-A.

ATTACHMENT 3.1-B identifies the services provided to eachcovered group o f the medically needy; specifies alllimitations on the amount, duration, and scope-of thoseitems; and specifies the ambulatory services providedunder this plan and any limitations on them. It alsolists the additional coverage (that is in excess ofestablished service limits) for pregnancy-relatedservices and services for conditions that may complicatethe pregnancy.

Effective Date APR 1



State of New York

Page 20C

Citation

	

3.1(a)(2) Amount, Duration, and Scope of Services: Medically Needy (Continued)

1905(a)(26) and 1934
X_ Program of All-Inclusive Care for the Elderly (PACE) services, as described and

limited in Supplement 3 to Attachment 3.1-A.

ATTACHMENT 3.1-B identifies services provided to each covered group of the
medically needy. (Note: Other programs to be offered to Medically Needy
beneficiaries would specify all limitations on the amount, duration and scope of
those services. As PACE provides services to the frail elderly population without
such limitation, this is not applicable for this program. In addition, other
programs to be offered to Medically Needy beneficiaries would also list the
additional coverage -that is in excess of established service limits- for
pregnancy-related services for conditions that may complicate the pregnancy. As
PACE is for the frail elderly population, this also is not applicable for this
program.)

TN No.: -

	

`Supersed f

	

Approval Date ESEP 0 3 2002

	

Effective Date f AJ' 0 1
TIN NO.:
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Citation

	

' 3.1 Amount, Duration, and Scope of Services

(a)(3)

		

Other Required Special Groups:
Qualified Medicare Beneficiaries

Medicare cost sharing for qualifiedMedicare beneficiaries described insection 1905 (p) of the Act is
only as indicated in item 3.2 of thisplan.

Medicare Part A premiums for
qualified disabled.aild working
individuals described in section
1902 (a) (10) (E) (ii) of the Act are
provided as indicated in item 3.2
of this plan.

Medicare Part Bpremiums for specifiedlow-income Medicare beneficiaries
described in section 1902(a)(10)(E)(iii)of the Act are provided as indicated initem 3.2 of this plan.

(iii)Other Required Special Groups :QualifyingIndividuals

Medicare Part B premiums for qualifyingindividuals described in 1902(a)(10)(B)(iv)(I) and subject to 1933 of the Act areprovided as indicated in item 3.2 of thisplan.

	

ps IBM

	

98-03

	

•

	

AA a.

$

	

t

	

(UnI a ,, ray®

	

Ufe

1902 (a) (10) (E) (I)
and clause (VIII)
of the matter
provided
following (F)
this
and 1905(p)(3)
of the Act

1902 (a) (10)
(E) (ii) and
1905(s) of the
Act

1902 (a) (10)
(B)(iii) and
1905 (p) (3) (A) (ii)
of the Act

1902 (a) (10)
(E) (iv) (I) and
1905 (p) (3)" (A) (ii) ,
and 1933 of the Act

(a)(4)(I)Other Required Special Groups: QualifiedDisabled and working Individuals

(ii)Other Required Special Groups: SpecifiedLow-Income Medicare Beneficiaries

0%s a i
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(continued)

aei New York

:9021a)'10)

	

(iv)

	

Other Required special croups: ^uallfy:.ng

-) ;:.v)

	

1), 1305( p) (3)

	

Individuals - 2

The portion of the amount of increase tothe Medicare Part 8 premium attributableto the some Health provisions forqualifying individuals described in1902 (A)('-O)(=-)(iv) (II) and subjectto 1933 of the Act are provided asindicated in item 3.2 of this plan.1925 of :Y:e

	

(a) (5)

	

Other Required Special Groups:
=amilies
Act

	

Receiving Extended Medicaid Benefits
Extended Medicaid benefs forfamilies described in section 1925of the Act are provided asindicated in item 3.5 of this plan.

A) ; .v) t.I)

	

1905(p) (3)_e Act

®

	

g 8 ^

	

. ^

	

MAY 1 5 t99t

	

JAN 1 1991?
I see
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0MB No.: 0938-AUGUST 1991

State /Territory:

	

New York

Citation

	

3.1

	

Amount, Duration, and Scope of Services (Continued)
Sec. 245A(h)

	

(a)(6) Limited Coverage for Certain Aliensof the
Immigration and

	

(i)

	

Aliens granted lawful temporary residentNationality Act

	

status under section 245A of the Immigrationand Nationality Act who meet the financial andcategorical eligibility requirements under theapproved State Medicaid plan are provided theservices covered under the plan if they--
(A) Are aged, blind, or disabled individuals as. defined in section 1614(a)(1) of the Act;
(B) Are children under 18 years of age; or
(C) Are Cuban or Haitian entrants as defined insection 501(e)(1) and (2)(A) of P.L. 96-422in effect on April 1, 1983.

(ii) Except for emergency services andpregnancy -related services, as defined in 42CFR 447.53(b) aliens granted lawful temporaryresident status under section 245A of theImmigration and Nationality Act who are notidentified in items 3.1(a)(6)(i)(A) through (C)above, and who meet the financial andcategorical eligibility requirements under theapproved State plan are provided services underthe plan no earlier than five years from thedate the alien is granted lawful temporaryresident status.

TN No f' .L

	

s • )

	

MARSupersede

	

Approval Date

	

3 19

	

Effective Date OCT
1

1991TN No.

	

42

I

^ff
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OMB No.: 0938-
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State /Territory:

	

New York

Citation

	

3.1(a)(6)

	

Amount, Duration, and Scope of Services: Limited
Coverage for Certain Aliens (continued)

(iii) Aliens who are not lawfully admitted for
permanent residence or otherwise permanently
residing in the United States under color of
law who meet the eligibility conditions under
this plan, except for the requirement for
receipt of AFDC, SSI, or a State supplementary
payment, are provided Medicaid only for care
and services necessary for the treatment of an

	

emergency medical condition (including
emergency labor and delivery) as defined in
section 1903(v)(3) of the Act.

(a)(7) Homeless Individuals.

Clinic services furnished to eligible
individuals who do not reside in a permanent
dwelling or do not have a fixed home or mailing
address are provided without restrictions
regarding the site at which the services are
furnished.

(a)(8) Ambulatory prenatal care for pregnant
women is provided during a presumptive
eligibility period if the care is furnished by a
provider that is eligible for payment under the
State plan.

(a)(9) EPSDT Services.

The Medicaid agency meets the requirements of
sections 1902(a)(43), 1905(a)(4)(B), and
1905(r) of the Act with respect to early and
periodic screening, diagnostic, and treatment
(EPSDT) services.

1902(a) and 1903(v)
of the Act

1905(a)(9) of
the Act

1902(a)(47)

	

/-
and 1920 of
the Act

42 CFR 441.55
50 FR 43654
1902(a)(43),
1905(a)(4)(B),
and 1905(r) of
the Act

TN NdL.' -

	

9 01
Supersedes
TN No.

Effective Date QQ11 IQ@;

HCFA ID: 7982E

Approval Date

	

M62 3

I
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0MB No.: 0938-
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State /Territory:

	

New York

I

TN No

	

®

	

.

Supersede

	

A
TN No.

.at

42 CFR 441.50

.amount, Duration, and Scope of Services: EPSDT
Services (continued)

The Medicaid agency has in effect agreements with
continuing care providers. Described below are
the methods employed to assure the providers'
compliance with their agreements.

(iii) Services made avail able to the medically needy
are equal in amount, duration, and scope for
each person in a medically needy coverage
group.

Lam/

	

(iv) Additional coverage for pregnancy-related
services and services for conditions that may
complicate the pregnancy are equal for
categorically and medically needy.

MAR 3 I VU

	

OCT 1 1991proval Date

	

Effective Date

HCFA ID: 7982E

-sr:

	

erpl_'yec =.c:d g -

__.. i.' :_

	

1r.=

	

:!a .A

-is

	

:spcrts.

'.3..:3

	

z ''•e New :__.t S a e :epar er..:

_._

	

_

	

: a :-3-

	

. ss a.

	

42 CFR 440.240
and 440.250

(a)(10) Comparability of Services

1902(a) and 1902
ta)(10), 1902(a)(52),
1903(v), 1915( g), and
1925(b)(4) of the Act

(i)

	

Services made available to the
categorically needy are equal in amount,
duration, and scope for each categorically
needy person.

Except for those items or services for which
sections 1902( a), 1902(a)(10), 1903(v), 1915
and 1925 of the Act, 42 CFR 440.250, and
section 245A of the Immigration and
Nationality Act, permit exceptions:

(ii) The amount, duration, and scope of
services made available to the
categorically needy are equal to or greater
than those made available to the medically
needy.
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(BERC)

	

OMB No.: 0938-0193APRIL 1987

State/Territory: New York

Citation

	

3.1 (f) (1) Optometric Services42 CFR 441.30
AT-78 - 90

	

Optometric services (other than those providedunder 55435.531 and 436.531) are not now butwere previously provided under the plan.Services of the type an optometrist is legallyauthorized to perform are specifically includedin the term "physicians' services" under thisplan and are reimbursed whether furnished by aphysician or an optometrist.

/

	

Yes.

/

	

No. The conditions described in the firstsentence apply but the term "physicians'services" does not specifically includeservices of the type an optometrist islegally authorized to perform.

ZI Not applicable. The conditions in thefirst sentence do not apply.
1903(i)(1)

	

(2) Organ Transplant Proceduresof the Act,
P.L. 99-272

	

Organ transplant procedures are provided.(Section 9507)

	

_
/ / No.

Yes. Similarly situated individuals aretreated alike and any restriction on thefacilities that may, or practitioners whomay, provide those procedures is consistentwith the accessibility of high quality careto individuals eligible for the proceduresunder this plan. Standards for thecoverage of organ transplant procedures aredescribed at ATTACHMENT 3.1-E.

TN No. $?-#'7	NOV 21 1991

	

Effective Date
Supersedes

	

Approval DateTN No. 7?-f3

S ::.4z,^vE%' 00 .-.G ;cc :E

KCFA IDS 1008P/0011P
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Revision:
	A®
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(B
MANCH 1987

StatelTerritory:

ci tat ion

	

3.1 (g) Psrticioation by Indian Health Service Facilities
42 C

	

431.110(b)
AS'-78-90

	

Indian Health Service facilities are accepted asproviders, in accordance with 42 C 431.110(b), anthe s

	

bas is

	

other qualified providers.

Respiratory care services, as defined insection 1902(e)(9)(C) of the Act, are providedunder the plan to individuals who--

(1) Are medically dependent on a ventilatoe forlife support at least six hours per day;

(2) Have been so dependent as inpatients during asingle stay or a continuous stay in one or morehospitals, SUFs or ICls for the lesser of--

/ / 30 consecutive days;

_ days (the maximum number of inpatientdays allowed under the State plan);

(3) $xcept for home respiratory care, would requirerespiratory care on an inpatient basis in ahospital. S NF, or ICF for which Medicaidpayments would be made;

(4) Have adequate social support services to becared for at home; and

(5) Wish to be cared for at h

	

.

Yes. The requirements of section 1902(e)(9) of theAct are met.

Z, Not applicable. These services are not included inthe plan.

o.: 0935-0193

Neva York

1902(e)(9) of
the Act,
P.L. 99-509
(Section 9405)

(h) • rstorv Care Services for Ventilator-DependentIndividuals

TN go. 8?-4?
Supersedes
TV So. '7q-+

Approval Date NOV 2 1 1991 Effective Date

K(A ID: 1008P/0011P
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State:

1902 (a) (10) (E) (i) and
1905 (p) (1) of the Act

New York

3.2 Coordination of Medicaid with Medicare and Other Insurance

(a) Premiums

(1) Medicare Part A and Part B

(i) Qualified Medicare Beneficiary (OMB)

The Medicaid agency pays Medicare Part A
premiums (If applicable) and Part B premiums for

	

Individuals in the QMB group defined in Item A.25
of ATTACHMENT 2.2-A, through the group
premium payment arrangement, unless the agency
has a Buy-In agreement for such payment as
indicated below.

Buy-in agreement for:

Part A

	

Part B

The Medicaid agency pays premiums for
which the beneficiary would be liable, for
enrollment in an HMO participating in Medicare.

TN No
Supersedes

	

Approval Date" 1 5

	

Effective Date OF-?
TN No.
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!1®)

$

	

New York

Citation

1902 (a) (10) (E) (ii)

	

(ii)Qualified Disabled and Working
and 1905(s) of the Act

	

Individual (QDWI)

The Medicaid agency pays MedicarePart A premiums under a grouppremium payment arrangement,subject to any contribution requiredas described in ATTACHMENT 4.18-E, forindividuals in the QDWI group definedin item A.26 of ATTACHMENT 2.2-A ofthis plan.
1902 (a) (10) (E) (iii)

	

(iii) Specified Low-Income Medicare
and 1905(p)(3)(A)(ii)

	

Beneficiary (SLMB)•-of the Act

The Medicaid agency pays MedicarePart B premiums under the State buy-in process for individuals in the

SLMB group defined in item A.27 ofATTACHMENT 2.2-A of this plan.1902 (a) (10) (E) (iv) (I) ,

	

(iv)Qualifying Individual-11905(p) (3) (A) (ii), and

	

(QI-1)1933 of the Act

The Medicaid agency pays MedicarePart B premiums under the State buy-in process for individuals describedin 1902 (a) (10) (E) (iv) (I) and subjectto 1933 of the Act.
1902(a)(10)(E)(iv)(II),

	

(v) Qualifying Individual-21905(p) (3) (A) (ii) , and

	

(QI-2)1933 of the Act

The Medicaid agency pays the portionof the amount of increase to theMedicare Part B premium attributableto the Home Health Provision to theindividuals described in 1902(a)(10)(E)(iv)(II) and subject to 1933 ofthe Act.
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(Cmal
2!9Y

New York

C::at::n

:343(b) and 1905(a)

	

(vi)Other Medicaid Recipients

The Medicaid agency pays MedicarePart B premiums to make MedicarePart B coverage available to thefollowing individuals:

X

	

All individuals who are: (a)receiving benefits under titlesI, IV-A, X, XIV, or XVI (AABDor SSI); b) receiving Statesupplements under title XVI; orc) withing a group listed at 42CFR 431.625(d)(2).

X

	

Individuals receiving title IIor Railroad Retirement benefits.
Medically needy individuals(FFP is not available for thisgroup).

1902( a)(30) and

	

(2)

	

Other Health insurance1905( a) of the Act

	

X The Medicaid agency pays insurancepremiums for medical or any other typeof remedial care-to maintain a thirdparty-resource for Medicaid coveredservices provided to eligible individuals(except individuals 65 years of age orolder and disabled individuals, entitledto Medicare Part A but not enrolled inMedicare Part B).

of the Ac: and
42 CFR 431.625

Tv We
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(MB)

State:

	

Jew Yo-'tk
_,.:a_:.on

e^_: re ?a_ : A and 3
19C2in),

	

Suoc er.er

	

tc ATTACHM

	

-3

(a) , and 19 16 of _r.e Act

	

cescr_ces-one methods an, s:actar,3
cc•:ered .:rider Medicare, and/or _-e:-ethcdclogy for payment of Medicarededuct.:le and coinsurance amounts,extent available for each of _ne;rcups.

Qualified Medicare Benef;ciar;esQi MBS)

The Medicaid agency pays MedicarePart A and Part a deductible andcoinsurance amounts for'QMBs(subject to any nominal Medicaidcopayment) for all servicesavailable under Medicare.
1902(a)(10), 1902(a)(30),

	

(ii) Other Medicaid Recipients

and 1905( a) of the Act

The Medicaid agency pays forMedicaid services also covered under

	

Medicare and furnished to recipientsentitled to Medicare (subject to anynominal Medicaid copayment). Forservices furnished to individualswho are described in section3.2(a)(1)(iv), payment is made asfollows:

For the entire range ofservices available underMedicare Part B.

	

X Only for the amount, duration.and scope of services otherw.seavailable under this plan.
(iii) Dual Eligible--QMB plus

The Medicaid agency pays MedicarePart A and Part B deductible andcoinsurance amounts for all servicesavailable under Medicare and pays

	

for all Medicaid services furnishedto individuals eligible both as QMesand categorically or medically needy(subject to any nominal Medicaidcopayment).

b

	

C%

.40
TN No.
Supersedesq 1 - Z'5 Approval DateTN No.

	

J

Sections 1902
(a)(10)(E)(i) and
1505(p)( 3) of the Act

(•)

42 CFR 431.625

1902(a)(10), 1902(a)(30),1905( a), and 1905(p)of the Act

SEP 1
Effective Date
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Condition or Requirement

1906 of the

	

(c) Premiums, Deductibles, Coinsurance
Act

	

and Other Cost Sharing Obligations
The Medicaid agency pays allpremiums, deductibles, coinsurance andother cost sharing obligations for itemsand services covered under the Stateplan (subject to any nominal Medicaidcopayment) for eligible individuals inemployer-based cost -effective grouphealth plans.

When coverage for eligible familymembers is not possible unlessineligible family members enroll, theMedicaid agency pays premiums forenrollment of other family members whencost-effective. In addition, theeligible individual is entitled toservices covered by the State plan whichare not included in the group healthplan. Guidelines for determining costeffectiveness are described in section4.22(h).
1902(a)(10)(F)

	

(d)

	

The Medicaid agency pays premiums
of the Act

	

for individuals described in item19 of Attachment 2.2-A.

TN No. 91-54
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State:

	

New York

tat
1902(ay152`

	

3.5

	

Famil es Receiving Extended Medicaid Benefitsand 1925 cf
the Act

	

(a)

	

Services provided to families during the first
6-month period of extended Medicaid benefits under
Section 1925 of the Act are equal in amount,
duration, and scope to services provided to
categorically needy AFDC recipients as described in
ATTACHMENT 3. 1-A (or may be greater if provided
through a caretaker relative employer's health
insurance plan).

(b)

	

Services provided to families during the second
6-month period of extended Medicaid benefits under
section 1925 of the Act are--

Equal in amount, duration, and scope to
services provided to categorically needy AFDC
recipients as described in ATTACHMENT 3.1-A (or
may be greater if provided through a caretaker
relative employer's health insurance plan).

Equal in amount, duration, and scope to
services provided to categorically needy AFDC
recipients, (or may be greater if provided
through a caretaker relative employer's health
insurance plan) minus any one or more of the
following acute services:

Nursing facility services (other than

	

services in an institution for mental
diseases) for individuals 21 years of age or
older.

Medical or remedial care provided by
licensed practitioners.

Home health services.

Suus d

	

Approval Date
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Effective Date QL T 1 1951
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3.5

	

Families Receivinc Extended Medicaid Benefits
(Continued)

Private duty nursing services.

	L_/

	

Physical therapy and related services.

	

L,/

	

Other diagnostic, screening, preventive, and
rehabilitation services.

Inpatient hospital services and nursing
facility services for individuals 65 years
of age or over in an institution for mental
diseases.

Intermediate care facility services for the
mentally retarded.

Inpatient psychiatric services for
individuals under age 21.

	L/

	

Hospice services.

L/ Respiratory care services.

Any other medica l care and any other type of
remedial care recognized under State law and
specified by the Secretary.
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3.5

	

Families Receiving Extended Medicaid Benefits(Continued)

(c)L

	

The agency pays the family' s premiums, enrollmentfees, deductibles, coinsurance, and similar costs.for health plans offered by the caretaker'semployer as payments for medical assistance--
/T 1st 6 months

	

LT% 2nd 6 months
The agency requires caretakers to enroll inemployers' health plans as a condition ofeligibility.

L/

	

lst 6 mos.

	

L/

	

2nd 6 mos.
(d) L/ (1) The Medicaid agency provides assistance tofamilies during the second 6-month period ofextended Medicaid benefits through thefollowing alternative methods:

L/ Enrollment in the family option of anemployer 's health plan.

L/

	

Enrollment in the family option of a Stateemployee health plan.

L/ Enrollment in the state health plan for theuninsured.

Enrollment in an eligible health maintenanceorganization (HMO) with a prepaid enrollmentof less than 50 percent Medicaid recipients(except recipients of extended Medicaid).
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L
TN N

	

;SAR 3 iiQSupersedes

	

proval Date
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Citation

	

3.5

	

Families Reccivin^ Extended Medicaid Benefits
(Continued)

Supplement 2 to Attachment 3 1-A specifies and describes the
alternative health care plan(s) offered, including requirements for
assuring that recipients have access to services of adequate quality.

(2)

	

The agency -

(i)

	

Pays all premiums and enrollments fees imposed on the
family for such plan(s)

13

	

(ii)

	

Pays all deductibles and coinsurance imposed on the family
for such plan(s)

3.6 U'nem llooy Parent

For purposes- of determining whether a - child is deprived on the
basis of the unemployment of aparent, the agency -

Uses the standard for measuring unemployment which was in the
AFDC State Plan in effect on July 16, 1996.

Uses the following more liberal standard to measure
unemployment:

An individual will be considered unemployed if the family's
countable income and resources as determined for the group
defined in Section 1931 are below the eligibility standard used for
that group (Attachment 2.6-A, Supplement 12 and Supplement 1 to
Attachment 2.6-A, Item A-1) or if the family's income and
resources, minus deductions allowed for medically needy,
including incurred medical expenses, is less than the medically
needy income level (Supplement 1 to Attachment 2.6-A. Item D)
and resource level (Supplement 2 to Attachment 2.6-A, Item B).

(Note: This effectively eliminates the old AFDC deprivation
requirements from all groups.)
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P

	

MAR 3 1 210

TN

	

Approval Date

Supersedes TN 'A\- ^ Effective Date Ocji
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Enrollment in an eligible
health maintenance
organization (,''_MO) that has an

	

enrollment of less than 50
percent of '•Iedicaid recipients
who are not recipie nts of
extended Medicaid.*

Supplement 2 to ATTAC^'M='v"''
specifies and describes the
alternative health care plan(s)
offered, including requirements for
assuring that recipients have
access to services of adeTsate
quality.

(2) The agency--

(i) Pays all premiums and
enrollment fees imposed on the
family for such plan(s).

• /_/ (ii) Pays all deductibles and
coinsurance imposed on the
family for such plan(s).

17
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SECTION 4 - GENERAL PROGRAM AW*UNISTRATION

Citation

	

4. 1 Methods of Administration
42 CFR 431. 15

	

The Medicaid agency employs methods of administrationAT-79-29

	

found by the Secretary of Health and Human Services to benecessary for the proper and efficient operation of the plan.

42 USC 1396a(13)(A)

	

The State provides for a public process that conforms to therequirements of section 4711 of the federal BalancedBudget Act of 1997 for determination of rates of paymentunder this Plan for Attachments 4.19-A Parts 1, 2, 3, 4, 5, 7and Attachment 4.19-D Parts 1 and 2.
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Citation

P.L. 101-508

Section 4724

State: New York

Services During Appeal

'Ihe State sha.11 continue to provide

	

medical assistance until a final
determination of disability or
blindness is made by SSA in the
cases where a state determination of
disability or blindness, made in
accordance with section 1614(a) of the
Social Security Act, was reversed by a
sent SSA decision.

[x] YES

[ ] NO

TN NO. 9 1 3 APpRovAL m n JUL 2 2 1991

SUPERSEDES TN NO.
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4.3 Safeafeuardina Info

	

tion on Ap2lieants and Recipients

Under State stacute which imposes legal sanctions,
safeguards are provided that restrict the use or
disclosure of Info rmation concerning applicants and
recipients to purposes directly connected with the
administration of the plan.

52 FR 5967

		

All other requirements of 42 CPR Part 431, Subpart P
are met.

Ctti

42 CPR 431.301

AT-79-29
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Citation

	

4.4 Medicaid Quality Control42 CFR 431.800(c)
50 FR 21839

	

(a) A system of quality control is implemented in1903(u)(1)(D) ofaccordance with 42 CPR Part 431, Subpart P.the Act,
P.L. 99-509

	

(b) The State operates a claims processing assessment(Section 9407)

	

system that meets the requirements of 431.800(e),(g). (h) and W.

/ / Yes.

/,'/ Not applicable. The State has an approvedMedicaid Management Information System (MMIS).
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4.5 Medicaid, Agency Fraud Detection and- Investj&ation42 CFR 455.12

	

Pro r
AT-78-90
48 FR 3742

	

The Medicaid agency has established and will maintain52 FR 48817

	

methods, criteria, and procedures that meet allrequirements of 42 CFR 455.13 through 455.21 and 455.23for prevention and control of program fraud and abuse.
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4.5a Medicaid Agency Fraud Detection and InvestigationSection 1902(a)(64) of

	

Program
the Social Security Act
P.L. 105-33

	

The Medicaid agency has established a mechanism to receivereports from beneficiaries and others and compile dataconcerning alleged instances of waste, fraud, and abuse relatingto the operation of this title.
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4.10 Free Choice of Providers

(a) Except as provided in paragraph (b), the Medicaid agency assuresthat an individual eligible under the plan may obtain Medicaidservices from any institution, agency, pharmacy, person, ororganization that is qualified to perform the services, includingan organization that provides these services or arranges for theiravailability on a prepayment basis.

(b) Paragraph (a) does not apply to services furnished to anindividual--

Under an exception allowed under 42 CFR 431.54, subjectto the limitations in paragraph (c), or

(2) Under a waiver approved under 42 CFR 431.55,subject to the limitations in paragraph (c), or
By an individual or entity excluded from
participation in accordance with section
1902(p) of the Act, or

(4) By individuals or entities who have been convictedof a felony under Federal or State law and for whichthe State determines that the offense is inconsistentwith the best interests of the individual eligible toobtain Medicaid services.

(c) Enrollment of an individual eligible for medical assistancein a,primary care case management system described insection 1915(b)(1), a health maintenance organization, or asimilar entity shall not restrict the choice of the qualifiedperson from whom the individual may receive emergencyservices or services under section 1905(a)(4)(c).

Citation
42 CFR431.51
AT-78-90
46 FR 48524
48 FR23212
1902 (a) (23)
of the Act
P.L. 100-93
(section 8(f))
P.L. 100-203
(Section 4113)

(1)

(3)

Section 1902(a)(23)
of the Social Security Act
P.L. 105-33
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1999
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Approval Date

	

Effective DateTN No.
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42Revision: October 1996

State

	

New York

4.11

	

Relations with Standard Setting and Surveyagencies

(a) The State Agency utilized by the Secretaryto determine qualifications of institutionsand supplies of services to participate inMedicare is responsible for establishingand maintaining health standards forprivate or public institutions (exclusiveof Christian Science sanatoria) thatprovides services to Medicaid recipients.This agency is : The New York StateDepartment of Health.

(b) The State authority(ies) responsible forestablishing and maintaining standards,other than those relating to health, forpublic or private institutions that provideservices to Medicaid recipients is (are):The New York State Department of Health andThe Office 91 Mental HeAlt

(c) Attachment 4.11-A describes the standardsspecified in paragraphs (a) and (b) above,are kept on file and made available to theHealth Care Financing Administration, onrequest.

Citation
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4.13 Required Provider Agreement

With respect to agreements between the Medicaid agencyand each provider furnishing services under the plan:

	

a)

	

For all providers, the requirements of 42 CFR431.:07 and 42 CFR Part 442, Subparts A and a (ifapplicable) are met.

For providers of NF services, the requirementsof 42 CFR Part 483, Subpart B, and section1919 of the Act are also met.

For providers of ICF/ MR services, therequirements of participation in 42 CFR Part 483,Subpart 0 are also met.

	

(d'

	

For each provider that is eligible underthe plan to furnish ambulatory prenatalcare to pregnant women during a presumptiveeligibility period, all the requirements ofsection 1920(b)(2) and (c) are met.

Not applicable. Ambulatory prenatal care isnot provided to pregnant women during apresumptive eligibility period.

tat-on

42 ,.FR

42 CFR Part 483
1919 of the
Act

42 CFR Part 483,
Subpart 0

1920 of the Act

U1 Mzz
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Approval Date
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Effective Date
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(e) For each provider receiving funds under
the plan, all the requirements for
advance directives of section 1902(w) are
met:

(1) Hospitals, nursing facilities,
providers of home health care or
personal care services, hospice
programs, health maintenance

	

organizations and health insuring
organizations are required to do the
following:

(a)Maintain written policies and

	

procedures with respect to all
adult individuals receiving
medical care by or through the
provider or organization about
their rights under State law to
make decisions concerning medical
care, including the right to
accept or refuse'medical or
surgical treatment and the right
to formulate advance directives.

	

(b)Provide written information to all
adult individuals on their
policies concerning implementation
of such rights;

(c)Document in the individual's
medical records whether or not the
individual has executed an advance
directive;

(d)Not condition the provision of
care or otherwise discriminate
against an individual based on
whether or not the individual has
executed an advance directive;

(5)Ensure compliance with
requirements of Statew (whether

TN No .ar .L

	

0 1

	

JAN 15

	

0 E C 0 1 1991
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Approval Dat

	

Effectiv Date
TN No.
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Citation
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statutory or recognized by the
courts) concerning advance
directives; and

(f)Provide (individually or ith
others) for education for staff
and the community on issues
concerning advance directives.

(2) Providers will furnish the written
information described in paragraph
(1)(a) to all adult individuals at
the time specified below:

(a)Hospitals at the time an
individual is admitted as an
inpatient.

(b)Nursing facilities when the
individual is admitted as a
resident.

(c)Providers of home health care or
personal care services before the
individual comes under the care of
the provider;

(d)Hospice program at the time of
initial receipt of hospice care by
the individual from the program;
and

(e)Health maintenance organizations
at the time of enrollment of the
individual with the organization.

(3) Attachment 4.34A describes law of the
State (whether statutory or as
recognized by the courts of the
State) concerning advance directives.

OMB No. :

Not applicable. No State law
or court decision exist
regarding advance directives.
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Citation
	42 CFR 431.60

42 CFR 456.2
50 FR 15312
1902(a)(30)(C) and
1902( d) of the
Act, P. L. 99-509
(Section 9431)

1902 (a)(30)(C)
and 1902(d) of the
Act, P. L. 99-509
(section 9431)

4.14 Utilization/Quality Control

(a) A Statewide program of surveillance and
utilization control has been implemented that
safeguards against unnecessary or inappropriate
use of Medicaid services available under this
plan and against excess payments, and that
assesses the quality of services.

	

The
requirements of 42 CPR Part 456 are met:

X

	

Directly

By undertaking medical and utilization
review requirements through a contract with
a Utilization and Quality Control Peer
Review Organization (PRO) designated under
42 CFR Part 462. The contract with the
PRO--

(1) Meets the requirements of 5434.6(a);

(2) Includes a monitoring and evaluation
plan

	

to

	

ensure

	

satisfactory
performance;

(3) Identifies the services and providers
subject to PRO review;

'(4) Ensures that PRO review activities

	

are not inconsistent with the PRO
review of Medicare services; and

(5) Includes a description of the extent
to which PRO determinations are
considered conclusive for payment
purposes.

X Quality review requirements described in
section 1902 (a) (30) (C) of the Act relating
to services furnished by HMOs under contract
are undertaken through contract with the
PRO designed under 42 CPR Part 462.

By undertaking quality review of services
furnished under each contract with an HMO
through a private accreditation body.
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4.14

	

(b) The Medicaid agency meets the requirements42 CFR 456.2.

	

of 42 CFR Part 456, Subpart C, for50 FR 15312

	

control of the utilization of inpatienthospital services.

/ / Utilization and medical review are
performed by a Utilization and QualityControl Peer Review Organization designatedunder 42 CFR Part 462 that has a contractwith the agency to perform those reviews.

Utilization review is performed in
accordance with 42 CPR Part 456, Subpart if,that specifies the conditions of a waiver.of the requirements of Subpart C for:

All hospitals (other than mental
hospitals).

Those specified in the waiver.

/X/ No waivers have been granted.
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Citation

	

4.14

	

(c) The Medicaid agency meets the requir

	

is42 CFR 456.2

	

of 42 CFR Part 456, Subpart D, for control50 FR 15312

	

of utilization of inpatient services in mental
hospitals.

L_1 Utilization and medical review are
performed by a Utilization and Quality
Control Peer Review Organization designated
under 42 CFR Part 462 that has a contract
with the agency to perform those reviews.

// Utilization review is performed in

	

-

	

accordance with 42 CFR Part 456, Subpart H,
that specifies the conditions of a waiver
of the requirements of Subpart D for:

/ / All mental hospitals.

	

I
.SIB

	

'n'

	

....
// Those specified in. the 'ver.

/X/ go waivers have been granted.

/ / Not applicable. Inpatient services in neental
hospitals are not provided under this plan.
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(d) The Medicaid agency meets the requirements of42 CFR 456. 2

	

42 CFR Part 456, Subpart E, for the control of50 FR 15312

	

utilization of skilled nursing facilityservices.

// Utilization and medical review are
performed by a Utilization and Quality-Control Peer Review Organization designatedunder 42 CFR Part 462 that has a contractwith the agency to perform those reviews.

// Utilization review is performed in
accordance with 42 CFR Part 456, Subpart H,that specifies the conditions of a waiverof the requirements of Subpart R for:

_// All skilled nursing facilities.

_// Those speci.iea4- in the waiver.

/X/ No waivers have been granted.
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Citation

	

4.14 /W(e) The Medicaid agency meets the requirements42 CFR 456.2

	

of 42 CPR Part 456, Subpart F, for control50

	

15312

	

of the utilization of intermediate care
facility services. Utilization review infacilities is provided through:

Facility-based review. -

// Direct review by personnel of the medical
assistance unit of the State agency.

	/ / Personnel under contract to the medical
assistance unit of the State agency.

Utilization and Quality Control Peer Review
Organizations.

Another method as described in ATTAC tgr_?'T4.14-A.

;' /)T Two or core of the above methods.
ATTACIME:? 4.14-B describes the
circumstances under which each method is
used.

Not applicable. Intermediate care facility
services are not provided under this plan.
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4.14 Utilization/Quality control (CContinu )

(f) The Medicaid agency meets the requirements of
section 1902(a)(30) of section 1902(a)(30) of
the Act for control of the assurance of quality
furnished by each health maintenance
organization under contract with the Medicaid
agency. Independent, external quality reviews
are performed annually by:

X

	

A Utilization and Quality Control Peer
Review organization designated under 42
CFR Part 462 that has a contract with the
agency to perform those reviews.

A private accreditation body.

An entity that meets the requirements of
the Act, as determined by the Secretary.

The Medicaid agency certifies that the entity
in the preceding subcategory under 4.14(f) is
not an agency of the State.

Citation

1902(a)(30)
and 1902(d) of
the Act,
P.L. 99-509
(Section 9431)
P.L. 99-203
(section 4113)
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Sff `ive DateJAN 1 1992
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`.RCH 1992

State/Territory:

	

New York

4.15 Inspection of -Care in Intermediate Care Facilities for theMentally Retarde d, Facilities Providing Inpatient

	

Psychiatric Services for Individuals Under 2 1, and MentalHospitals

The State has-contracted with a Peer
Review Organization (PRO) to perform
inspection of care for:

ICFs/MR;

Inpatient psychiatric facilities for
recipients under age 21; and

Mental Hospitals.

X All applicable requirements of 42 C Part
456, Subpart I, are met with respect to
periodic inspections of care and services.

Not applicable with respect to intermediate care
facilities for the mentally retarded services; such-
services are not provided under this plan.

Not applicable with respect to services for

	

individuals age 65 or over in institutions for mental
disease; such services are not provided under this
plan.

Not applicable with respect to inpatient psychiatric
services for individuals under age 21; such services
are not provided under this plan.

TN No

	

APR 1 1992Supersedes

	

Approval Date JUL 3 0 9

	

Effective Date
TN No.

or. I

	

HCFA ID:

Citation

42 CFR Part
456 Subpart
I, and
1902(a)(31)
and 1903(g)
of the Act

42 CPR Part
456 Subpart
A and
1902( a)(30)
of the Act
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i s

	

0-38(
22, 1980

State

	

Wd York

	

Citati
42 CFR 431.615(c)
AT-78-90

4.16 1 at? wi S4ate h axx^ Vo^
i.litatim &Nmigm

	

Title V

The Medicaid agarcy has

	

tivearrarrjecents with State health and
vocaticnal ititat iaiagencies and withtitle V graritess, that meet the
rreqWxemwrts of 42 CLR 431.615.

'fie Medicaid alter y will pnyido forcoordination of the oyeratians =deer Title)_ w' t i the State's oc rations urder thespecial sL lament

	

p

	

for
inf

	

and

	

(WICt
Se, ion 17 of the t3i1d Nutritia Act of1966 as snecifiecl by

	

to Section190 (a) (11) of the Social

	

itv Act.

ATTAR 4.16-A describes the =cpe-rativearrangements with the health and vocatia a1rehabilitation agencies.

JUL 21 19D

'alt C ..
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Y 1995

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State/Territory:

	

New York

	

Citation.
42 CFR 433.36(C)
1902(a)(19) and
1917( a) and (b) of
the Act

4.17 Liens and Adjustments or Recoveries

(a) Liens

X The State imposes liens against an
individual's real pro perty on account ofmedical assistance paid or to

	

paid.

The State complies with the r equirementsof section 1917(a) of the Act and
regulations at 42 CFR 433.36(c)-(g) withrespect to any lion imposed against the
property of any individual prior to his
or her death on account of medical
assistance paid or to be paid on his or
her behalf.

X The State imposes lions on real property
on account of benefits incorrectly paid.

X The State imposes TEPRA lions
1917(a)(1)(S) on real property of
individual who is an inpatient of a
nursing facility, ICr/re, or other
medical institution, where the
individual is required to contribute
toward the cost of institutional cars
all but a minimal amount of income
required for personal needs.

The procedures by the State for
determining that an institutionalized
individual cannot reasonably be expect ed
to be discharged are specified in
Attachment 4.17-A. (NOTE: If the State
indicates in its State plan that it is
imposing TSFRA lions, then the State is
required to determine whether an
institutionalized individual is
permanently institutionalized and afford
these individuals notice, hearing
procedures, and due process
requirements.)

X The State imposes liens on both real and
personal property of an individual after
the individual's death.

TANo
s

25-28
Super es
TN No.

, 7 1

	

Effect ive Date

	

R 1 190'Approval Date
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SE C JftI' C

State /Territory: New York

(b) Adjustments or Recoveries

The State complies with the requirement of section
1917 (b) of the Act and regulations at 42 CFR 433.36
(h) - (i),,,.

Adjustments or recoveries for Medicaid claims
correctly paid are as follows:

For permanently institutionalized
individuals, adjustments or recoveries
are made from the individual's estate or
upon sale of the property subject to a lien
imposed because of medical assistance paid on
behalf of the individual for services provided in
a nursing facility, ICF/MR, or other medical
institution.

X

	

Adjustments or recoveries are
made for all other medical
assistance paid on behalf of the
individual.

X The State determines "permanent
institutional status" of individuals
under the age of 55 other than
those with respect to whom it
imposes liens on real property
under § 1917 (a) (1) (B) (even if it
does not impose those liens).

For any individual who received
medical assistance at age 55 or older,
adjustments or recoveries of payments
are made from the individual's estate
for nursing facility services, home and
community-based services, and related
hospital and prescription drug services.

X

	

In addition to adjustment or
recovery of payments for services
listed above, payments are
adjusted or recovered for other
services under the State plan as
listed below:
Payment for all services are
recovered for individuals age 55
and over, except for Medicare cost
sharing as specified in section 4.17
(b) (3) - continued).

(1)

(2)

(3)

TN No. 10-14
Supersedes
TN No. 95-28

T
Approval Date ..C' `% Gr

	

'
Effective Date April 1, 2010
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory:

	

New York

	

4.17 (b)

	

Adjustments or Recoveries

	

(3)

	

(Continued)

Limitations on Estate Recovery - Medicare Cost Sharing:

(i) Medical assistance for Medicare cost sharing is
:'protected from estate recovery for the following
dategories of dual eligibles: QMB, SLMB, QI,
QDWI, QMB+, SLMB+. This protection extends
to medical assistance for four Medicare cost
sharing benefits: (Part A and B premiums,
deductibles, coinsurance, co-payments) with dates
of service on or after January 1,20 10. The date of
service for deductibles, coinsurance, and co-
payments is the date the request for payment is
received by the State Medicaid Agency. The date
of service for premiums is the date the State
Medicaid Agency paid the premium.

(ii) In addition to being a qualified dual eligible the
individual must also be age 55 or over. The above
protection from estate recovery for Medicare cost
sharing benefits (premiums, deductibles,
coinsurance, co-payments) applies to approved
mandatory (i.e., nursing facility, home and
community-based services, and related prescription

	

drugs and hospital services) as well as optional
Medicaid services identified in the State plan,
which are applicable to the categories of duals
referenced above.

TN No.: 10-14
Supersedes
TN No.: New

Approval Date: Effective Date: April 1, 2010
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory:

	

New York

(4)

	

X The State disregards assets or resources for
individuals who receive or are entitled to
receive benefits under a long term care
insurance policy as provided for in
Attachment 2.6-A, supplement 8b.

The State adjusts or recovers from the
individual 's estate on account of all medical
assistance paid for nursing facility and other
long tern care services provided on behalf of
the individual. (States other than California,
Connecticut, Indiana, Iowa, and New York
which provide long term care insurance
policy-based asset or resource disregard
must select this entry. These five States
may either check this entry or one of the
following entries.)

X The State does not adjust or recover from
the individual' s estate on account of any
medical assistance paid for nursing facility
or other long term care services provided on
behalf of the individual.

The State adjusts or recovers from the assets

	

or resources on account of medical
assistance paid for nursing facility or other
long term care services provided on behalf
of the individual to the extent described
glow:

t)

TN No.

	

p4-39

Supersedes
TN No.

Approval Date

	

2

DEC-3 Z0
Effective Date

TOTAL P.05
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STATE PLAN UNDER TITLE XIX OP THE SOCIAL SECURITY ACT

state/Territory:

(c) Adjustments or Recoveries: Limitations

The State complies with the requirements of
section 1917(b)(2) of the Act and regulationsat 42 CPR S433.36(h)-(i).

(1) Adjustment or recovery of m edical
assistance correctly paid will be made
only after the death of the individual's
surviving spouse, and only when the
individual has no surviving child who is
either under age 21, blind, or disabled.

(2) With respect to liens on the home of any
individual who the State determines is
permanently institutionalized and who
must as a condition of receiving services
in the institution apply their income to
the cost of care, the State will not seek

	

adjustment or recovery of medical
assistance correctly paid on behalf of
the individual until such t ime as none of
the following individuals are residing in
the individual's home s

New York

(a) 'a sibling of the individual (who was
residing in the individual's h
for at least one year immediately
before the date that the individual
was institutionalized), or

(b) a child of the individual (who was
residing in the individual's h
for at least two years immediately
before the date that the individual
was institutionalized) who
establishes to the satisfaction of
the State that the care the child
provided permitted the individual to
reside at h

	

rather than become
institutionalized.

No money payments under another program
are reduced as a means of adjusting or
recovering Medicaid claims incorrectly
paid.

TN-No

	

'95- 28 F

	

AsSupersedes

	

Approval Date

	

t 1

	

Effective Date
No.

(3)
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State/Territory:	New York

(d) ATTACHMENT 4.17-A

(1) specifies the procedures for determining
that an institutionalized individual
cannot reasonably

	

expected to be
discharged from the medical institution
and return home. The description of the
proceduremeatsthe requirements of 42
CYR 433. 36(d).

(2) specifies the criteria by which a son or
a daughter can establish that he or she
has been providing care, as specified
under 42 C 433.36(f).

(3) Defines the following t® a

o estate (at a minimum, estate as
defined under State probate law).
Except for the grandfathered States
listed in section 4.17(b)(3), if the
State provides a disregard for assets
or resources for any individual who
received or is entitled to receive
benefits under a long term care

	

insurance policy, the definition of

	

estate must include all real, personal
property, and assets of an individual
(including any property or assets in
which the individual had any legal
title or interest at the time of death
to the extent of the interest and also
including the assets conveyed through
devices such as joint tenancy, life
estate, living trust, or other
arrangement),

a individual's home,

o equity interest in the home,

o residing in the h

	

for at least 1 or
2 years,

o on a continuous basis,

	

o discharge from the medical institution
and return how, and

o lawfully residing.

TN No.

	

95-28
Su rsedes
TN No. ILI

Approval Date _SEE -2 Z Effective Date R i '$9.

FTWW
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State/Territory:

	

New York

(4) Describes the standards and pros uses
for waiving estate recovery when it would
cause undue hardship.

(5) Defines when adjustment or recovery is
not cost-effective. Defines cost-
effective and includes methodologyor
thresholds used to determine cost-
effectiveness.

(6) Describes collection procedures.
Includes advance notice requirements,
specifies the method for applying for a
waiver, hearing and appeals procedures,
and the time frames involved.

'Approval Date U E 7 1

	

Rff gve Date

	

I
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.
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Ace 19
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Age 2.
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Approval Date JAN 5

1 t

	

,a,^ra Da ° NOV 1 19M
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AL'CL'Sa° 199.1

State /Terrltcry:

	

New York •

C! tat1 4.18(b)(2) (Continued)

42 CFR 447.51

	

(- ii) All services f:.r.._s°e:: to pregnanttsrouc'

	

women.
44, - 5g

	

Not app'-icat:e. Chances apply Icr
services zc -cec-,ant women L--:elate: to
the ;reznancy.

	

(lv) Services fur.:shed ., any individual `hc -s an.
inpatient in.a hcs;ital, long-term care
facility, or other medical institution, if t:%e
individual is rec;::re , as a condition c:
receiving services in the institution, tc spend
for medical care c_s:s all but a mpnimal
of his or.her incc=e required for persona:
needs.

	

.

(v) Emergency services. if.the services meet the
requirements in 42 C R 447.53(b)(4).

(vi) Family, planning services and supplies 'furnishe'd
to individua ls of childbearing age..

(vii) Services fi:rnlshed by a health maintenance
organization in `hi: the individual. is
enrolled.

1916 of the Act,

	

(viii) Services furnished to an individual''P.L. 99-2272,

	

receiving hospice care, as defined in(Section 9505)

	

section 190$ !0) of the Act.'

i

TN

	

Ao;^roval Date JAN 21
r+.s..

	

Delp NOVSJp2fjeVLJ TN

L/
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New York
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4.16(b) (Cc.
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42 CFR 447.51

	

(3)

	

::mess a waive: znce:

	

't ;31.55(c;
t :ouch
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19 c: cl.''-er

,L/

	

2C cr c1 er

21 cr older

Charges apply :c se:-.,i ces .4u=,.-.istee to the
followincr.easonatlecategories of
:ndiviCLals listed below who are 1E wears of
ace o: clce: t-uz ice: age 21.

Vagso 2 8%TN .
a

	

1%

	

2.^ L oval Date JAN s
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State /Territo:;

*-_or

	

4.:E(b)(3) (Continued)
C

	

vi' 51
t`:oucn 447.5E

		

(iii) For the cateco:_ca:y neecy and qualifiec
Medicare benefi-- a:_es. :.77A"--"_'N7 4.1 -

spec : f ies• the :

(A)

	

Service.(s) :

	

`.`.-c.. a cha:ce(s) is

(3)

	

Nature of _ne char= * 1=posed on each
service;

(C) k:.otnt(s) c: and basis for determining
the charce(s);

(D) Method-used to co-vect the charge(s);

(E) oasis for determe ni:u whether an
individual is unable- .to pay the charce
and the means by which such an individual
is identifies to rrcviders;

(F) ?rocedures for i=plementing and enforcing
the exclus:..n s fro= cost sharing
contained in 42 CF 447.53(b); and

(G) Cumulative =axim= hat applies to all
deductible, coinsurance or copayment
charges impcsed on a specified time
period.

/ Not

	

There Is no

Wax

v 2 _- 20. IV,

	

''•a) N'_-V'I'I Date JAPE 5 9IN

SUNS-"". -" N

	

i- c
r.,,`,!;`' Date NOV 1 - 1993Cis

New York

71
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;C:;a)(:C)(A)( _-;;-^=)

	

--e
are- - ose ;.n=-- -;.n=---%e equals c: exceeds _Sc
c. the Fe_e:a '_ poverty level ar=_ca=e' -
fa-m.v of the site i-vo _vec.

	

-
c sec:icn __16 (c) cf tie Act are met.
..""A:hXSN7 .is-:) specs _.es _-e =e:`cc :-e
State .uses :c: cete':::_._-- :::e

	

ar = - _
criteria f:_ ceter`_..-ne -na_ ,i=ris=-t_:.es
.`.aresh:p _:: Wei r_. ;d %--a-t of :e---=s

	

--

:ec_;.le..ts .

	

:eC2^e )t52)

	

/ ; r„: fa=.__es :eeeiv_.

	

extendec =e:-s

	

and _525( b)	e;.::nc a sec
-
-ne a-:sc: th =e rod ..Weer - -

	

c. the Act

	

section _

	

of the Act, a «o _ y
is _cpose. in accordance with sections
1525(b)( 4) and ('S) cf the Act,

	

1516(d) o:

	

4.18(b)(c) ^/ A monthly =:ecium, set ®t a slidin; scale,

	

the Act

	

imposed on. q-zalified disa:led and work::c
individuals `he are covered
under section' 1902(a )(10)(r)(iii) of the Act an:
whose inccce exceeds 150 pe rcent (but does net
exceed 200 percent) of the• rede:al poverty
level applicable to a f a: y of the size
involved. :'!.e requi em4e nts of section
of the Act are net. A^' ;I:F_.7

	

1E
specifies t e method and sttnca:cs the _ =ar
uses for dete _yi.ninc the =:emiu=.

OK -2 Sc.: V1536-

New York

1

TN

	

4 A,pi r'val Date JAN 2.5

Supersede TN

	

NOV 1®19$^
• V'J ^. • id aJ^
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O:R3 No.: 0938-
AUGUST 1991'.

State /Territory:

	

New York

citation

	

4.18(c) jam/ Individuals are covered as medically needy under
the plan.

An enrollment fee, premium or similar charge is
imposed. ATTACHMENT 4.18-B specifies the

	

amount of and liability period for such charges*
subject to ' the maximum allowable charges in '42
CFR 447. 52(b) and defines the State 's policy
regarding the effect on recipients of
non-payment of the enrollment fee; premium, or
similar charge.

447.51 through

	

(2)

	

No deductible, coinsurance, copayment,

447.58

		

or similar charge is imposed under the plan for
the following:

(i) Services to individuals under age 18, or
under-

Age 19

L/ Age 20

. LX/ Age 21

Reasonable categories of individuals who
are age 18, but under age 21, to whom
charges apply are listed below, if
applicable:

TN No.

	

N ov 1 -
Supersedes

	

Approval Date JAN 2 5 1991

	

Effective Data

TN No.

	

°
HCFA ID: 7982E

	

42 CFR 447.51

th:ough'447.58

VM
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OMB No.: 0938.-

AUGUST •19 91

State /Territory.:

	

New York.

Citation

	

4.18 (c)(2). (Continued)

42' CFR 447.51

	

(ii) Services to pregnant women related to the

through

	

pregnancy or any-other medical condition

447..58

	

that may complicate the pregnancy.

('iii) All services furnished to pregnant women.

L/ Not applicable. Charges apply for
services to pregnant women unrelated to
the pregnancy.

(iv) Services furnished to any individual who is an
inpatient in a hospital, long -term care
facility, or other medical insti ution, if the
individual is required, as a condition of
receiving services in the institution, to spend
for medical care costs all but a minimal amount
of his income required for personal needs.

(v) Emergency services if the services meet the
requirements in 42 CFR 447.53(b)(4).

(vi) Family planning services and supplies furnished
to individuals of childbearing age.

1916 of the Act,

	

(vii) 'Services furnished to an individual

.P.L. 99-272

	

receiving hospice care, as defined in

(Section 9505)

	

section 1905(o) of the Act.

447.51 through

	

(viii) Services provided by a health maintenance

447.58

	

organization (HMO) to enrolled individuals.

L/ Not applicable. No such charges are
imposed.

_LA aTN No.

	

NOV 1Supersedes

	

Approval Date JAN 2 5 1994

	

Effective Date
TN No. q e-TL

	

,
HCFA ID:. 7982E
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State /Territory:.

	

New York

Citation

	

4.18(c)(3) Unless a waiver under 42 CFA 431.55(g) applies,
nominal deductible, coinsurance, copayment, or
similar charges are imposed on services that are
not excluded from such charges under item (b)(2)
above.

L/ Not applicable. No such .charges are
imposed.

(i) For any service, no more than one type of
charge is imposed.

(ii) Charges apply to services furnished to the.
following age group:

L/ 18 or older

	

°

L/ 19 or older

L/ .20. or older.

Lx.'

	

21 or older

Reasonable categories of individuals-who are 18
years of age, but under 21,. to whom charges
apply are listed below, if applicable.

I

TN No.

	

91a-aS

	

JAN 2 5
.Supersedes

	

Approval Date

	

1994
TN No.

	

41 I.

	

.
Effective Date NOV 1- M

HCFA ID: 7982E
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tF)

	

?=ocetu:es f:: .splementing a: enfarc.the exclusions from -cost Sheri
co stain ec

	42 CFR 44-7.S3(b); and

	

C)

	

C::nulative =axi=om that applies __ a-!-''7
:=insurance, c: cope}--e--:
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State /Territory:

	

New York

_tat_on

	

4 .1 9 Pa,^^^en fo Ser ices

42 FR 44-.252

	

a;

	

The Medi:aid agency meets the requirements of42 CFR.Part 447, Subpart C, and sectionsand 1923 of

	

:902(a)(13) and 1-923 of the Act with respectt.ie Act

	

payment for inpatient hospital services.

ATTACHMENT 4.19-A describes the methods andstandards used to determine rates for payment forinpatient hospital services.

'Y/

	

Inappropriate level of care days are covered andare paid under the state plan at lower rates thanother inpatient hospital services, reflecting thelevel of care actually received, in a mannerconsistent with section 1861(v)(1)(^v) of the Act.

Inappropriate level of care days are not covered.

TN
Supersed^^	Approval Date
IN No.
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Effective Date
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Revision:
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New YorkState / Territory:

Citation

	

42 CFR 447.201
42 CFR 447.302
52 FR 28648
1902(a)(13)(E)
1903(a)(1) and
(n), 1920, and
1926 of the Act

1902(a)(10) and
1902(a)(30) of
the Act

No. 4V (.1

	

x t
SupersedesQ_

3ETN No.

4.19(b) in addition to the services specified in
paragraphs 4.19(a), (d), (k), (1), and (m),the
Medicaid agency meets the following
requirements:

(1) Section 1902(a)(13)(E) of the Act regarding
payment for services furnished by Federally
qualified health centers (FQHC8) under section
1905(a)(2)(C) of the Act. The agency meets
the real irements of section 6303 of the State

	

Medicaid Manual (HCFA-Pub. 45-6) regarding

	

payment for FQHC services . ATTACHMENT 4.19-B
describes the method of payment and how the
agency determines the reasonable costs of the
services (for example, cost-reports, -cost or
budget reviews, or sample surveys).

(2) Sections 1902(a)(13)(E) and 1926 of the Act,
and 42 CFR Part 447, Subpart 0, with respect
to payment for all other types of ambulatory
services provided by rural health clinics
under the plan.

ATTACHMENT 4.19-B describes the methods and
standards used for the payment of each of these
services except for inpatient. hospital, nursing
facility services and services in intermediate care
facilities for the mentally retarded that are
described in other attachments.

SUPPLEMENT 1 to ATTACHMENT 4.19-B describes
general methods and standards used for
establishing payment for Medicare Part A and B
deductible/coinsurance.

T
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Effective Date JUL 1 - 9993Approval Date
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Revision: MCF4-PM-87- 9
AUGUST 1987

(D C)

	

ORE M 0938-0193

	

TM Mo. S*7-4'
Supersedes
TM go. 8'f -oZ

State/Territory: _'

	

V k

4.19 (d)

a/ (1) The Medicaid agency meets the requirements of
42 CFM Part 447, Subpart C. with respect to
payments for skilled nursing and intermediate
care facility services.

ATTACHMM 4. 19-D describes the methods and
standards used to determine rates for payment
for skilled nursing and intermediate care
facility services.

(2) The Medicaid agency provides payment for
routine skilled nursing facility services
furnished by a swing-bed hospital.

At the average rate per patient day paid to
SNPs for routine services furnished during
the previous calendar year.

At a rate established by the State, which
meets the requirements of 42 C Part 447,
Subpart C.

	

applicable.

LX/ Not. applicabl e. The agency does not
provide payment for S

	

services to a
swing -bed hospital.

(3) The Medicaid agency provides payment for

	

routine intermediate care facility services
furnished by a swing -bed hospital.

At the average rate per patient day paid to
ICFs, other than ICFs for the mentally
retarded. for routine services furnished
during the previous calendar year.

At a rate established by the State, which
meets the requirements of 42 CPR Part 447,
Subpart c,

	

applicable.

Not applicable. The agency does not
provide payment for ICP services to a
swing-bed hospital.

(4) Section 4.19(d)(1) of this plan is not
applicable with respect to-intermediate ca re
facility services; such services are not
provided under this State plan.

Approval Date
JUN - 4- 1991
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(1 C)
1987

State/Territory :

Gitfitign

	

4.19 (f) The H icaid agency l imits participation to
42 CFR 447.15

	

providers who et the requirements of
AT-78-90

	

42 C 447.15.

no provider participating under this plan may denyservices to any individual eligible under the planon account of the individual's inability to pay acost sharing amount imposed by the plan inaccordance with 42 CIPR 431-55(g) and 447.53. Thisservice guarantee does not apply to an individualwho is able to pay, nor does an individual'sinability to pay eliminate his or her liability forthe cost sharing change.

o.: 0938-0193

New York

AT-80-34
48

	

5730

o . S'7-47
Supersedes

110. E3-14*
Approval Date NOV 2 1 1991 19f fee tive Date

)ICFA ID: 1010P/0012P
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tat.cr,

42 "FR
447.21" i

and 44'.205

19C3!v' of the
Act

State!

	

New York

4. 19', `

	

The Medicaid agency .nets _ne requirements
of 42 C FR 44 7. 205 for public notice of any chances
Statewide method __ standards for setting payment
rates.

The Medicaid agency meets the requirements
of section :903iv) of the Act with respect to payment
for medical assistance furnished to an alien who is
not lawfully admitted for permanent residence or
otherwise permanently residing in the ;;niter States
under color of l aw. Payment is made only for care
and se rvices that are necessary for the treatment of
an emergency medical condition, as defined in section
:903(v; of the Act.

TN N

	

1

	

01L

	

OCT
Supersedes

	

Approval Date	Ei_

	

`"'^ 5`fec• ve Date
	199!

TN No. __ 9
7982r-982_
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Citation

1903(i)(14)

	

4.19(1) The Medicaid agency meets the requirements
of the Act of section 1903(i)(14) of the Actwith respect

to payment for physician services furnished to
children under 21 and pregnant women. Payment
for physician services furnished by a physican
to a child or a pregnant woman is made only to
physicians who meet one of the requirements
listed under this section of the Act.

* and Section 6400 of the State Meddicaid manual

TN NO. '-4.
Su rse
TN No.

R

	

9993
Approval Date

_

	

Eff ective gate OCT 1® 1 2
as,
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Revision:
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State/Territory: New York

Citation

4.19 (m)

	

Medicaid Reimbursement for Administration of Vaccines underthe Pediatric Immunization Program

1928(c)(2)

	

(i)

	

A provider may impose a charge for the administration(C)(ii) of

	

of a qualified pediatric vaccine as stated inthe Act

	

1928(c),(2)(C)(ii) of the Act. Within this overallprovision, Medicaid reimbursement to providers will beadministered as follows.

(ii)

	

The State:

	

sets a payment rate at the level of the regional
maximum established by the DHHS Secretary.

_ is a Universal Purchase State and sets a payment rateat the level of the regional maximum established inaccordance with State law.

sets a payment rate below the level of the regional.^ maximum. established by the DHSS Secretary.

is a Universal Purchase State and sets a payment rate
below the level of the regional maximum established by
the Universal Purchase State.

The State pays the following rate for the
administration of a vaccine:

1926 of

	

(iii) Medicaid beneficiary access to immunizations is
the Act

	

• assured through the following methodology:

If indicated, the State will show, via the obstetrical /pediatric
State Plan amendment submittal, that the VFC administration fee
meets the applicable statutory requirements of the Social Security Act.

TN No. --cY4-47
,"d '.• ti 'Gag,

	

Effect ive Date OCT I- 1M4Superse

	

Approval Date
TN No.
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Citation

	

4.21 Prohibition Against Reassicnment of
Provide r Claims

Payment for medicaid services
furnished by any provider under this
.plan is made only in accordance with
the requirements of 42CFR 447.10,

.'

42 CFR 447.10(c)
AT-78-90
46

	

42699

c

a1®33A. i
Supersedes

	

Approval Date 0_5`7/Y

	

Effective Date ® d!
"N # '7g. 1 9
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State/Territory;

	

New York

C_tation

4.22 -.h rd Party

472 CFR 433.:37

	

(a) The Medicaid agency .,eels a:- rec--re :^ents .,..

(:)

	

42 CFR 433. 38 and 433.3:.

(2) 42 CFR 433.145 thr =ugn 433._48.
(3) 42 CFR 433.51 through :33.:54;
(4) Sections 1902 (a) (2 5) (H) and (:) of _::e

42 CFR 433.138(f)

	

(b) ATTACHMENT 4.22-A --

(1) Specifies the frequency with which the
data exchanges required in S433.138(d)(1),
(d)(3) and (d)(4) and the diagnosis and
trauma -code edits required in S433.138(e)
are conducted;

42 CFR 4.33.138(g)(1)(ii)

	

(2) Describes the methods the agency uses for
and (2)(ii)

	

meeting the foliowup -requirements
contained in S433.138(g)(1)(i) and
(g)(2)(i);

42 CFR 433.138(g)(3)(i)

	

(3) Describes the methods the agency uses for
and (iii)

	

following up on information obtained
through the State motor vehicle accident
report file data exchange required under
S433.138(d)(4)(ii) and specifies the time
frames for incorporation into the
eligibility case file and into its third
party data base and third party recovery
unit of all information obtained through
the followup that identifies legally
liable third party resources; and

42 CFR 433.138(g)(4)(i)

	

(4) Describes the methods the agency uses for
through (iii)

	

following up on paid claims identified
under S433.138(e) (methods include a
procedure for periodically identifying
those trauma codes that yield the highest
third party collect ions and giving
priority to following up on those codes)
and specifies the time frames for
incorporation into the eligibility case
file and into its third party data base
and third party recovery unit of all
information obtained through the followup
that identifies legally liable third party
resources.

94-12
TN No. --
Supersedes

	

Approval Date
MAY 9 - 1994

	

Effective Date JAN Z ° 1994

TN No. r7-q-9

	

1902( a)(25)(4) and (:I
Act.
of the Act
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	Revision: HCFA-PM-94-1
FEBRUARY 1994

(MB)

citation

42 CFR 433.139(b)(3)
(ii)(A)

42 CFR 433.139(f)(2)

42 CFR 433.139(f)(3)

42 CFR 447.20

State/Territory:

42 CFR 433.139(b)(3)(ii)(C)

New York

(c) Providers are required to bill liable third
parties when services covered under the plan
are furnished to an individual on whose behalf
child support enforcement is being carried out
by the State IV-D agency.

(d) ATTACHMENT 4.22-B specifies the following:

(1) The method used in determining a
provider 's compliance with the third
party billing requirements at
S433.139(b)(3)(ii)(C).

(2) The threshold amount or other guideline
used in determining whether to seek
recovery of reimbursement from a liable
third party, or the process by which the
agency determines that seeking recovery of
reimbursement would not be cost effective.

(3) The dollar amount or time period the State
uses to accumulate billings from a

	particular liable third party in making
the decision to seek recovery of
reimbursement.

(e) The Medicaid agency ensures that the provider
furnishing a service for which a third party is
liable follows the restrictions specified in
42 CFR 447.20.

	

9 4

	

.
TN No.

	

-

	

MAY 9

	

JAN 1- 1994
Supersedes

	

Approval Date

	

1994 Effective Date
TN No.

	

-41
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(Ma)
FEBRUARY 1994

State /Ter__tcr

	

New York

..__at_:n

4.22 (cc..,._r ed)

42 :FR 433.151( a)

	

_) :he ".ed:.caid a(;ent -/ :as . _t ten
agreements for the enforcement .,. __:,r_;

	

an..
collection of third party benefits ass_ -e:
the State as a condit__.. of
ed:.ca . a ssistance wLth t he

as appropriate.)

X State title IV-D agency. The recuirer:ents
of 42 CFR 433.152(.b) are met.

other appropriate State agency(s)--

Other appropriate agency(s) of another
State--

Courts and law enforcement officials.

1902( a)(60) of the Act

		

(g) The Medicaid agency assures that the State has
in effect the laws relating to medical child
support under section 1908 of the Act.

(h.) The Medicaid agency specifies the guidelines
used in determining the cost effectiveness of
an employer-based group health plan by
selecting one of the following.

The Secretary 's method as provided in the
State Medicaid Manual, Section 3910.

	

X The State provides methods for determining
cost effectiveness on ATTACHMENT 4.22-C.

1906 of the Act

sm -994- 1
TN No.

	

MAY - 1994Superse e3

	

Approval Date

	

-Effective Date JAN 1 - 1994
TN No.

	

24-5

4



p.ev.;sicn:

	

-84-2 ()
01-84

	

-

No . 0938-0193

84 V

71

State ti YORK

Citatim

	

4.23 Use of C mtrac
42

	

Part 434.4
48 FR 54013

	

7he Medicaid agency has contracts of the
type(s) listed in 42 C'r"R Part 434. All

tracts nit the requirements of 42 a R Part-
434.

/7 'Not applicable. The State has r such
contracts.

S1arrseces
= -7 &-2L

Approval t^ 4 .°rrY 7354 Effective Ite P 1 APR 1964
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(BPD)

APRIL 1994

State/Territory:
NW YORK

citation
42 CFR 442.10

	

and 442.100
AT-78-90
AT-79-18
AT-80-25
AT-80-34-
52 FR 32544

P.L 100-203

	

(Sec. 4211)

	

54 FR 5316.

56 FR 48826

4.24 Standards for Payments for Nu rsinq Facility

	

and intermediate Care Facility for the Mentally

Retarded Services

with respect to nursing facilities and

intermediate care facilities for the mentally

retarded, all applicable requirements of

42 CFR Part 442, Subparts $ and C are met.

Not applicable to intermediate care

facilities for the mentally retarded;

such services are not provided under this

plan.

TN No.
Supersedes
TN No.

Approval Date SEP 6 IM Effective Data APR ! - 1994
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(MB)
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Citation

State/Territory: New York

..927(g)

	

4 .26 Drug Utilization Review Program42 CFR 456.700
A.1. The Medicaid agency =sat0 ",.a £ qulrementa ofSection 1927( g) of the Act for a drug usereview (DUR) program for outpatient drugclaims.

1927(g)(1)(A)

		

2. The DUR program assures that prescriptionsfor outpatient drugs are:

-Appropriate
Medically necessary
-Are not likely to result in adverse medicalresults

B.

	

The DUR program is designad to educatephysicians and pharmacists to identify andreduce the frequency of patterns of fraud,abuse, gross overuse, or inappropriate ormedically unnecessary care among physicians,pharmacists, and patients or associated withspecific drugs as well ass

-Potential and actual adverse drugreactions
-Therapeutic appropriateness-Overutilization and underutilization-Appropriate use of generic products-Therapeutic duplication
-Drug disease contraindications-Drug-drug interactions
-Incorrect drug dosage or duration of drugtreatment
-Drug-allergy interactions
-Clinical abuse/misuse

1927(g)(1)(B)
42 CFR 456.703
(d)and(f)

	

C.

	

The DUR program shall assess data use againstpredetermined standards whose sourcematerials for their development areconsistent with poor-reviewed medicalliterature which has been critically reviewedby unbiased independent experts and thefollowing compendia:

	

-American Hospital Formulary Service DrugInformation

	

-United States Pharmaco is-DrugInformation
-American Medical Association DrugEvaluations

TN No.

	

3
supersedes

	

Approval Date SEP 11

	

Effective DateTN No.

	

-19.3

1927(g)(1)(a)
42 CFR 456.705(b) and
456.709(b)



j_.....

	

-c=;-?r.-

	

(Ra)
74a

C_tat__n

State/Terr_tcrJ New York

42 CF- 456.703(b)

	

D.

	

DUR is not required for drugs dispensed to
residents of nursing facilities that are in
compliance with drug regimen review
Drr-e,'ur ' ee• 'o^• ' in 4? r'rR 48-1 .60. The
State has never-the-less chosen to include
nursing home drugs in:

Prospective DUR
Retrospective OUR.

1927(g)(2)(A)
42 CFR 456.705(b)

	

E.I. The DUR program includes prospective review
of drug therapy at the point of sale or point
of distribution before each prescription is
filled or delivered to the Medicaid
recipient.

1927(g)(2)(A)(i)
42 CFR 456.705(b),

	

2. Prospective DUR includes screening each
(1)-(7))

	

prescription filled or delivered to an
individual receiving benefits for potential
drug therapy problems due too:

-Therapeutic duplication
-Drug-disease contraindications
-Drug-drug interactions
-Drug - interactions with non-prescription or
over -the-counter drugs
-Incorrect drug dosage or duration of drug
treatment
-Drug allergy interactions
-Clinical abuse/misuse

1927(g)(2)(A)(ii)
42 CFR 456.705 (c)

	

3. Prospective DUR includes counseling for
and (d)

	

Medicaid recipients based on standards
established by State law and maintenance of
patient profiles.

F.I. The DUR program includes retrospective DUR
through its mechanized drug claims processing
and information retrieval system or otherwise
which undertakes ongoing periodic examination
of claims data and other records to identify:

-Patterns of fraud and abuse
-Gross overuse
-Inappropriate or medically unnecessary care
among physicians, pharmacists, Medicaid
recipients, or associated with specific
drugs or groups of drugs.

The State's RetroDUR System will capture and perform retrospective
DUR on any drug product not included in a nursing home's per diem
rate.

-

TN No.

	

SEP
Approval Date

	

Effective DateSupersedes
q,2- ,2.3.TN No.

1927(g)(2)(B)
42 CFR 456.709(a)
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74b
(MS)

New York

F.2. The DUR program assesses data on drug use
against explicit predetermined standards
including but not limited to monitoring for:

-Therapeutic appropriateness
-Overutilization and underutilization
-Appropriate use of generic products
-Therapeutic duplication
-Drug-disease contraindications
-Drug-drug interactions
-Incorrect drug dosage/duration of drug
treatment

-Clinical abuse/misuse

3. The DUR program through its State DUR Board,
using data provided by the Board, provides
for active and ongoing educational outreach
programs to educate practitioners on common.
drug therapy problems to improve prescribing
and dispensing practices.

1927(g)(3)(A)
42 CFR 456.716(a)

	

G.l. The DUR program has established a state D
Board either:

X Directly, or
Under contract with a private
organization

1927(g)(3)(B)
42 CFR 456.716

	

2. The DUR Board membership includes health
(A) AND (B)

	

professionals (one-third licensed actively
practicing pharmacists and one-third but no
more than 51 percent licensed and actively
practicing physicians) with knowledge and
experience in one or more of the following:-

- Clinically appropriate proscribing of
covered outpatient drugs.

- Clinically appropriate dispensing and
monitoring of covered outpatient drugs.

- Drug use review, evaluation and
intervention.

- Medical quality assurance.

927(g)(3)(C)
42 CFR 456.716(4)

	

3. The activities of the DUR Board include:

- Retrospective OUR,
- Application of Standards as defined in

section 1927(g)(2)(C), and
- Ongoing interventions for physicians and

pharmacists targeted toward therapy
	problems or individuals identified in the

course of retrospective OUR.

TN No.

	

1

	

R
Supersedes

	

.y a Approval Date

	

Effective Date
TN No.

State/Territory:

Citation

927 (g) (2) (C)
42 CFR 456.709(b)

1927(g)(2)(D)
42 CFR 456.711
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(MB)

State/Territory:

OMB No.

New York

Citation

1927(g)(3)(C)

	

42 CFR 456.711
(a)-(d)

G.4 The interventions include in appropriate
instances:

- Information dissemination
- Written, oral, and electronic reminders
- Face-to-Face discussions
- Intensified monitoring/review of
prescribers/dispensers

1927(g)(3)(D)
42 CFR 456.712

	

H.

	

The State assures that it will prepare and
(A) and (8)

	

submit an annual report to the Secretary,
which incorporates a report from the State
DUR Board, and that the State will adhere to
the plans, steps, procedures as described in
the report.

I.1. The State establishes, as its principal means
of processing claims for covered outpatient
drugs under this tatle,.. a point-of-sale
electronic claims management system to
perform on-line-

- real time eligibility verification
- claims data capture
- adjudication of claims
- assistance to pharmacists, etc. applying

for and receiving payment.

2. Prospective DUR is performed using an
electronic point of sale drug claims
processing system.

J.

	

Hospitals which dispense covered outpatient
drugs are exempted from the drug utilization
review requirements of this section when
facilities use drug formulary systems and
bill the Medicaid program no more than the
hospital's purchasing cost for such covered
outpatient drugs.

Y U.S. G.P.0.:1993-342-239:80043

TN No.

	

S
Supersede

	

Approval Data

	

Effective Date

	

R I--Supersede
No.

	

1927(h)(1)
42 CFR 456.722

1927(g)(2)(A)(i)
42 CFR 456.705(b)

1927(j)(2)
42 CFR 456 .703(c)
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January 1993

State/Territory:

4.28 Appeals Process

(a) The Medicaid agency has
established appeals proceduresfor NFs as specified in 42 CTR431.153 and 431.154.

(b) The State provides an appeals systemthat meets the requirements of 42 CFR431 Subpart E, 42 CFR 4 83.12, and42 CFR 483 Subpart E for residents whowish to appeal a notice of intent totransfer or discharge from a NT and for

	

individuals adversely affected by thepreadmission and annual resident reviewrequirements of 42 CFR 483 Subpart C.

(BPD)

New York

Citation

42 CFR 431.152;
AT-79-18
52 FR 22444;
Secs.
1902( a)(28)(D)(i)
and 1919(e)(7) of
the Act; P.L.
100-203 (Sec. 4211(c)).

Qo .4TN No.
SupersedeP

	

Approval Date JUN

	

Effective Date JAN 1 -TN No.
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Revision: HCFA-PM-99-3 .(CMSO)
JUNE 1999

State: NEW YORK

Citation

1902(a)(4)(C) of the

	

4.29

	

Conflict of Interest ProvisionsSocial Security Act
P.L. 105-33

	

The Medicaid agency meets the requirements of section1902(a) 4)(C) of the Act concerning the prohibition againstacts, wit respect to any activity under the plan, that isprohibited by section 207 or 208 of title 18, United StatesCode.

1902(a)(4)(D) of the

	

The Medicaid' agency meets the requirements of sectionSocial Security Act

	

1902(a)(4)(D) of the Act concerning the safeguards againstP.L. 105-33

	

conflicts of interest that are at least as stringent as thesafeguards that apply under section 27 of the Office ofFederal Procurement Policy Act (41 U.S.C. 423).

TN No.

	

'DEC 6 1999

	

Ul 1 1999Supersedes

	

Approval Date

	

Effective Dat.
TIC No. `^ _^ b
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Revision: HCFA-PH-87-14

	

(BERC)

	

0HB ado.: 0938-0193
OCTOBER 1987

State /Territory: New York

Citation

	

4.30 Exclusion of Providers and Suspension of
42 CFR 1002.203

	

Practitioners and Other Individuals

AT-79-54
48 FR 3742

	

(a) All requirements of 42 CFR Part 1002, Subpart B are
51 FR 34772

	

met.

The agency, under the authority of State law,
imposes broader sanctions.

TY bdo . g8-1

	

Supersedes -/I
TU ldo.

	

Y'

Approval Date
JAN 1 a Effective Date JAN 01 1988

HCFA ID: 101OP/0012P



78a

	Revision: HCFA-,AT-87-14

	

(BERG)

	

OMB No.: 0938-0193

	

OCTOBER 1987

	

4.30 Continued

State /Territory: ::e^j; York

(b) The Medicaid agency Beets the requirements of-.

(1) Section 1902(p) of the Act by excluding.from
participation

(A) At the State's discretion, any individual
or entity for any reason for which the
Secretary could exclude the individual or
entity from participation in a program
under title XVIII in accordance with

sections 1128, 1128A, or 1866(b)(2).

(B) Any HMO (as defined in section 1903(m) of
the Act) or an entity furnishing services

under a waiver approved under section
1915(b)(1) of the Act, that-

U) Could be excluded under section
1128(b)(8) relating to owners and

managing employees who have been

convicted of certain crimes or received

other sanctions, or

(ii) Has, directly or indirectly, a
substantial contractual relationship
(as defined by the Secretary) with an
individual or entity that is described

in section 1128(b)(8)(B) of the Act.

Approval Date JAN 13 1992

	

effective Date JAN 01 1988

HCFA ID: 101OP/0012P

Citation

.1902(p) of the Act
P.L. 100-93

(secs. 7).

N No.T

	

-
Supers

TM go. BMW



78b

88 7
Revision: HCFA-AT-87-14

	

(BERC)

	

OMB No.: 0938-0193
OCTOBER 1987

	

4.30 'Continued

State/Territory:

	

:ew lbrk

Citation,
1902(a)(39) of the Act

	

(2) Section 1902(a)(39) of the Act by--

P.L. 100-93
(sec. 8(f))

	

(A) Excluding an individual or entity from
participation for the period specified by

the Secretary, when required by the
Secretary to do so in accordance with
sections 1128 or 1128A of the Act; and

(B) Providing that no paymen t will be made with
respect to any item or service furnished by

an individual or entity during this period.

(c) The Medicaid agency meets the requirements of--

1902(a)(41)

	

(1) Section 1902( a)(41) of the Act with respect to

of the Act

	

prompt notification to HCFA whenever a provider

P.L. 96-272,

	

is terminated, suspended, sanctioned, or
(sec. 308( c))

	

otherwise excluded from participating under
this State plan; and

1902(a)(49) of the Act

	

(2) Section 1902( a)(49) of the Act with respect to
P.L. 100-93

	

providing information and access to information

(sec. 5(a)(4)) regarding sanctions taken against health care
practitioners and providers by State licensing
authorities in accordance with section 1921 of

the Act.

TN No.

	

JAN 13 1992
Supersed

	

Approval Date
TN No. -New

Bf f.ect ive Date
JAN 0 1 jggg

KCFA ID: 101OP/0012P



I

dr ams vvn, the ui .. end 42 CFR 435.940 th _ 435.960. (5 'o
9 ER 435.540 fhrp!Mtl 415.9691

	

1

MEN 4,32-A, s 'ben in acoMarx^e v °ith 42 CFO, 43^,948(a (6) the
t tl at Will be requ^, irs eligibility or the c t paym
d the 2 n ies and the State(s) from w ich that ir3 r ion #viii

.may x jnp-

	

atcnin' Wim e s;R s

	

e o

i r ti

	

s r u=wed wil iy dada +r€i 5 i 5 C



79a 88 7

(BERC)Revision: HCFA-PH-87-14
OCTOBER 1987

OMB No.: 0938-0193

State/Territory: ..ev, nor::

4.33 Medicaid Eligibility Cards for Homeless Individuals

(a) The Medicaid agency has a method for making-cards

evidencing eligibility for medical assistance

available to an individual eligible under the
State's approved plan who does not reside in a

permanent dwelling or does not have a fixed home or

mailing address.

(b) ATTACHMENT 4.33-A specifies the method for issuance

of Medicaid eligibility cards to homeless

individuals.

Citation
1902( a)(48)

of the Act,

	

P.L. 99-570

(Section 11005)

P.L 100-93
(sec. 5(a)(3))

9

TM No. $$-7
Supersedes
TY VI O. Zj:j5h

Approval Date
JAN 13 1992 Effective Date JAN 0 1 1988

HCFA ID

	

IO010P/0012P

2 U.S,GOVEAANMEHT PRIPMmG OFFICE. - 987- - 0 : - 9 : 3 3 .3 L 3 7



„evision:

	

HCF.7-:"•t--^0

	

E'

	

OMB Nc.0938-0193
JANUARY 1990

State /Terri New York

4.35

	

Remedies for Nursing Facilities that Do Not
Meet Requirements of Participation

1919(h)(1) and

	

(a) The medicaid agency meets the requirements(2) of the Act,

	

of section 1919(h)(2)(A) through (D) of theP.L. 100-203

	

Act concerning remedies for nursing(Sec. 4213(a))

	

facilities that do not meet one or more
requirements of participation.
ATTACHMENT 4.35-A describes the criteria
for applying the remedies specified in
section 1919(h)(2)(A)(i) through (iv) of
the Act.

(b) The agency uses the following remedy)ies):

1) Denial of payment of new admissions.
(Direct)

2) civil money penalty (Alternative)

3) Appointment of temporary management,
(Alternative)

4) In emergency cases, closure of the
taci lity and/or transfer
(Direct)

1919(h)(21)(B)(ii)

	

GN7

	

(c) The agency establishes alternative Stateof the Act

	

remedies to the specified Federal remedies
(except for termination of participation).
ATTACHMENT 4.35-B describes these
alternative remedies and specifies the
basis for their use.

1919(h)(2)(F) of

	

(d) The agency uses one of the followingthe Act

	

incentive programs to reward nursing
facilities that furnish the highest quality
care to Medicaid residents:

1) Public recognition.

2) Incentive payments.

Citation

TN No. 9Q-)
Supersedes
TN No ..

Approval Date Jrr^

	

^^r
6 Effective Da

HCFA ID: 1010P /00120
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Revision: HCFA-PM95-4

	

(HSQ8)

JUNE 1995

State/Territory: New York State

4.35 Enforcement of SeMliance for Nursing Facili
ties

(a) Notification of Enforc
ement Rowdies ,

When taking an enforcement action again
st a non-

State operated NF, the state provides

notification in accordanc
e with 42 C

488.402(f).

(1) The notice (except fo
r civil money penalties

and state monitoring) specifies then

(1) nature of noncompliance,

(2) which remedy to impo ,

(3) effective date of the reme
dy, and

(4) right to appeal the determination

leading to the remedy.

(ii) The notice for civil money pe
nalties is in

writing and contains the 
info rmation

specified in 42 CFR 488.4
34.

(iii) Except for civil money
 penalties and

state monitoring, notice 
is given at least 2

calendar days before the effective date of

the enforcement remedy fo
r immediate Jeopardy

situations and at least 1
5 calendar days

before the effective date
 of the enforcement

rowdy when immediate jeop
ardy- does not

exist.

(iv) Notification of ter
mination is given to the

facility and to the public at least 2

calendar days before the
 remedy's effective

date if the noncomplianc
e constitutes

immediate jeopardy and at
 least 15 calendar

days before the remedy' s effective date if

the noncompliance doom
not constitute

immediate jeopardy. The State must terminate

the provider agreement of an NP in accordance

with procedures in parts 431 and 442.

(b) Factors to be Conside
red in Selecting Remedies

	

(i) in determining the s
eriousness of

deficiencies, the State 
considers the factors

spec ified in 42 CP1t 4C
8.404(b)(1) 8 (2).

The State considers additional factors.

Attachment 4.35-A describes the Sta
te's

other factors.

Citation

42 CFR

5488 .402(f)

42 CFR
5488.434

42 CFR
S488.402(f)(2)

42 CPR
5488 .456(C)(d)

42 c
5488 .488.404(b)(1)



V

79c.2

Revisions HCFA- -95-4

	

(14SQB )

JUNE 1995

State/Territory:

	

New York State

Citation

c) A2glication of Remed ies

(1) If there is immediate Jeopardy to resident

health or safety, the State terminates the

We provider agreement within 23 calendar

days from the date of the la survey or

im"diately Imposes temporary management to

rasa" the threat within 23 days.

(ii) The State Impose@ the

	

ial of payment

(or its approved alternative) with roe

to any individual admitted to an 97 that

has not come into substantial compliance

within 3 months after the last day of the

survey.

(iii) The State impo"d the denial of pa

	

t for

n a ssione comedy &@ specified in

§488.417 (or Its approved alternative) end

a State enitor as specified at

	

.422,

when a facility

	

foundhas been

	

to have

provided substandard quality of care on the

last three consecutive standard

	

.

'iv) The State follows the criteria specified at

42 CYR 5488.408(c)(2), S4" .408(d)(2), and

§488.408(e)(2), when it Imposes

	

es in

place of or in addition to termination.

(v) When immediate loopardy d

	

not exist, the

State terminates an IMF • a providec agz t

no later than 6 months from the finding of

noncompliance, if the'conditions of 42 CYR

488.412(a) are not met.

(d) Available Remedios

(i) The State has establish" the remedies

defined in 42 CYR 4".406(b).

(1) T®

	

Lion
(2) Temporary
(3) Denial of Payment for NOWAdmissions

(4) Civil Money Penalties

(5) Transfer of Resi&mtol Transfer of

Residents with Closure of Facility

(6) state Monitoring

X (7) Directed Plan of Correction

X (8) Directed Inservice Training

Attachments 4.35-8 through 4.35-J describe the

criteria for applying the above remedies.

42 C

§488.410

42 CFR
5488.417(b)
51919(h)(2)(C)
of the Act.

42 CFR
§488.414
51919(h)(2)(D)
of the Act.

42 CFR
§488.408
1919(h)(2)(A)
of the Act.

42 CFR
5488.412(a)

42 CFR
5488.406(b)
51919(h)(2)(A)
of the Act.
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Revisions HCPA- -95-4

	

(MB)

jUNZ 1995

State /Territory:

	

New York State

Citation

42 C

	

(ii)

	

The State uses alternative remedies.

5486 .406(b)

	

The State has establish" alternative

51919(h)(2)(B)(ii)

	

remedies that the state will impose i.n

of the Act.

	

place of a remedy specified in 42 CIPR

481.406(b).

(1) Temporary Management

(2) Denial of Payment for mew Admissions

(3) Civil Monery penalties

(4) Transfer of si

	

st Transfer of

Residents With Closure Of racility

(5) State Nonitoriag.

Attachments 4.35-6 through 4.3
5-6 describe the

alternative remedies and the criteria for applying th

(e)

	

State Incentive PERSEams

(1) Public Recognition

(2) Incentive Payments

1

42 CFR
5486.303(b)
1910(h)(2)(1)
of the Act.

Ttl No.
Supersede

TN NO. IM, is-it'
A o 1 Dates

tf f i
Date- JUL O 1 i
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Revision: HCFA-PM-91- -

	

(BPD)

	

-MB No.: c. s
A Ci;ST 1991

State/Territory:

	

New York

Citation

	

4.36 Recuired Coordinatio n Betwee n th e Med:oait and W:
Procrams

1902(a)(.1)(C

	

The Medicaid agency provides for the coordination
and 1902(a)(531

	

between the Medicaid program and the Special
of the Act

	

Supplemental Food Program for Women, Infants, and
Children (WIC) and provides timely notice and
referral to WIC in accordance with section 1902(a)53;
of the Act.

TN Nam .a

	

OCT

	

1?G1Superseddki

	

proval Date

	

M.AR 3 1$^2

	

Effective Date
:'N No.

ICFA :D: 7982E
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New York

isions SCYA-PH-92- 10
1991

te/ - ri rye

4.38 Nurse Aide Tra4pi

	

and Competen

Rvaluation for mum izq raci ties

(a) The state as:mures that the

requirmauts of 42 CTR

483.150(a)o which relate to

individuals deemed to a" the

nurse aide t:raininq and

competency evaluation

rapirements, a" not.

(b) The State vm ives the competency

evaluation requirements for

individuals who most the

rooquiremento of 42 CPR

483.150(b)(1).

(c) The State doom individuals who

t the requirements of 42 CPR

483.150(b)(2) to have not the

nurse aide training and

competency wraluatLon

(d) The State specifies any nurse

aide trainimg and competency

evaluation lmvgrams it approves

as meting zhe requirements of

42 C "R 483.152 and competency

evaluation program it approves

	as
meeting the requirements of

42 C.PR 483.3.54.

(e) The State offers a nurse aide

training and competency

evaluation program that

	

is

the requirements of 42 CPR

483.152.

XX

	

(f) The State ffers a nurse aide

ccapetency.evaluation program

that meets the requirements of

42 CPR 483.154.

6

Citation
42 83.75; 42

CPR 483 Subpart D;

Seca. 1902(a)(28),

1919(e)(1) and (2),

and 1919(f)(2),
P.L. 100-203 (See.

4211(a)(3)); P.L.

101-239 (Seca.
6901(b)(3) and
(4)); P.L. 101-508

(See. 4801(a)).



	

isiona MOM-P" 1- 10

D?CMER
1991

Citation
4

	

483.75; 42
483 Subpart D;
s. 1902(a)(28),

1919(s)(2) and (2),
and 1919(f)(2),
P.L. 100-203 (Sec.
4211(a)(3)); P.L.
101-239 (Sacs.
6901(b)(3) and
(4)); P.L. 101-506
(Sec. 4801(a)).

te/

	

1

	

s

790
(

	

)

New York

(g) If the state

	

s not choose to

offer a nurse aids training and

competency evaluation program or

nurse aide competency evaluation

	

program, the state rerviews all

nurse aide traJiLinq and

	

competency evaluation programs

	

and competency evaluation.

prcgrma n

	

set.

(h) The State survery agency
determines, during the coarse of

all surveys, wbether tho
trequireamts of 483.75(s) are

.

(i) f

	

appcoving a nurse aide

training
evaluation program, the State

dot

	

s wbether that
requirements of 42 CTR 453.152

are Met.

(^ ) Saf=M approving a nurse aide

camp

	

nation programo

the state 6stezzines whether the

requizvownts of 42 CTR 483.154

are eat.

(k) For program

	

i

	

other than

the initial ;rWV i , that state

visits the

	

ity providing the

program.

(1) The State dames not approve a

nurse aide training and

competency evaluation program or

competency aluation program

offered by or in certain

facilities ftacribed in 42

CFR 453 .1S1(b)(2) and (3).



.

visions acph-PH-91-10

DECMMER 1991

Rate/Territorys

	

New York

(n) The State, thin 90 Ts of
receiving

	

for appal
of a nurse &iAe training and

tency evaluation program or
competency Wr&luation program,
either advisms the

	

actor
whether or not the program has
been approved or requests
additional Information from the
requestor.

(n) The state dome not grant
approval of a nur" aide
training
evaluation ywagram for a period
longer

	

2 years.

(a) The State zwvivas programs when

notified of substantive changes
(e.g., extousive curriculum
modification).

The to wltbdraws a

	

al
from nurse

	

t ra i n i n g&AAe
competency evaluation programs

and competency evaluation
program

	

program is

described is 42 CYR
483.151(b)(2) or (3).

The state withdraws approval of

nurse aide training and
competency evaluation pzogzams,
that cease to

	

t the
sequin nts of 42 CFR 483.152
and competency evaluation
programs that cease to swot the
requirements of 42 CIPR 483.154.

	(r) The State withdr
aws

	

of
nun aide training and
competency evaluation peograms
and coeape

	

evaluation
programs that do not permit
unannounced visits by the State.

Citation
83.95; 42

CIPR 483 Subpart D;
Been. 1902(a)(28),
1919 (e) (1) and (2),
and 1919(f)(2),
P.L. 100-203 (Sec.
4211(a)(3)); P.L.
101-239 (Sec*.
6901(b)(3) and
(4))8 P.L. 101-508
(see . 4801(a)).

(P)

(q)

TN

	

Supers
TN No.

.r.a
Approval Date A6R ^' Rf fective DatAN 1



isions

D-VIA

	

-91-10
1991

79q
(

ate/Territory: New York

(s) When the

	

e withdraws
approval fr a nurse aide
training and competency
evaluation Imcgzam or competency
evaluation pCogram s. the State
notifies the program in writing,
indicating the reasons for
withdrawal of approval.

(t) The State pecalts students who
have start a training and
competency evaluation program
from which aggroval, is withdrawn
to finish the program.

(u) The State provides for the
rejabureemazt of. costs incurs
in completing a nurse aide
training

	

competency
evaluation

	

am or competency
evaluation Program for nurse
aides who

	

employ"become

	

by or
who obtain an offer of

1

	

nt from a facility
within 12

	

the of complOting'>
such program.

(v) The M to provides advance
notice that a record of
successful

	

lotion of
Competency evaluation will be
included in the State's nurse
aide registry.

competency evaluation programs
are admini

	

by the State or
by a state-approved entity which
is neither a skilled nursing
facility participating in
Medicare nor a nursing facility

icipat

	

in Medicaid.

(x) .he State Pa=LLts proctoring of
the competency evaluation in
accordance with 42 CFA
483.154(d).

(y) The State has a standard for
successful completion of
competency evaluation programs .

Citation
83.15; 42

483 Subpart D
a. 1902(a)(28),

1919(e)(1) and (2),
and 1919(f)(2),
P.L. 100-203 (See.
4211(a)(3)); P.L.
101-239 (

	

s.
6901(b)(3) and
(4)); P.L. 101-508
(See. 4801(a)).

(w)



79r
()

	

visions SCFA-PM-91- 10
DECDGER 1991

8tat /Territo s

	

New York

(s) The State includes a record of
successful

	

letion of a
competency evaluation within 30
days of the to an individual
is found

	

ant.

(a) The state impose s a maximum upon
the number of t s an
individual mmy take a competency
evaluation pcogram (any

	

imam
imposed is not less than 3).

(bb) The State

	

ins a nurse aide
registry tkmrt meets the
rMpirements in 42 CTR 483.156.

(cc) The State includes Mae health
aides on the registry.

(dd) The State coutracts the
operation of the registry to a
am State attity

(so) A

	

L'ST 4.38 contains the
State's &ZEiTf-tion of registry
information to be disclosed in
addition to that required in 42
CPR 483.156 (c)(1)-(iii) and (iv).

(ff) ATTACMCNT 4.38-A contains the
state's

	

ption of
information included on the
registry in addition to the
information required by 42 CYR
483.156(c).

Citation
42

	

83.75, 42
CTR 483 Subpart D;
Secs. 1902(a)(28),
1919(e)(1) and (2),
and 1919(f)(2),
P.L. 100-203(&.c.
4211(a)(3)); P.L.
101-239 (Secs.
6901(b)(3) and
(4))t P.L. 101-508
(Sec. 4801(a)).

ML

TN No.
-

	

Approval Data APR 2 9

	

Affective Datesuperse
iqt;WTN No.



	

Revision HCFA-PM-93-1
January 1993

(BPD)

790

State/Territory: New York

	4.39 Preadmission Screening and Annual
Resident Review in Nursing Facilities

(a) The Medicaid agency has in effect a
written agreement with the State mental
health and mental retardation authorities
that meet the requirements of 42 (CFR)
431.621(c).

(b) The State operates a preadmission and
annual resident review program that meets
the requirements of 42 CPR 483.100-138.

(c) The State does not clai. as "medical
assistance under the State Plan" the cost
of services to individuals who should

	

receive preadmission screening or annual
resident review until such individuals are
screened or reviewed .

(d) With the exception of NF services
furnished to certain NF residents defin ed
in 42 CFR 483.118(c)(1), the State does
not claim as "medical assistance under the
State plan" the cost of NF services to
individuals who are found not to require
NF services.

(e) ATTACHMENT 4.39 specifies the State's
definition of-specialized services.

Citation
Secs.
1902(a)(28)(D)(i)
and 1919(e)(7) of
the Act;
P.L. 100-203
(Sec. 4211(c));
P.L. 101-508
(Sec. 4801(b)).

Q
TN No.

	

Iii, 9 a I=

	

JAN 1- 1Supersed

	

Approval Date

	

Effective Date
TN No.
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Revisions: RCFA-PM-93- 1

	

(BPD)January 1993

New York

(Continued)

(f) Except for residents identified in 42 CFR483.118(c)(1), the state mental health ormental retardation authority makescategorical determinations thatindividuals with certain mental conditionsor levels of severity of mental illnesswould normally require specialized

	

services of such an intensity that aspecialized services program could notdelivered by the State in most, if notall, NFs and that a more appropriateplacement should be utilized.
(g) The State describes any categoricaldeterminations it applies in ATTACHMENT4.39-A.

State/Territory:

4.39

TN No.

	

JUN 2 8 IM

	

JAN

Supersed

	

Approval Date

	

Effective Date
TN No.

B'sw



-Zu

Re v_s_ccn: .CFA-?M-92-3

APRIL 192

State/ 7err-,

	

%,r

	

r k

4.:0 -

	

- " Certif ication Process

	

!^)

	

.-a state assures that the requirements c-;-.-"(q)(")(A) through (C) and sect::..'(g)(2)(A) through (=)(i:_) of zne Act-_: relate to the survey and_e_:ification of non-State owned__:_lities based on the recuirements ofe:lion 1919(b), (c) and rd) of the Ac:,z:e met.

	

:l

	

7ne State conducts periodic educat_:n:---rams for staff and re=sidents (a:-.d_-e_r representatives). Attachment 4. 40-A:escribes the survey and certificatione_cational program.

(:) _.`.e State provides for a process for thereceipt and timely review andinvestigation of allegations of neglectand abuse and misappropriation of residentproperty by a nurse aide of a resident ina nursing facility or by another-ndividual used by the facility.Attachment 4.40-B describes the State'sprocess.

The State agency responsible for surveysant certification of nursing facilities oran agency delegated by the State surveyagency conducts the process for thereceipt and timely review and_n-estigation of allegations of neglect.and abuse and misappropriation of resident-:cperty. If not the State survey agency,_nat agency?

	

e)

	

= e State assures that a nurse aide, foundto have neglected or abused a resident or=_sappropriated resident property in afacility, is notified of the finding. Thename and finding is placed on the nursea_e registry.

	

(f)

	

she State notifies the appropriate::censure authority of any licensedindividual found to have neglected ora::.used a resident or misappropriatedresident property in a facility.

OMB No.,

C -tat_cn
Sections
-919(g)(1)
thru (2) and

	

%15) Off
the Ac- P.L.
130-203
(Sec.

42_2(a))

1919(g)(1)
(3)

	

^ne

Act

1919 (g) (1 )

(C) of the
Act

919(x)(1)
(C) of the
Act

1919(g)(1)
(C.)

	

the
Act

1919(g)(1)
(C) of the
Act

92- 3 7
1n r I 3 I 1595Aocrcval "ate

TN No.
Supersedes
TN No. APR 1- 1992Affective Date

uCFA ID:
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APRIL 1992

State/Territory.

	

New York

State as

	

as V

	

ded for =tmerit,.. '_9' (c)(2)(-)(_), forthe _ scnedul_.o_....ct of standard sir evs to assure that _ .eState has taken all reasonable stems to a•:o_,.__v_.

	

notice -hrcu - -ne schedui_ng roc_c:.r=sthe conduct of the surveys themselves.Attachment 4.40-C describes the State'sccecures.

The State assures that each facility shall n=.=standard survey

	

includes (f or a case-:nix..stratified sample of residents) a survey of the:al ty of care fur.. _ shed, as measured byindicators of medical, nursing andrehabilitative care, -_etary and nutritionalservices, activities and social participation,and sanitation, infection control, and thephysical environment, written plans of care andaudit of resident's assessments, and a review ofcompliance with resident 's rights not later than_S months after the date of the previousstandard survey.

!=?

	

the State assures that the Statewide averageinterval between standard surveys of nursing_ a.il__ies does not exceed 12 months.

The State may conduct a special standard orspecial abbreviated standard survey within 2months of any chance ci ownership,adninistrat.ion, manace.^..ent, or director ofnursing of the nursirc facility to determine•nether the change has resulted in any declinethe quality of care furnished in thefacility.

(k)

	

The State conducts extended surveys immediatelyor, if not practicable, not later that 2 weeksfollowing a completed standard survey in anursing facility which is found to have providedsubstandard care or in any other facility at theSecretary's or State's discretion.

(i)

	

The State conducts standard and extended surreysbased upon a protocol, _. e., survey forms,methods, procedures and guidelines developed by::CFA, using individuals in the survey team whomeet minimum qualifications established by theSecretary.

(-)(

	

)
the Act

(A)

	

of
_::e Act

919(9)(2
(A)(iii)(I)
of the Act

(A)i___)(::)
the Act

1919(g)(2)
(B) of the
Act

1919(g)(2)
(C) of the
Act

effective Date
APR 1 - 19 92

_rrn -1

Iij

A?;rc•:al Oat
Supersedes
TV NO.
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. _SY3)
APRIL

	

1992

e ; Yn r k

The State provides for procramms to measure and_e_.oe inconsistency in the application ofrvey results among surveydrs. Attachment4.40-0 describes the State's programs.

10119.(g)(2)

	

The State uses a multidisciplinary team of(£)(i) of

	

:rofL-ssionals including a registeredthe Act

	

_rofessional nurse.
.919(g)(2)

	

The State assures that members of a surve y team(E)(ii) of

	

rot serve (or have not served within thethe Act

	

;revious two years) as a member of the staff orconsultant to the nursing facility or has no-ersonal or familial financial interest in thefacility being surveyed.
1919(g)(2)

	

(p;

	

The State assures that no individual shall serve(E)(iii) of

	

as a member of.any.survey team unless thethe Act

	

individual has successfully completed a trainingand test program in survey and certificationtechniques approved by the Secretary.
1919(g)(4)

	

The State maintains procedures and adequateof the Act

	

Staff to investigate complaints of violations ofre_cuirements by nursing facilities and onsitemonitoring. Attachment 4.40-E describes theState's complaint procedures.
1919(g)(5)

	

(_

	

The State makes available to the public(A) of the

	

_.formation respecting surveys and certificationAct

	

cf nursing facilities including statements ofdeficiencies, plans of correction, copies ofcost reports, statements of ownership and theinformation disclosed under section 125 of theAct.

1919(g)(5)

	

(s)

	

The State notifies the State long-term case(8) of the

	

ombudsman of the State 's finding of non-Act

	

compliance with any of the requirements ofsubsection (b), (c), and (d) or of any adverseactions taken against a nursing facility.
1919(g)(5)

	

(t)

	

.f the State finds substandard,quality of care(C) of the

	

in a facility, the State notifies the attendingAct

	

physician of each resident with respect to whichsuch finding is made and the nursing facilityadministrator licensing board.

(u)

	

The State provides the State Medicaid fraud andabuse agency access to all informationconcerning survey and certification actions.

Approval DateJ1;;v 3 1 i1

	

E=ffective Date

HCFA 1D:

O1 NC:

State/ -- err -- to r -.-:

__:9(c)(2)
(^) of e
Act

	1919(g)(5)
(D) of the
Act

TN No V '
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TN No.
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Citation

	

4.41 Resident Assessment for Nursing Facilities

Sections

	

(a)

	

The State specifies the instrument to

	

used by1919(b)(3)

	

nursing facilities for conducting '&and 1919

	

comprehensive, accurate, standardiz ed ,(e)(5) of

	

reproducible assessment of each resident'sthe Act

	

functional capacity as required in
51919(b)(3)(A) of the Act.

1919(e)(5)

	

(b)

	

The State is using:(A) of the
Act

	

the resident assessment instrument
designated by the Health Care Financing
Administration (see Transmittal #241 of
the State erations Manual)
(S1919(e)(5)(A) ; or

1919(e)(5)

	

X a resident assessment instrument(B) of the

	

that the Secretary has approved as beingAct

	

consistent with the minimum data set of
core elements, common definitions, and
utilization guidelines as specified by the.
Secretary (see Section 4470 of the State
Medicaid Manual for the Secretary's
approval criteria) (S1919(e)(5)(8)).

	

Li 9. 2
TN N
Superse

	

approval DateJU^' e 0 1992 Effective Date APR
	1

TN No.
tk%T
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STATE PLAN UNDER TITLE XIX OF THE'SOCL&L SECURITY ACT

State/Territory: New York

Citation

	

4.43 Cooperation with Medicaid Integri • Program Efforts.

1902(a)(69) of

	

The Medicaid agency assures it complies with such requirements

the Act,

	

determined by the Secretary to be necessary for carrying out..the

P.L. 109-171

	

Medicaid Integrity Program established under Section 1936 of the

(section 6034)

	

Act.

TN No. 08-59

	

JUL 2 9 2008
Supersedes

	

Approv al Date:

	

Effective DateAPR

	

0 1

TN No. New



30

RavLz i, w.;

	

A®°SOa3 W.)
my 221- 1980

state

	

N York

'aS 5 PUMIQMC LUU

5.1 Sd

	

ds of Peg

	

e1

	

n tratien

(a) The

	

i d

	

s
will maintain methods of pezs=sl

	

nistration in

	

ty with
standards prescribed by .

	

U.S. Civil
Service

	

sicn in

	

with
S .won 203 of tbg Inter
Pers==1 Act of 1970 and the r_g ► ti
on

	

nist:atio: t of the Sta a o de foe a .
it System of persc=Al A i. tr ti ,

5 OR Part 900, Subpart P. All
r

	

g

	

is of 42 C. 432.10 are met.'

ns-e Plan is '10=412Y ad=inistered and
State-s=

	

rv

	

r sir

	

is
of 42 OR 432.10 with r t to

	

agar-y adminis-61t.-raticn are mat.

(b) A.ffirsaeive Actin= Plan

Yid . id ege

	

d in effect an
irmative acti= plan foc equal
1cry-m t c5 O=Ihr'sity that. includas

Specific aatu= s e a t tab1 Wd
is all other reczi+- eeer is of 5

Part 900, Swart P.

Citati=
42 Cwt 432.10(a)
AT-78-90

79®23

AT-80-34

S r a

	

® rev i `e / .l h

	

Effective Date t t
# ?!k®i9



Si

®1,950

State-

	

York

®2 t

0

I

S 7er -se-cwt- is Aw-_=C"-,a3. Date fec-U gate



2.

®i 9. ®

	

•1- ;

	

-3W.;,` 2)

22 0 1980

forkstate

Citati

	

-

	

5®3 Traininc E.mrx=,,- Su!:cvofe i
42 aR Part 432,

	

subpart 3
'"76°90

Vo ivM r Pros.-a=

i

	

t

	

d of

tma

	

ran `= agency pw=nnell &--A thetraining and use of sub.mfessicral staff arA

42

	

Part 432, Sul=. art B, with to a

I

a



83

a _

	

®3^ tom)
1990

5

	

Tort

6.1 ris

	

Policies

	

tabili tv

M i 'd agercy

	

, a e

	

li le,
1 l' age.®i

	

isi irg the plan,
=ainta ins

	

sjste .d s.cp	fis

	

records adequate to assure that cla!
f Federal f%r are in

	

rd with
soli a Federal requirements® The
requirements of 42 M. 433.32 are t.

Ci tie
42

	

433.32
79-29

C

S

	

°es

	

to

	

'7

	

..i

	

to
.1

	

0
-



V152CM is.. 1:::) --1

NEW YORK

4: MR 4433. 34

47 W.R 17490
cn file with the

with tto

6.2

I

83-3

	

APR 1933

	

Eifecuve

	

January 1, 1983

yd 4 -t .'--- f



S

FA-;c-so- 38
22; 3980

N York

6.3 State Fi r •eial P

	

ci ti

(a) S

	

a--@ used in
is° ti

47 State

	

are =ad ti^ pay , of
the

	

Fnomr-Pederal, s

	

of total
itur

	

ar the PIM.

!Mwe is 1

	

. - t,icipaticm. State
furds are used to pay not lem than40 percent of to rar°-s ral sha.-O
of the total w°ereitures w4w, the
plan. Trere a mthcd of
a=o:t:'cn.!N Federal aid State funds
among the political s&divis' of
the Stagy cn an , iraticn or ot`:
bards utioh u:es that lack of

fw^A f-= 10=3 Sources
viii riot r t in l erL-. the
amount, jtura:cri, s

	

or q;sli of
care =d serviras or l evel of
atxinistraticn under them plan in any
part of the State.

(b) State a1 Federal f t. '.-.s are

	

_ rti _.	t e po]itirsl. s divisicrs of t-^a
State cn a basis or.-^sisteant With ecuitabl®
tr eatmnt of irslividual-s in similar
oir r star.C `.brct.;bcu` :1.-A State.

b

	

Pr , ' o
feue

	

-L&h-qa Date

Approva l

	

3 1078 'rf-f -e ctIve Doe #00/167

I

Ci ti
42 4=-R 433.33

29
AT-8D-34

t

`? A4°Z
5

	

seces

Ltbr 6.3(
raw

I



86

Revision: HCFA-PM-91- -

	

(BPD;

	

OMB No. 0938-.991

StateiTerritcry:

	

New York

SECTION

	

- GENERAL PROV:S:ONS

Citation

	

7. 1

	

Plan Amendments

42 CFR 43C.:2;c)

	

The plan will be amended whenever necessary to
reflect new or revised Federal statutes or
regulations or material change in State law,
orgar.. zatior,, policy or State agency operation.

TN NC

	

o

Supersedes

	

Approval Date

	

{^}

	

E.ff_	^_^
TN No. '7 y-

	

e __ve Da t e_

HCFA :D:

	

1982E



Revision: HCFA - PM-9.-

	

Dug Jc. 0938-.99_

State /Territory:

	

New York

Citat.or

	

2

	

Ycrdisc i mi^:at

45 CFR Parts

	

:n accordance with ti-.._e

	

of the ,.i vil Rights Act80 and 84

	

of .954 {42 J.S. . 2000d et se

	

Section 504 of theRehab i..tation Act of 1973 t29 J.S.C. 70b), and theregulations at 45 CFR Parts 80 and 84, the Medicaidagency assures that no individual stall be subject todiscrimination under this plan or. t ne grounds of race,color, national origin, or handicap

The Medicaid agency has methods of administration toassure that each program or activity for which itreceives Federal financial assistance will be operatedin accordance with title VI regulations.. These methodsfor title V: are described in ATTACHMENT 7.2-A.
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7. 3

	

Maintenance of AFDC Efforts

19C2(c; cf

	

L' The State agency has in effect under its. approvedthe Act

	

AFDC plan payment levels that are equal to or more thanthe AFDC payment levels i n effect on May'1, 1988.

7
TN
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OCT 1 1991Superse

	

approval Date
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Revision: HCFA- PM-91 - 4

	

(BPD)

	

OMB No. 0938-
ACCOST 1991

State/Territory:

	

New York

C;tation

	

7.4

	

State Governor 's Review'

42 CFR 430.12(b)

	

The Medicaid agency will provide opportunity for the
Office of the Governor to review State plan amendments,
long-range program planning projections, and other
periodic reports thereon, excluding periodic
statistical, budget and fiscal reports. Any comments
made will be transmitted to the Health Care Financing
Administration with such documents.

// Not applicable. The Governor--

/ / Does not wish to review any plan material.

// wishes to review only the plan materials
specified in the enclosed document.

: hereby certify that I am authorized to submit this plan on behalf of

New York State Department of Health
(Designated Single State Agency)

September 6, 1996
^ate:

Commissioner
(Title)

.a No.•7

	

•, •n
.Supersedes

	

Approval cite

	

NOV 0 4

	

Effective Date

	

T
TN No. C\\ -n5

HCFA 10: 7982E
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STATE PLAN UUD 't TITLE XIX OF T} SOCIAL SMURITY ACT Attach-lent 101-A
DICAL ASSISTANCE PROGRA !

State of

	

-Nets York

ATTOF.ZEY G=':::! L' S CZTIFIC ;TIOM

I certify that:

The New York State Department of Health is the

single State agency responsible for:

administering the plan.

The legal authority under which the agency administers
the plan on a Statewide basis is

(statutory citation)

supervising the administration of the plan by local
political subdivisions.

The legal authority under which the agency supervises
the administration of the plan on a Statewide basis is
contained in
Section 363=a of the Social Services Lazy and
Section 201 of the Public Health Lazy

(statutory citation)

The agency's legal authority to make rules and regulations
that are binding on the political subdivisions administer-
ing the plan is

Section 363-a of the Social Services Late and
201 v d- 206 of the Public Health Law

(statutory citation)

2Z L

Signature

	Attorney? r'.eneral
Title

DATE \
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New York

Attachnust 1.2-A

Orpnizational Unit: Division of Haft Cart Standards Swveiliance^

The r

	

'bilities d

	

the 'Division ofHealth Care S

	

and Surveillancethe Depatment's

	

of

	

' n the healthproWcUng. promoting andof the r

	

of New York State. The

	

activities, include seeti:ng the minimuminspmCm of ficilitics needed to monitor and enforce those standards to nfeguad the heafth ofthe State's entire

	

'on, regardless ofgeographic Imadon or ity to pay. From thenewbom in hospitals to the elderly in mrsing homes, the

	

of the fullspects am of

	

to the State's varied

	

'w gMWS serves to reducemorbidity and mortality by enduring that those services meet Federal acid State requirements.This surveillance process includes not only the

	

of

	

s, but also theinvestigation of all complaints received. Whedw they we the frail elderly of the State'spopulation, or the developmentally disabled children, the surveillance of be alth care providershelps to ensure that the quality of their lives readies optimal levels.

The jivision dischasges its responsi'bilities drough two groups, the Health Care Standards andAnalyysis Group and the Health Care Surveillance Group.
A

The Health Care Standards and Analysis Group is comprised of the following bureaus:

1. Bureau of Standards Development

2. Bureau of Health Care Research and Information Services

3. Bureau of Nursing Home Administrator Licensure

The Health Care Surveillance Group is comprised of the following three bureaus:

1. Bureau of Hospital Services

2. Bureau of Long Term Care S ervices

TN

	

Approval Date JUL 0 8 1997

Supersedes TN t5 -$ Effective Date . CT 0 1 Me-
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4

	

.

3. Bureau of Home Health Care Services

The Group's svrvei

	

function is discharged though am offices located in

	

y, Buffalo.Rochester, Syracum, New York City and New Rochelle. In addition, the New Rochelleoffice

	

sib-office an Long IdwxL

Staff resources we directed toward nuwtmg o*ecdves which will

	

ofa

	

ble, efficient; effective and high quality health care servi+cea.

TN

	

Approval Date JUL 0 8 199?
Supersedes TM 1-1 F `ecI! ve Date
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Attacnme.,t L.2-A
Page 5

®®

Organizational Unit: Bureau of Standards Development

The Bureau develops health care standards necessary to implement
Federal and State legislation applicable to all types of- health care
providers and services. These standards include facility or agency
operating standards and standards governing the quality and
availability of services provided under the Medical Assistance Program
(Medicaid). In addition to the revision and modification of standards
related to established forms of health care services, the Bureau is
responsible for the formulation of standards dealing with new and
innovative program areas. The Bureau also staffs the Code Committee
of the State Hospital Review and Planning Council.

The Bureau, through its Pharmacy Unit, maintains the list of drugs
eligible for reimbursement under the NYS Medicaid program, and the
list of drugs eligible to be substituted for brand name prescription

	

drugs under the NYS Generic Drug Substitution Program. Pharmaceutical
provider plans, to ensure compliance with the Drug Imprinting and.
Labeling Law, are monitored by the Pharmacy Unit. In addition,
suppor.t is provided to the EPIC (Elderly Pharmaceutical Insurance
Coverage) program to determine the appropriateness of drugs covered
under that program.

The Bureau has responsibility for the administration. of Medical
Assistance Program training funds and assists in the development of
specific training initiatives.

The Bureau serves as the primary resource to the OHSM on the
qualifications and scope of practice of particular professions. The
staff includes administrative as well as professional personnel in
various clinical care disciplines including dentistry, medicine,
nursing, occupational therapy, pharmacy, and social work.

d%

	

e%

Approval Date JUL 0 6 199
TN

Supersedes TN J'
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10,

Organizational Unit: Bureau of Health Care Research and Information Serv

The Bureau of Health Care Research and Information Ser'vices'7BHCR/IS)
staff generate and maintain data registries in support of the
Division's standard setting and surveillance activities and coordinate
health care research and analysis activities throughout the Division.
These services, provided through the use of quantitative analysis,
management science and electronic data proc essing, enhance the
Division's ability to meet its objective of assuring that the State's
health system provides high quality care, thus reducing morbidity and
mortality.

The Bureau has.four organizational units:

o Systems Development: This unit is responsible for the planning
and implementation of mainframe user syst ems and user portions of
production systems that support the regulatory missions of the
Division.

o Policy Analysis: This unit is responsible for providing
quantitative policy analysis and program evaluation services to
the regulatory bureaus within the Division and to OHSM executive
staff.

o Personal Computer/Data Communications 'Support- and Application
Programming:

	

This unit is responsible for the completion of all
special purpose computer programming tasks requested by executive
or program staff, and for the installation and support of PC
equipment, terminals and printers throughout the Division.

o Information Systems and Health Statistics Group (ISHS) Liaison:
An individual has been designated for lead responsibility in
coordinating day-to-day contacts between Division staff and 1SHS.
In addition to facilitating Divisional access to ISHS services,
this arrangement provides a quasi -management link to the
production programmers assigned to the Division.

0 8 1991vow
A royal Date JUL

TN
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Organi'zational Unit: Bureau of Nursing Home Administrator Licensure

The, activities of the Bureau of Nursing Home Administrator
Licensure help to ensure the provision of appropriate and

	

necessary health care services to the chronically ill and frail
elderly population residing in nursing homes in New York State.

The Bureau of Nursing Home Administrator Licensure (BNHAL)
services as staff to the New York State Board of Examiners of
Nursing Home Administrators. The Board is responsible for
establishing standards of education, training, and experience and
providing for the examination, licensure, and registration of
nursing home administrators in New York State. Currently, there
are 3,650 individuals licensed as nursing home administrators in
New York State.

The Board is also responsible for initiating disciplinary action
against administrators who violate provisions of Article 28-D of
the Public Health Law, which defines the practice of nursing home
administration. The Board may suspend, revoke, annul or censure
the license or registration of an administrator for violations of
the Public Health law.

	

In addition, the Board may assess civil
penalties against administrators when it deems appropriate.
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Organizational Unit: Bureau of Home Health Services (HHS)

The Bureau of Home Health Services has six primary areas' of
program responsibility: 1) regulation and certification of
Certified Home Health Agencies (,CHHA), 2) licensure and regulation
of home care service agencies, 3) development and implementation
of the Long Term Home Health Care Program (LTHHCP), 4-)
certification and regulation of the Hospice program, 5)
development, implementation and evaluation of the Chapter 831 Home
Health Care Grant program and Home Health Grant Training program,
and 6) provision of staff support to the State Council on Health
Care Services. The Bureau is.responsible for coordinating the
activities of program staff in these areas through the six OHSM
area offices.

The development of cost effective and high quality
noninstitutional alternatives is the common thread which unifies
the Bureau's major responsibilities. Each major program area is

	

developmental in nature when compared to the more traditional
forms of health delivery. A major focus of Bureau activity is the
creation and implementation of innovative surveillance protocols
for assuring quality in the care delivered by such programs. The
facilitation and revision of legislation, regulations, and
policies to create the proper environment for the development and
competitive existence of home based programs is also a major
component of such ongoing activities.
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Organizational Unit: Bureau of Hospital Services

The primary goal of the Bureau of Hospital Services is to promote
and assure the quality of inpatient, outpatient and emergency room
care provided in the 268 hospitals established under Article 28 of
the Public Health Law..

In the assurance of regulatory compliance, the Bureau's programs
include a comprehensive Article 28 survey program, targeted
Article 28 surveys, complaint investigation surveys, the incident
reporting program, character and competence reviews as part of the
certificate of need process, and Title XVIII surveys. In
addition, the Bureau initiates enforcement actions against
facilities to ensure regulatory compliance.

During the 1988 -89 fiscal year, the Department consolidated its
Utilization Review (UR) program, and as a result, the Department
now has one Medicaid UR agent for upstate New York..(Network Design
Group) and one for the New York City and Long Island region
(Island Peer Review Organization). The actual review activity is
being conducted through contractual arrangements with these two
medical review groups.

Comprehensive Article 28 Survey Program

The comprehensive Article 28 survey program is designed to focus
on patient outcomes through the assessment of quality of patient
care and the effectiveness of internal hospital quality. assurance
evatems.
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Organizational Unit: BUREAU OF LONG TERM CARE SERVICES

The Bureau of Long Term Care Services is the central program
office responsible for the Office of Health Syst ems Management's long
term care regulatory activities. The Bureau is responsible for
directing the area office - surveillance program as specified by the
Health care Financing Administration under the 1864 Agreement
designating the Department of Health as the state surveillance agent
for nursing homes. The program is required to enforce facility
operating standards and monitor the quality of care delivered. to
approximately 103,714 patients /residents residing in 628 long term
care facilities as specified in Titles. XVIII /XIX of the Federal Social
Security Act and Article 28 of the Public Health Law.

As the central, coordinative point for the survey process, the
Bureau must assure that long term care standards are enforced
effectively and uniformly throughout the State. The Bureau's
activities are directed at ensuring that the State's skilled nursing
facilities are providing all services and care necessary to enable
each resident to achieve his or her highest practicable level of
physical, mental, and psychosocial well-being as required by federal
regulation.

The activities of the Bureau - of Long Term Care Services are
carried out by three separate units within the Bureau: Al) Quality
Assurance, Complaint Investigation ,* and Enforcement; (2) Surveillance
Program Operations and Development; and (3) Facility Operations and
Control.
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Organizational Unit: Division of Health Facility Planning

The Division of Health Facility Planning, funded within the Health
Care Standards and Surveillance program, is responsible. for the
administration of . the State's Certificate of Need (CON)
activities. The State mandated CON program provides a planning
mechanism to ensure that health care resources are developed and
made available to the public in a comprehensive, coordinated
manner which is responsive to. the public's health care needs.
Each proposal is evaluated based on community need for beds and
services,

	

financial feasibility and cost efficiency of the
project, and the competence and character of the sponsors. The
review of CON applications and determination of need provide a
vital step in achieving the Department's goal of quality care for
all that is affordable and accessible.

In addition to its. responsibility for administering the State's
CON program, the Division is involved in activities designed to
improve the efficiency of the existing health care network.
Through examination of specific facilities and services, the
Division makes recommendations regarding' the merger or
consolidation of facilities and. changes in services to. more
appropriately reflect factors such as utilization and facility
financial status.

	

-

The Division is composed of two, groups:

	

The Health Facility
Planning Group and the Certificate of Need Review Group.

The Health Facility Planning Group is composed of two groups: The
Health Facility Planning Group and the Certificate of Need Review
Group.

The Health Facility Planning Group is composed of two bureaus:

• 1. Bureau of Health Facility Planning

2. Bureau of'Architectural and Engineering Facility Planning

The Certificate of Need Review Group is composed of two bureaus
and one unit.:

1. Bureau of Facility and Service Review

2. Bureau of Financial Analysis and Review

3. Project Management Unit

,
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DIVISION OF RZALTH CARE FY C124G

The Division of Health Care Financing is organizationally
responsible for ensuring that health care resources are most
appropriately allocated. Financial management of New York State's
health care system is accomplished through a variety of activities.
They include developing reimbursement methodologies, setting third
party reimbursement rates, administering State revenue collection.
programs generated through various assessments charged to health
care providers, and reviewing the financing mechanisms of proposed
health facility construction and expansion projects. Alternative

	

health care financing mechanisms that offer potential cost control
incentives and savings are also examined, tested and evaluated.

The following units are responsible for carrying out the duties of
the Division:

1. Bureau of Health Economics

2. Bureau of Primary and Acute Care Reimbursement

3. Bureau of Financial Management and Information Support

4. Bureau of Long Term Care Reimbursement

THE MAJOR RESPONSIBILITIES OF TEE DIVISION INCLIIDE:

Calculating and/or promulgating and approving rates of payment
for hospitals, residential health care facilities, diagnostic
and treatment centers, home health agencies, and other Article
28, 36, 40, 43, and 44 certified facilities.

Adjudicating appeals to. rates of payment consistent with
regulations and statute.

Developing and evaluating new and alternative financing
methods for health care providers and insurers. These
financing methods include improving methods of pricing health
care services, refining patient provider encounters, and
examining capital financing methods and utilizing insurance
vehicles for providing health care services for the uninsured
and underinsured.

Administering' several grant programs for global budgeting,
health networks and health care demonstrations.

Developing and implementing sponsored health care financing
research activities.

971O Dae .^i^^ 0 8 1991
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Establishing and- administering the financing reforms detailed
in the Health Care Reform Act of 1996. Developing policies,
procedures and protocols that will, for the first time, allow
New York to move to negotiated rates for hospital care and
will continue support of public policy priorities including
uncompensated care, graduate medical education and numerous
health care initiatives.

Administering approximately $2.0 billion in pooled funds
financed through health care provider and insurer assessments
and surcharges for medically indigent subsidies, various
health care project initiatives, graduate medical education
and physician excess malpractice coverage.

Administering collection of statutory assessments. on health
care providers pertaining to the Health Facility Cash Receipts
Assessment Program, and the HMO Differential..

Maintaining the Patient Review Instrument (PRI) processing
system, including collection of data via. electronic mail,
correction of data, auditing of data, assignment of Resource
Utilization Group (RUG), and updating of Residential Health
Care Facility (RHCF) rates to reflect changes in case mix
index (CMI).

Collecting cost report data via electronic mail for five
provider groups; hospitals, RHCFs, Diagnostic & Treatment
Centers (D&TCs), Certified Home Health Agencies (CHHAs),. and
Long Term Home Health Care Programs (LTHHCPs).

Providing financial analysis services to State mortgage loan

	

programs which provide construction financing to non-profit
nursing homes and hospitals.

Designing and evaluating payment methodologie s for hospitals,
nursing homes and ambulatory care programs which includes
conducting research studies to support Departmental policy
recommendations concerning payment for and delivery of health
care services; preparing Title XIX (Medicaid) State Plans for
health care services which are submitted to the federal
government to procure Medicaid . federal financial
participation; drafting regulations to implement reimbursement
methodologies; preparing responses to litigation brought
against the Department by providers pertaining to
reimbursement methodologies; responding to inquiries 'from
industry, other State agencies, legislative staff and the
general public regarding the Medicaid financing systems; and,
developing grant applications to procure outside funding for
research. on financing issues and economic analyses of health
care systems.

	

9
Wma

TN
[

	

JULD

	

0 8 1997ate

Su rsedes T'N

	

_ _ tttvctive Date OCT 0 1 1995



New York
.2-A

Page 15

•

	

Coordinating the- development of all new Medicaid Program %
finance regulations and providing administrative services
to the State Hospital Review and Planning Council, Fiscal
Policy Committee and Medical Advisory Committee.

• Ensuring compliance with Federal statutory requirements
relating to the State's provider tax programs. This
includes preparation of any necessary waiver
applications, and corresponding statistical testing and
analysis, pursuant to Federal law.

Ensuring compliance with Federal Disproportionate Share
payment limitations. This includes projecting hospital
distributions, Medicaid and uninsured net revenue/losses
and implementing such limits into the pool distribution
process.

Monitoring the Receivership Program and its related
Receivership Fund, calculating capital costs, monitoring the
Article 28-A Mortgage Program and controlling its related
Operating Escrow Account activities.

• Monitoring and evaluating the uniform physician billing form
and electronic claims submission legislative requirements,
including coordination of the activities of the Physician
Claim Task Force.
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Organizational Unit: Elderly Pharmaceutical Insurance Coverage Program
(EPIC)

The Elderly Pharmaceutical Insurance Coverage (EPIC) program provides
assistance to low and moderate income elderly through subsidizing the costs
of their prescription medications.

	

of March 1990, over 76,000 seniors
were enrolled in EPIC. Since the program began in October 1987, EPIC has
saved these older New Yorkers over $52 million-on the costs of their
medications.

The program performs outreach and promotion to inform seniors about the
program, enrolls eligible persons, supervises a large contractual operation
which processes payments to pharmacies and participants, and performs audits
of both the contractor and the providers to assure the fiscal integrity of
program operations. In addition, a utilization review function assists in
the detection of potential fraud or abuse, research is completed on various
aspects of program participation and utilization, and a process for
reconsideration and fair hearing is maintained to address participant and
provider disputes.
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New York

Office of the Director

The Office of the Director leads and supports the work of the Office of Medicaid
Management (OMM). The Director's Office performs the following functions:

o Provide ambassadorship to the outside world
o Works with Department.of Health (DOH) executives on high-level DOH

management and strategy
o Leads the overall internal functioning of OMM
o Serves as a resource to OMM managers to clarify director's views on emerging issues
o Establishes and holds division heads accountable for performance agreements
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New York

Bureau of Administration & Resource Support

The Bureau of Administration and Resource Support provides the other OMM units with
the necessary resources to produce OMM's expected results. The Bureau performs the
following functions:

® Forecasts and plans resources
® Allocates resources to the divisions and bureaus
® Manages and tracks financial State Purposes expenditures
® Coordinates the preparation of budget initiatives
® Acquires human resources necessary to support program needs
® Secures materials and equipment needed by OMM units
® Space planning
® Day-today operational needs
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New York

Division of Consumer and Local District Relations

The Division of Consumer and Local District Relations will help serve both OMM
consumers and local governments. The Division will perform the following functions:

® Create eligibility guidelines
® Determine consumer eligibility (including Third Party Liability and disability

reviews)
® Provide local district support (technical assistance, training, transportation)
® Resolving consumer complaints
o Assessing performance of local districts
® Educating consumers
® Connecting consumers to the correct services
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Division of Information and System Support

The Division of Information and System Support will manage and support the

	

information and system needs of the entire OMM organization. The Division will
perform the following functions:

o Developing systems (planning, coordination and testing)
o Procuring and monitoring system contracts
o Monitoring and correcting the work of systems contractors
o Responding to data requests
o Developing and supporting OMM's internal PC/LAN system (strategic planning,

maintenance, Internet access, help desk)
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New York

Bureau of Enforcement Activities

The Bureau of Enforcement Activities will combat actions of those groups andindividuals who fail to comply with Medicaid and OMM rules and regulations. TheBureau will perform the following functions:

® Confirm occurrences of Medicaid fraud (investigation processing)® Penalizing (sanctioning) providers guilty of Medicaid fraud
® Penalizing (sanctioning) recipients guilty of Medicaid fraud
® Actualizing due process
® Supporting prosecution with /by other law enforcement authorities
® Establishing and maintaining internal controls for OMM
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State of New York

Staffing Summary of Personnel
Used in the Administration of the Plan

	

Near York State Department of Health

Division of Health Care Financing

Division of Health Standards and Surveillance

Office of Medicaid Management

Office of Managed Care

Division of Administration

Division of Legal Affairs

Information Systems & Health Statistics Group
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New York

f""dve Q020

Policy and oversight for:

® Nursing Homes
® Adult Care Facilities
® Home Health Care Services
® Elderly Pharmaceutical Insurance Coverage
® Long Term Care managed Care
® Partnership for Long Term Care Insurance
® Personal Care
® Waiver Programs
® Aide Training Programs
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New York

Division Program Development and Initiati

The Division is responsible for.

• Program Development
o Regulatory Reform
o Strategic Planning
o Intergovernmental Relations
• Cash and Counseling
o Managed Long Term Care Demonstrations

o Continuing Care Retirement Communities
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New York

Division o,f gaft and Licensure

The Division is responsible for:

Licensure, Surveillance and Quality Initiatives for:
• Adult Homes
• Home Health Care Services Agencies
® Nursing Homes
® Enriched Housing Programs
® Assisted Living Programs
• Residences for Adults

Credentialing of:
® Nursing Home Administrators
® Certified Nursing Aides
® Home Health Aides

® Personal Care Aides
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New York

Division of Finance and Insurance

The Division is responsible for:

o Long Term Care Capitated Rates

o Elderly Pharmaceutical Insurance Coverage

• Long Term Care Partnership Plan

o Traumatic Brain Injury Program

o Personal Care
o Long Term Home Health Care Program

• Community Home Health Agency Services and Waivers
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New York

Information Services

The Bureau is responsible for:

o Network Administration
o Computer Support
o Database Administration
® Research and Evaluation Systems Activities
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New York

Administration Services

The Bureau is responsible for.

® Budget
® Personnel
® Regulation Processing
® Correspondence Control
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ATTACHMENT 2.1-A

A 'health maintenance organization' (HMO) is defined in Section 4401 of
the Public Health Law, Chapter 45 of the Consolidated Laws of the State of
Now York, to mean 'any person, natural or corporate, or any groups of such
persons who enter into an arrangement, agreement or plan or any
combination of arrangements or plans which propose to provide or offer, or
which do provide or offer, a compreh ensive health services plan.°

A 'comprehensive health services plan' is defined in Section 4401 to mean

®a plan through which each member of an enrolled population is entitled to
receive comprehensive health services in consideration for a basic advance
or periodic charge.'

'Comprehensive health services' are defined in Section 4401 to mean 'all
those health services which an enrolled population might require in order
to be maintained in good health, and shall include, but shall not be

limited to, physician services (including consultant and referral
services), in-patient and out-patient hospital services, diagnostic

laboratory and, therapeutic and diagnostic radiologic services, and
emergency and preventive health services.'

e
Section 4402 of the Public Health Law provides that 'no person or grow
of persons may operate a health maintenance organization or issue a
contract to an enrollee for membership in a comprehensive health services
plan without first obtaining a certificate of authority from the
commissioner (of healthl.°

	

-

The Commissioner of Health may issue a certificate of authority pursuant
to Section 4403 or 4403 -a of the Public Health Law only if the applicant

	

demonstrates that it has the capability of organizing, marketing, so$

managing, promoting and operating a comprehensive health services plan, is

financially responsible for the cost of. providing comprehensive health

services to enrollees and satisfies other conditions assuring quality of

care, resolution of enrollee complaints, etc.

The HMO must make the services it provides to its Medicaid enrollees as

accessible to them (in terms of timeliness, amount, duration and scope) as

those services ace to non-enrolled Medicaid recipients within the area

served by the HMO.

The HMO must make provision, satisfactory to the Medicaid agency, against

the ,risk of insolvency, and assure that Medicaid enrollees will not be

liable for the HMO's debts if it does become insolvent.
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STATE PLAN UNDER TITLE X:X CF THE SOCIAL SEC
URITY ACT

State:

	

New York

GROUPS COVERED AND AGENCIES RESPONSIBLE FOR ELIGIBILITY DETERMINATION

Agency*

	

Citation( s)

	

Groups Covered

The following groups are covered under this 
plan.

A. Mandatory Coverage - Categorically Needy 
and Other

Required SDecial Groups

	

42 CFR 435.110

	

1. Recipients of AFDC

The approved State AFDC plan includes:

L/ Families with an unemployed parent for the

mandatory 6-month period and an optional

extension of 6 months.

L27 Pregnant women with no other eligible childr
en.

/X/

	

AFDC children age 18 who are full-time students

in a secondary school or in the equivalent

level of vocational or technical training.

The standards for AFDC payments are listed i
n

Supplement 1 of

	

ACHMENT 2.6-A.

	42 CFR 435.115

	

2. Deemed Recipients of AFDC .

a. Individuals denied a title IV-A cash paym
ent

solely because the amount would be less than $10.

•Agency that determines eligibility for cove
rage.
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State :

	

Neat yo

	

OMB NO.: 0938-

Agency-

	

Citation(s)

	

Groups Covered

A. Mandatory Coverage - Categorically :eeedy and Oth
er

Required Special Groups (Con
tinued)

2. Deemed Recipients of AFDC.

1902( a)(10)(A)(i)(I)

	

b. Effective October 1, 1990, 
participants in

of the Act

		

a work supplementation program under title

IV-A and any child or relative of such

individual (or other individual living in the sa
me

household as such individuals) who would be

eligible for AFDC if there
were no work

supplementation program, in
 accordance with

section 482(e)(6) of the Act.

402(a)(22)(A)

	

c. Individuals whose AFDC payments are

of the Act

	

reduced to zero by reason of recovery

of overpayment of AFDC funds
.

406(h) and

	

d. An assistance unit deeme
d to be receiving

1902(a)(10)(A)

	

AFDC for a period of four calendar m
onths

(i)(I) of the Act

		

because the family becomes ineligible for

AFDC as a result of collect
ion or increased

collection of support and meats the

requirements of section 406(ri) of the Ac
t.

e. Individuals deemed to be receiving AFDC

who meet the requirements of section

473(b)(1) or (2) for whom an adoption

assistance agreement is in etfect or foster

care maintenance payments ar
e being made. under

title IV-E of the Act.

*Agqacy, that®¢ ermines eligibility for coverage.
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State: yew York
0MB NC.: 0938-

Agency*

	

Citation( s)

	

Groups Covered

A. Mandatorv Coverage - Categorically Needy and Other
Reguiwed Special Grouts (Continued)

407(b), 1902

	

3. Qualified Family Members.

Ca)(10)(A)(i)
and 1905(m)(1)

	

Effective October 1, 1990, qualified

of the Act

	

family members who would be eligible to
receive AFDC under section 407 of the Act
because the principal wage earner is
unemployed.

x // Qualified family members are not included
because cash assistance-payments may be made to

families with unemployed parents for 12 months

per-calendar year.

1902(a)(52)

	

4. Families terminated from AFDC solely because

and 1925 of

	

of earnings, hours of employment, or loss of

the Act

	

earned income disregards entitled up to twelve
months of extended benefits in accordance with
section 1925 of the Act. (This provision expires on

September 30, 1998.)

*Agenc that determines eligibility for coverage.
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State: New York

Agency*

	

Citation(s)

	

Groups Covered

A. Mandatory Coverage - Categorically Needy and Cther

Required SoecialGroucs (Continued)

42 CFR 435.113

	

5. Individuals who are ineligible for AFDC solely

because of eligibility requirements that are

specifically prohibited under Medicaid. Included

are:

a. Families denied AFDC solely because of income and

resources deemed to be available from--

(1) Stepparents who are not legally liable for

support of stepchildren under a State law of

general applicability;

(2) Grandparents;

(3) Legal guardians; and

(4) Individual alien sponsors (who are not

spouses of the individual or the

individual's parent);

b. Families denied AFDC solely because of the

involuntary inclusion of siblings who have income

and resources of their own in the filing unit.

c. Families denied AFDC because the family

transferred a resource without receiving adequate

compensation.

•Agency that determines eligibility -for-coverage.

TN NOW A-

	

I tj Appro. al Date
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Effective Date
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state. New Yom

Agency*

	

Citation( s)

	

Groups Covered

A. Mandatory Coverace - Categorically Ne
edy and Other

Reouired Special Groups (Continued)

42 CFR 435.114

	

6. Individuals who would be eligible for
 AFDC except f:-r

the increase in OASDI benefits under Pub
. L. 92-336

(July 1, 1972), who were entitled to OA
SDI in August

1972, and who were receiving cash assistance in

August 1972.

X

	

Includes persons who would have been eligible

for cash assistance but had not applied in

August 1972 (this group was included in
 this

State' s August 1972 plan).

X

	

Includes persons who would have been eligible

for cash assistance in August 1972 if not in a

medical institution or int ermedia
te care

facility (this group was included in this

State's August 1972 plan).

Not applicable with respect to intermed
iate

care facilities; State did or does not cover

this service.

1902(a)(10)

	

7. Qualified Pregnant women and Children.

(A)(i)(IIL)
and 1905( n) of

	

a. A pregnant woman whose pregnncy'has be
en

the Act

	

medically verified who--

(1)

	

Would be eligible for n AFDC cash

payment (or who would be eligible if

the State had an AFDC-unemployed parent
s

program) if the child 3zad been born and was

living with her;

*Agency that detprmines eligibility for coverage.

TN No. - ®. .^

	

App

	

al Date

	

Effecti.ve Date
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TN No.
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HCFA ID : 7983E

t



I

Revision: MCFA-?H-92

	

.(.i4R)

	

ATTACcr*.L-':rr 2.2-A
FEBRUARY 1992

	

Page 4

STATE PLAN UNDER T IT'.2 XIX OF TFDr SOCIAL SEC URITY AC,

State: New York

COVERAGE AND CONDITIONS OF ELIGIBILITY

Citation( s)

	

Groups Covered

A. Mandato Coverage - Categorically Needy and Other
Recuire Special Groups (Continued)

7. a. (2) Is a member of a family that would be
eligible for aid to families with dependent
children of unemployed parents if the state
had an AFDC-unemployed parents program; or

(3) would be eligible for an AFDC cash payment
on the basis of the income and resource
requirements of the State's approved AFDC
plan.

1902(a)(10)(A)

	

b. Children born after September 30, 1983 who
(1)(III) and

	

are under age 19 and who would be eligible
1905(n) of the

	

for an AFDC cash payment on the basis of the
Act

	

income and resource requirements of the
State' s approved AFDC plan.

Children born after

(specify opt ional ear Ii r date)
who are under age 19 and who would be
eligible for an AFDC cash payment on the
basis of the income and resource
requirements of the State's approved
AFDC plan.

6

	

i

TN NO. L-,

	

A& 0

	

.4

	

-1

	

01MSupersedes

	

Approval Date
JAN 2

	

Eff ect ive Date APR 1 ° 1992

TN No.-^^



Revision: HCFA-PM- (MB)

Citation(s)
COVERAGE AND CONDITIONS OF ELIGIBILITY

Groups Covered

February

State: N-,-r '\-

ATTACHMENT 2.2-A
Page 4a

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

I902(a)(10)(A)
:IXIV) and
902(1)(1)(A)

and (8) of the Act

902(a)(10)(A)
;0l)

' 902(1 )(1)(c)
J the Act

'902(a)(1 0)(A)(1)
'/11) and 1902(1)
1)(D) of the Act

A.

	

Mandatory Coverage - Categorically Needy and Other Required Special
Groups (Continued)

8. Pregnant women and infants under 1 year of age with family
income up to 133 percent of the federal poverty level who are
described in section 1902{a)(10)(A)(I)(IV) and 1902(1){1)(A) and
(8) of the Act. The income level for this group is specified in
Supplement 1 to ATTACHMENT 2.6-A.

X The State uses a percentage greater than 133 but not
more than 185 percent of the federal poverty level, as
established in its State plan, State legislation, or State
appropriations as of December 19, 1989.

9. Children:

a:

	

who have attained 1 year of age but have and not
attained 6 years _of age, with family incomes at or below
133 percent of the Federal poverty levels.

b.

	

bom after September 30, 1983, who have attained 6
years of age but have not attained 19 years of age, with
family incomes at or below 100 percent of the federal
poverty levels.

X

	

Children born after 12/31179
(specify optional earlier date)
who have attained 6 years of age but have not
attained 19 years of age, with family incomes at
or below 100 percent of the'Federal poverty
levels.

Income levels for those groups are specified in Supplement 1 to
ATTACHMENT 2.6A

-N No.
Supersedes

r1qW

	

JUN 2 9 1999a

	

_ ;'1 Approval Date Effective Date JAN 1 1959
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(MB)

c^SRUARY 1992
ATTACHMENT 2.2-A
?age 5

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: New York

COVERAGE AND CONDIT:ONS OF ELIGIBILITY

Citation(s) Groups Covered

A. Mandatory Coverage - Categorically Needy and Other
Required Specia l Grouts (Continued)

1902(a)(10)

	

'10. Individuals other than qualified pregnant women
(A)(i)(V) and

	

and -children under item A.7. above who are
1905(m) of the

	

members of a family that would be receiving
Act

	

AFDC under section 407 of the Act if the state
had not exercised the option under section
407(b)(2)(8)(i) of the lot to limit the number of
months for which a family may receive AFDC.

1902(e)(5)

	

11. a. A woman who, while pregnant, was eligible
of the Act

	

for, applied for, and -receives Medicaid under
the approved State plan on the day her
pregnancy ends. The woman continues to be
eligible, as though she were pregnant, for
all pregnancy-related and postpartum medical
assistance under the plan for a 60-day period
(beginning on the last day of her pregnancy)
and for any remaining days in the month in
which the 60th day falls.

1902(e)(6)

	

b. A pregnant woman who would otherwise lose
of the Act

	

eligibility because of an increase in income
(of the family in which she is a member)
during the pregnancy or the postpartum period
which extends through the end of the month in
which the 60-day period (beginning on the
last day of pregnancy) ends.

17

	

A9 9 ®9
IN No. 9^1 Fw

	

'AN

	

JAN 2 0 IMSupersedes

	

Approval Date

	

Ef fective Date APR 1- 1992

TN No.
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. E3RtAY :992

	

Fare 6

STATE PLAN UNDER TITLE XIX 'OF T^.L SOCIAL SECURITY ACT

State: New York

COVERAGE AND CONDITIONS OF ELIGIBILITY

Citation( s)

	

Groups Covered

Mandatory -Coverace - Categorically Needy and Other
Recurred Sceci.al Grouns .(Cont.nued)

12. A child born to a woman who is eligible for and
receiving Medicaid as categorically needy on the
date of the child 's birth. The child is deemed
.eligible for one year from birth as long as the
mother remains eligible or would remain eligible
if still pregnant and the child remains in the
same household as the mother.

42 CFR 435.120

	

13. Aged, Blind and Disabled Individuals Receiving
Cash Assistance

X a. Individuals receiving SSI.

This includes beneficiaries' eligible
spouses and persons receiving SSI
benefits pending a final determination
of blindness or disability or pending
disposal of excess resources under an
agreement with the Social Security
Administration; and beginning
January 1, 1981 persons receiving SSI
under section 1619 (a) of the Act or
considered to be receiving SSI under
section 1619(b) of the Act.

Aged
X Blind
x Disabled

1902(e)(4)
of the Act

02- 9 7

	

A
TN No.
Supersedes

	

Approval Date
TN No.

	

91 -__
JAN 2 0 Ef fective Date APR 1- 1992
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BPD;
199

	

State:

	

New York

Agency*

	

Citation(s)

	

Groups Covered

A. Mandatory Coverage - Categorically Needy and Other
Reeuired Special Groups (Continued)

435.121

	

13. L,/ b. Individuals who meet more restrictive
requirements for Medicaid than the SS:
requirements. (This includes persons who
qualify for benefits under section 1619(a)
of the Act or wno meet the requirements for
SSI status under section 1619(b)(1) of the

1619(b)(1)

	

Act and who met the State's more
of the Act

	

restrictive requirements for Medicaid in the
month before the month they qualified for
SSI under section 1619( a) or met the
requirements under section 1619(b)(1) of the
Act. Medicaid eligibility for these
individuals continues as long as they
continue to meet the 1619(a) eligibility
standard or the requirements of section
1619(b) of the Act.)

Aged
Blind
Disabled

The more rests ::=five categorical eligibility
criteria are described below:

(Financial criteria are described in
ATTACHMENT 2.6-A).

*Agency that determines eligibility for coverage.

46TN

	

AQQrowal Date

	

Effective Date
Supersede
TN No.
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ABC s, 1991

	

Page 6b

state:
New York

	

OMB NO.: 0 9 3 8 -

Agency*

	

Citation (s)

	

Groups Covered

	

A.

	

mandatory Coverage - Categorical'v Needy and Other
Required Special Groups (Continued)

14.

	

Qualified severely impaired blind and disabled
individuals under age 65, who--

a. For the month preceding the first month of
eligibility under the requirements of section
1905(q)(2) of the Act, received SSI, a ,State
supplemental payment under section 1616 of the
Act or under section 212 of P.L. 93-66 or
benefits under section 1619(a) of the Act and
were eligible for Medicaid; or

b. For the month of June 1907, were considered to
be receiving SSI under section 1619 (b) of the
Act and were eligible for Medicaid. These
individuals must--

(1) Continue to most the criteria for blindness
or have the disabling physical or mental
impairment under which the individual was
found to be disabled;

(2) Except for earnings, continue to meet all
nondisability- related requirements for
eligibility for SSI benefits;

(3) Have unearned income in amounts that would
not cause them to be ineligible for a
payment under section 1611(b) of the Act;

*Agency that determines eligibility for coverage.

TN NQa

	

Approgal Date
Supersed s
TN No.

1902(a)
(10)(A)

	

and 1905
(q) of
the Act

HCFA .ID: 7983E

r



Revision: HCFA - PM-91- -

	

(BPD)

	

A TACHMEN:' 2.2-A
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Page 6c
:

State: New York

	

OMB NO.

	

0938-

Agency*

	

Citation( s)

	

Groups Covered

	

A.

	

Mandatory Coverage - Categorically Needy and Ct.he-
Recuired Special Groups (Continued)

(4) Be seriously inhibited by the lack of
Medicaid coverage in their ability to
continue to work or obtain employment; and

(5) Have earnings that are not sufficient to
provide for himself or herself a reasonable
equivalent of the Medicaid, SSI (including
any Federally administered SSP), or public
funded attendant care services that would be
available if he or she did have such
earnings.

L/ Not applicable with respect to individuals
receiving only SSP because the State either
does not make SSP payments or does not
provide Medicaid to SSP -only recipients.

* Agency that determines eligibility for coverage.

71
TN N

	

ApprovAl Date

	

Effective Date UM I

Supersed
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AT':ACHMENT

	

--A

	

AUGUST 1991

	

Page 6d
GMB NO.: 3938-

State:

	

New York

	Agency Citation(s)

	

Groups Covered

	

A.

	

Mandatory -Coverag e - Categorically_ Needy and Other
Required SDec_al Groups (Continues)

1619(b)(3)

	

The State applies more restrictive eligibility
of the Act

	

requirements for Medicaid than under S5I and
under 42 C?R 435.121. Individuals who qualify for
benefits under section 1619(a) of the Act or
individuals described above who meet the eligibility
requirements for SSI benefits under section
1619(b)(1) of the Act and who met the State's more
restrictive requirements in the month before the
month they qualified for SSI under section 1619(a) or
met the requirements of section 1619(b)(1) of the Act
are covered. Eligibility for these individuals
continues as long as they continue to qualify for
benefits under section 1619(a) of the Act or meet the
SSI requirements under section 1619(b)(1) of the Act.

°Agancy that determines eligibility for coverage.

TN N

	

Approval Date

	

Effective Date
superse
TN No,

	

HCFA .ID: 7983E-rYLRW
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Page 6e
New York

	

OMH NO.: 0938-State :

Agencye	Citation(,s)

	

Groups Covered

	A.

	

Mardatorv Cove,ace - Cateooricaliv Needy and Ot.erRecuired Special Groups (Continued)

1634(c) of

	

15.

	

Except in States that apply more restrictivethe Act

	

eligibility requirements for Medicaid than underSSI, blind or disabled individuals who--

•a. Are at least 18 years of age;

b. Lose SSI eligibility because they become
.entitled to OASDI child 's benefits undersection 202(d) of the Act or an increase inthese benefits based on their disability.Medicaid eligibility for these individualscontinues for as long. as. they would be eligiblefor SSI, absent their OASDI eligibility.

^/ c. The State applies more restrictive eligibilityrequirements than those under SSI, and part orall of the amount of the OASDI benefit thatcaused SSI/SSP ineligibility and subsequentincreases are deducted when determining theamount of countable income for categoricallyneedy eligibility.'

d. The State applies more restrictive requirementsthan those under SSI, and none of the OASD.Ibenefit is deducted in determining the amountof countable income for categorically needy
eligibility.

42 CFR 435.122

	

16.

	

Except in States that apply more restrictive
eligibility requirements for Medicaid than underSSI, individuals who are ineligible for SSI oroptional State supplements (if the agency providesMedicaid under 5435.230), because of requirementsthat do not apply under title XiX of the Act.

42 CFR 435 .130

	

17.

	

individuals receiving mandatory State supplements.
*Agency th determines eligibility for coverage.

TN No`,

	

Approval Date
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ATTACHMENT 6 " 2-A.A^^;;:ST 1991

	

Page 6f

Na Yorkstate: OMB NO.: 0938-

a

Agency, Citation(s)

	

Groups Covered

A. Mandatory Coverage - Catego rical y Needy and Ot herRecuired Special Groups f`ontinued)
42 CFR 435.131

	

18.

	

Individuals who in December 1973 were eligible ftrMedicaid as an essential spouse and who havecontinued, as spouse, to live with and beessential to the well-being of a recipient of cashassistance. The recipient with whom the essentialspouse is living continues to most the December1973 eligibility requirements of the State'sapproved plan for OAA, AS, APTD, or AABD and thespouse continues to meet the December 1973requirements for having his or her needs includedin computing the cash payment.

j./

	

In December 1973, Medicaid coverage of theessential spouse was limited to the followinggroup(s):

Aged

	

x Blind

	

X Disabled

L_/

	

Not applicable. In December 1973, theessential spouse was not eligible for Medicaid.

*Agency that detera:ines eligibility for coverage.

TN N

	

Appreval Date

	

M 3 IM2

	

Effective Date

	

1MSupersedes
TN No.

HCFA ID: 7983£



ATTACHMENT 2.2-A
Page 6g
OMB NO.: 0938-

(BPD;Revision: HCFA-PM-9i-
A1CUST 1991

State: New York

Agency'

	

Citation(s)

	

Groups Covered

A. Mandato ry Coverace - Categorica l ly Needy and Cthe_r
Recuired 5oecial Grouts 'Continued)

	

42 CFR 435 .132

	

19.

	

Institutionalized individuals who were eligible
for Medicaid in December 1973 as inpatients of
title XIX medical institutions or residents of
title XIX intermediate care facilities, if, foreach consecutive month after December 1973, they--

a. Continue to meet the December 1973 Medicaid
State plan eligibility requirements; and

b. Remain institutionalized; and

c. Continue to need institutional care.

	

42 CFR 435.133

	

20.

	

Blind and disabled individuals who--

a. Most all current requirements for Medicaid
eligibility except the blindness or disability
criteria; and

b. Were eligible for Medicaid in December 1973 as
blind or disabled; and

c. For each consecutive month after December 1973
continue to meet December 1973 eligibility
criteria.

-Agency that determines eligibility for coverage.

TN lIO.' •

	

App val Date

	

Effective Date Mr 1 1921
Supersed
TN No.
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(BPD)
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Page 7
New York

	

OMB NO.: 0938-State:

Agencye

	

Citation(s)

	

Groups Covered

A. Mandatory Coverage - Categorically Needy and Cthe-RecuIred Special Groups (Continued.)
42 CFR 435.134 , 21.

	

Individuals who would be SSI /SSP eligible exceptfor the increase in OASDI benefits under Pub. L.92-336 (July 1, 1972), who were entitled to OASD:in August 1972, and who were receiving cashassistance in August 1972.

/X/

	

Includes persons who would have. been eligiblefor cash assistance but had not applied inAugust 1972 (this group was included in thisState's August 1972 plan).

LF Includes persons who would have been eligiblefor cash assistance in August 1972 if not in amedical institution or intermediate carefacility (this group was included in thisState's August 1972 plan).

L/ Not applicable with respect to intermediatecare facilities; the State did or does notcover this service.

•Agency that determines eligibility f or coverage.

I MA

	

TN N44 4
Supersed
TN No.

Approval Date

	

1we.

	

Effective Date

HCFA ID: 7983E



(BPD)

	

Revision: -HCFA-PM-91,-.
A; C.S7 1991 Ai'TACHMEN': 2-2-A

Page 8
OMS NO.: 0938-State :

	

New York

Agency*

	

Citation(s) Groups Covered

A. Mandatory Coverage - Categorically Needy and OtherRecurred Soec.al Grcuos (Continued)

42 CFR 435 .1 35

	

22. Individuals who --

a. Are receiving OASDI and were receiving SSI/SSPbut became ineligible for SSI/SSP after April
1977; and

b. Would still be eligible for SSI or SSP if
cost -of-living increases in -OASDI paid under
section 215(1) of the Act received after the
last month for which the individual was
eligible for and received SSI/SSP and OASDI,
concurrently, were deducted from income.

Not applicable with respect to individuals
receiving only SSP because the State either
does not make such payments or does not
provide Medicaid to SSP-only recipients.

Not applicable because the State applies
more restrictive eligibility requirements
than those under SSI.

1-/ The State applies more restrictive
eligibility requirements than those under
SSI and the amount of increase that caused
SSI/SSP ineligibility and subsequent
increases are deducted when determining the
amount of countable income for categorically
needy eligibility.

*Agency that determines eligibility for cave-age.
Aid
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New York

	

0MB NO.: 0 9 3 8 -
State:

Agency*

	

Citation(s)

	

Groups Covered

A. Mandatory Coveraoe - Categorically -Needy and Other
ReouireC Special Groups (Continued)

1634 of the

	

23.

	

Disabled widows and widowers who would be
Act

	

eligible for SSI or SSP except for the increase
in their OASDI benefits as a result of the
elimination of the reduction factor required by
section 134 of Pub. L. 98-21 and who are deemed,
for purposes of title XIX, to be SSI beneficiaries
or'SSP beneficiaries for individuals who would be
eligible for SSP only, under section 1634(b) of
the Act.

L/ Not applicable with respect to individuals

	

receiving only SSP because the State either
does not make these payments or does not
provide Medicaid to SSP-only recipients.

The State applies more restrictive eligibility
standards than those under SSI and considers
these individuals to have income equalling the
SSI Federal benefit rate, or the SSP benefit
rate for individuals who would be eligible for
SSP only, when determining countable income for
Medicaid categorically needy eligibility.

•Agency that determines eligibility for coverage.

TN N

	

Approval Date]

	

Effective Date
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TN No.
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Page 9a

state:

	

New fork

	

OMB NO.: 0938-

Agency®

	

Citation (s)

	

Groups Covered

A. Mandatory Coverace - Categorically Needv and Other .
Recuired Special Grouts (Continued)

1634( d) of the

	

24.

	

Disabled widows and widowers who would be
Act

	

eligible for SSI except for receipt of
.early social security disability benefits, who are
not entitled to hospital insurance under Medicare
Part A and who are deemed, for purposes of title
XIX, to be SSI beneficiaries under section 1634(d)
of the Act.

LI Not applicable with respect to individuals
receiving only SSP because the State either
does not make these payments or does not
provide Medicaid to SSP -only recipients.

L/ Not applicable because the State applies more
restrictive eligibility than those under SSI
and the State chooses not to deduct any of the
benefit that caused SSI/SSP ineligibility or
subsequent cost-of-living increases.

L/

		

The State applies more restrictive eligibility
requirements than those under SSI and part or
all of the amount of the benefit that caused
SSI/SSP ineligibility and subsequent increases
are deducted when determining the amount of
countable income for categorically needy
eligibility.

*Agency that determines eligibility for coverage.

TN No. °

	

Ap val Date

	

-ffect:.ve Date O

Supers e

	

i
TN No.

	

HCFA ID: 7983E
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Page 9b

State:

	

New York

Agency

	

Citations(s)

	

Groups Covered

A. Mandatory Coverage - Cate orically Needy and Other
Required Special Groups (Continued)

1902(a)(10)(E)(iv)

	

25. Qualified Medicare Beneficiaries-
and I905(p)(3)(A)(ii)
and 1860D-14(a)(3)(D)

	

a. Who are entitled to hospital insurance benefits under
of the Act °

		

Medicare Part A (but not pursuant to an enrollment
under section 1818A of the Act);

b. Whose income does not exceed 100 percent of the
Federal Poverty Level; and

c. Whose resources do not exceed three times the SSI
resource limit, adjusted annually by the increase in the
consumer price index.

(Medical Assistance for this group is limited to Medicare
cost-sharing as defined in item 3.2 of this plan.)

1902(a)(10)(E)(ii),

	

26. Qualified disabled and working individuals
1905(p)(3)(A)(i),
1905(p) and

	

a. Who are entitled to hospital insurance benefits under
1860D-14(a)(3)(D)

	

Section 1818A of the Act;
of the Act

b. Whose income does not exceed 200 percent of the
Federal poverty level

TN No.

	

I0-15

	

Approval Date

	

1

	

Effective Date April I, 2010
Supersedes
TN No. 93-27



ATTACHMENT 2.2-A
Page 9b I

State:

	

New York

Agency

	

Citations(s)

	

Groups Covered

c. Whose resources do not exceed twice the maximum
standard under SSI.

d. Who are not otherwise eligible for medical assistance
under Title XIX of the Act.

(Medical assistance for this group is limited to Medicare
Part A premiums under section 1818A of the Act.)

27. Specified Low-Income Medicare Beneficiaries-
1902(a)(I0)(E)(iii)
I 905(p)(3)(A)(ii),. and

	

a. Who are entitled to hospital insurance benefits under
1860D- 14(a)(3)(D)

	

Medicare Part A (but not pursuant to an enrollment
of the Act

	

under 1818A of the Act.
b. Whose income is greater than 100 percent but less than

120 percent of the Federal poverty level; and
c. Whose resources do not exceed three times. the SSI

resource limit, adjusted annually by the increase in the
consumer price index.

(Medical assistance for this group is limited to Medicare
Part B premiums under section 1839 of the Act.)

1902(a)(10)(E)(iv)

	

28.

	

Qualified Individuals-
and 1905(p)(3)(A)(ii)
and 1860D- I 4(a)(3)(D)

	

a. Who are entitled to hospital insurance benefits under
of the Act

	

Medicare Part A (but not pursuant to an enrollment
under section 1818A of the Act);

b. Whose income is at least 120 percent but less than 135
percent fo the Federal poverty level;

c. Whose resources do not exceed three times the SSI
resource limit, adjusted annually by the increase in the
consumer price index.

TN No. 10-15

	

Approval Date SEF

	

Effective Date April 1, 2010
Supersedes
TN No. 93-27
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YorkState;

	

"^

Agency 0 C 1 at --on (s Groups Covered

A.

	

Mandatory Coverage - Catego is aiiv Needy and
Other Required Special Grc os (Continued)

1634(e) of

	

28. Each person to whom SSI benefits by
the Act

		

reason of disability are not payable for
any month solely by reason of clause (i)
or (v) of Section 1611(e)(3)(A) shall be
treated, for purposes of title XIX, as
receiving 5SI benefits for the month.'

It

*Agency that determines eligibility for coverage.

TN No.
Supersedes
TN No.
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State:

	

i

	

York

Agency- Citation(s)

	

Groups Covered

B. Optional Groups tither Than the Medically Needy

42 CFR

	

;X/ 1. Individuals described below who meet the

435.210

	

income and resource requirements of AFDC, 551, or an

1902(a)

	

optional State supplement as specified in 42

(10)(A)(ii) and

	

°CFR 435.230, but who do not receive cash

1905(a) of

	

assistance.
the Act

^ The plan-covers all individuals as described
above.

The plan covers only the following
group or groups of individuals:

Aged
Blind
Disabled
Caretaker relatives
Pregnant women

42 CFR

	

L.' 2. Individuals who would be eligible f or AFDC, SSI

435.211

	

or an optional State supplement as specified in 42

CFR 435.230, if they were not in a medical

institution.

•Agen that determines eligibility for coverage.

TN No.

	

_ Appro l Date

	

D

	

MW4 Effective Date

Superse
TN No.

	

_

	

HCFA ID: 7983E

}



?a;e

A; e• _ .. Cetat.on(s)

A

	

an= ::t-e7

3.:•. :;.v^(^.lt.ji¶Ail::)

	

:i:i
. .ne Act a. ^;'o are en:;.-..et .z hzspe:al Ins,.. a nze:ene::ts .rcer Medicare Par t A (t -,

	

rS', ant

	

an encol:r.1ent ::ader sect:_n3:3A of :ne Act);

o. whose :::come for calendar years 1993 ar.^

	

:994 exceeds the income level in 25. Z.,

	

IS less ::pan 110 percent of the federalpoverty level, and whose income for calerca:

	

years beginning 1995 is less than 120

	

percent.

	

y evil: and
c. Whose resources do not exceed twice themaximum standard under SS2.

(Medical assistance for this group is limited toMedicare Part 8 premiums under section 1839 ofthe Act.)

- Agency that determines elLgtb::::y for coverage.

ix No .

	

^

	

► "^"

	

1 4
Supers edGWFIJ Approval Date SE 1 4

	

Effective Data.N No.



State: New York Attachment 2.2-A
Page 10

Citation(s) Groups Covered

B.

		

Optional Groups - Other Than Medically Needy
(Continued)

The State deems as eligible those individuals who
became otherwise ineligible for Medicaid while enrolled in a
Medicaid managed care organization as defined in section
1903(m)(1)(A), with a primary care case manager as defined in
section 1905(1), or with an eligible organization under section 1876 of the
Act, and who would (but for this paragraph) lose eligibility for benefits
under this title before the end of the minimums enrollment period (not
more than six months beginning on the effective date of enrollment), the

	

State Plan may provide, notwithstanding any other provision of this title,
that the individual shall be deemed to continue to be eligible for such
benefits until the end of such minimum enrollment period, but, except for
benefits furnished under section 1905(a)(4)(C), only with respect to such
benefits provided to the individual as an enrollee of such organization or
entity or by or through the case manager.

The State elects not to guarantee eligibility.

X

	

The State elects to guarantee eligibility. The minimum
enrollment period in 6 months (not to exceed six).

The State measures the minimum enrollment period from:

The date beginning the period of enrollment
in the MCO or other entity, without any intervening
disenrollment, regardless of Medicaid eligibility.

X

	

The date beginning the period of enrollment
in the MCO as a Medicaid patient (including periods when
payment is made under this section), without any intervening
disenrollment.

The date beginning the last period of enrollment in the
MCO as a Medicaid patient (not including periods when

payment is made under this section), without any
intervening disenrollment or of periods of enrollment as a
private paying patient. (A new minimum enrollment period
begins each time the individual becomes Medicaid eligible
other than under this section.

TN

	

---

	

Approval Date FE" 10 2000

Supersedes TN

	

`^-_ ° " E fective Date APR 1 1999

42 CFR 435.212

	

X 3.
& 1902(e) of the Act,
P.L. 99-272 (section 9517)
P.L. 10 1 -508(section 4732)
P.L. 105-33 (section 4708)



State: New York

	

Attachment 2.2-A
Page IOa

Citation(s)

	

Groups Covered

B.

	

Optional Groups - Other Than Medically Needy
(Continued)

1932 of the Act P.L. 98-369

	

The Medicaid Agency may elect to restrict the disenrollment (section
2364), P.L. 99-272

	

rights of Medicaid enrollees of a managed care entity as defined (section 9517),
P.L. 101-508

	

in section 1932 of the Act. The requirement applies unless a (section 4732), P.L. 105-33
recipient can demonstrate good cause for disenrolling or if (section 4701)

	

he/she
moves out of 'he entity's service area or becomes

ineligible.

Disenrollment rights are restricted for a period of 12 months <not
to exceed 12 months).

During the first ninety (90) days of the first twelve month

	

restricted period and after the first twelve months the recipient
may disenroll without cause. The State will provide notification,

	

at least sixty (60) days before the end of each enrollment period,
to recipients enrolled with such organization of their right to and
restrictions of terminating such enrollment.

No restrictions upon disenrollment rights.

I903(m)(2)(H), I902(a)(52)

	

In the case of individuals who have become ineligible for
of the Act P.L. 101-508

	

Medicaid for the brief period described in section 1903(m)(2)(H)
(section 4732), P.L. 105-33

	

and who were enrolled with an entity having a contract under
(section 4702(b)(I)(A) section 1903(m) when they became ineligible, the Medicaid agency may elect to

reenroll those individuals in the same entity if that entity still has a
contract.

X

	

The agency elects to reenroll the above individuals who
are ineligible in a month but in the succeeding two months
become eligible into the same entity in which they were enrolled
at the time eligibility was lost.

The agency elects not to reenroll above individuals into
the same entity in which they were previously enrolled.

	

f-E$ 10 2000

TN

	

Approval Date

Supersedes TN

	

^:

	

Effective }ate.,.. APR _ 1 ^$



State of New York

ATTACHMENT 2.2-A
Page 11

B. Optional Groups Other Than the Medicaliv Needy
(continued)

Citation

	

42 CFR 435.217

X 4. A group or groups of individuals who would be eligible for Medicaid under
the plan if they were in a NF or an ICF/MR, who but for the provision of home and
community-based services under a waiver granted under 42 CFR Part 441, Subpart G
would require institutionalization, and who will receive home and community-based
services under the waiver.* The group or groups covered are listed in waiver request.
This option is effective on the effective date of the State's section 1915 (c ) waiver under
which this group (s) is covered. In the event anexisting 1915 (c ) waiver is amended to
cover this group (s), this option is effective on the effective date of the amendment.

* This group of individuals includes PACE enrollees, and will be effective on the
effective date of the amendment electing PACE as a State service.

TN No.:
Supersede
TN NO.:

	

Approval Date' __ 0 3

	

Effective Date'
JAN 0

09

	

1 au
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Page lla

Net York

	

OMB NO.: 0938-
State:

Agencye	Citation(s)

	

Groups Covered

B. Optional ^;rouos 'Other Than the Medically Needy
(Continued)

1902(a)(10)

	

L/ 5. Individuals who would be eligible for
(A)(ii)(VII)

	

Medicaid under the plan if they were in a
of the Act

	

medical institution, who are terminally
ill, and who receive hospice care in
accordance with a voluntary election described in
section 1905(0) of the Act.

The State covers all individuals as
described above.

The State covers only the following group or
groups of individuals:

Aged
_ Blind

Disabled
® Individuals under the age of--

21

	

20
1918

Caretaker relatives
Pregnant women

y.that ,determines eligibility for coverage.

2

	

-Age
TN N

	

Approval Date

	

Effective Date Ujj1-r IS

Supers
TN No . HCFA ID: 7983E

r
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State

	

New York

	

OMB NO.: 0938 -:

Agency-

	

Citation(s) Groups Covered

	B. Optional G.ouos Other Than the Medically Needy
(Continued)

42 CFR 435.220 /X/ 6. Individuals who would be eligible for AFDC if
their work-related child care costs were paid
from earnings rather than by a State.agency as
a service expenditure. The State's AFDC plan
deducts work-related child care costs from
income to determine the amount of AFDC.

LN/

	

The State covers all individuals as
described above.

1902(a)(10)(A)

	

The State covers only the following(ii) and 1905(a)

	

group or groups- of individuals:of the Act
Individuals under the age of--
® 21

20
19
i8

Caretaker relatives
Pregnant women

7 . L

	

a.

	

All individuals who are not
42 CFR 435.2

	

described in section
1902(a)(10)

	

1902(a)(10)(A)(i) of the Act, who(A)(ii) and

	

meet the income and resource1905(a)(i) of

	

requirements of the AFDC State
the Act

	

plan, and who are 21 years of age or
younger as indicated below.

	

20
19
18

1
TN No.
Supersede

	

Approval Date
TN No.

1991Effective Date
OCT 1

HCFA ID: 7983E

f
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I

Agency*

	

Citation (s)

42 CFR 435.222

i

Groups Covered

B.

	

Optional Groups Other Than the Medically Needy
(Continued)
0

	

b.

	

Reasonable classifications of individuals
described in (a) above, as follows:

(1)

	

Individuals for whom public
agencies are assuming full or partial financial
responsibility and who are:
(a) In foster homes (and are under the age of

(b) In private institutions (and are
under the age of 21 ).

(c) In addition to the group under b. ( I )
(a) and ( b ), individuals placed in
foster homes or private institutions by
private, nonprofit agencies ( and are
under the age of

(d) In the care and custody of the local social
services district commissioner or who
are in the care and custody of the Office
of Children and Family services for the
purpose of receivinfosteroster care (and are
under the acre of 21).

Individuals in adoptions subsidized in full or part by a
public agency (who are under the age of

Individuals in NFs (who are under the age of

	

NF
services are provided under this plan.

In addition to the group under (b) (3), individuals in
ICFs/MR (who are under the age of _ ).

TN#

	

05-11 Approval Date:
JUN Q S

Effective Date: JAN o 1 20Supercedes TN#:
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State: New York
OMB NO.: 0938-

Agency*

	

Citation( s)

	

Groups Covered

	

B. Ootional Groups Other Than the Medically Needy(Continued)

(5) Individuals receiving active
treatment as inpatients in
psychiatric facilities or programs
(who are under the age of

	

.
Inpatient psychiatric services for
individuals under age 21 are
provided under this plan.

(6) Other defined groups (and ages), as
specified in Supplement 1 of
ATTACHMENT 2.2-A.

29 -'ft 17
Supersed

	

Approval Date

	

Effective Date OCT 1TN No.

HCFA ID: 7983£

1
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New York

	

OMB NO.: 0938-State:

Agency-

	

Citation( s)

	

Groups -Covered

B. Optional Groups Other Than the Medically Needy(Continued)

1902(a)(10)

	

Lw

	

8. A child for whom there is in effect a(A)(ii)(VIII)

	

State adoption assistance agreementof the Act

	

(other than under title IV-E of theAct), who, as determined by the Stateadoption agency, cannot be placed for adoptionwithout medical assistance because the child hasspecial needs for medical or rehabilitative care,and who before execution of the agreement--

a. Was eligible for Medicaid under the State'sapproved Medicaid plan; or

b. would have been eligible for Medicaid if thestandards and methodologies of the title IV-Efoster care program were applied rather thanthe AFDC standards and methodologies.

The State covers individuals under the age of--X 21

	

_ 20
_ 19

18

:Aq
TN No .

	

A a. S ;rSupersedes(

	

Approval Date

	

'

	

Effective DateTN No.

HCFA 10: 7983E
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OMB No.: 0935°

Agency'

	

Citatiar. {®;

	

G

	

,.®-aaa `AVered

	

ed
^^'^rt r

for AFDC 1: coverage under the State-a AFDC p:an

	

CFR 435.22 Li

	

: deer:ib,A below Who Woul d be eligible

were as broad as a.:Ok+®d under t®tl® :V-A;
190?(a^{:0)

	

:ndividuale under the age o:--(A)(i®; and

	

___21
1905(a) of

	

20the ACt

	

,g

Caretaker reiativee
Pregnant womer.

State: N gw "0rk

:N No.
Supersa ®
°. NM No.

	

ffective Data OCT1.
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State:
New York

	

OHS NO.: 0938-
.

Agency'

	

Citation( s)

	

Groups Covered

B. Optional Groups Other Than-the- Med_i_cally Needv
(Continued)

42 CFR 435.230 L5 10. States using SSI criteria with agreements

	

det-
seStionsns 1616 and 1634 of the Act.

The following groups of individuals who receive
only a State supplementary payment (but no SSI
payment) under an approved optional State
supplementary payment program that meets the
following conditions. The supplement is--

a. Based on need and paid in cash on a regular
basis.

b. Equal to the difference between the
individual' s countable income and the income
standard used to determine eligibility for
the supplement.

c. Available to all individuals in the State.

d. Paid to one or more of the classifications
of individuals listed below, who would be
eligible for 55I except for the level of
their income.

X

	

(1)

	

All aged individuals.

X

	

(2)

	

All blind individuals.

X

	

(3)

	

All disabled individuals.

TN No.

	

- - A .

	

^.

	

. .:m11
Supersede

	

Approval Date

	

° 't	Effective Date OCT 1
TN No.

	

°
HCFA ID: 7983E
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OMB NO.: 0938-State:

Agency-

	

Citation(s) Groups Covered

B. Optional Groups -Other Than the Medically Needy(Continued)

(4)

	

Aged individuals in domiciliary
facilities or other group living
arrangements as defined under SSi.42 CFR 435.230 (5) Blind individuals in domiciliary
facilities or other group living
arrangements as defined under SSI.

(6) Disabled individuals in domiciliary
facilities or other group living
arrangements as defined under SSI.

(7) Individuals receiving a Federally
administered optional State supplement
that meats the conditions specified in
42 CFR 435.230.

	

_.

	

(8) Individuals receiving a State
administered optional State supplement
that meets the conditions specified in
42 CFR 435.230.

(9)

	

Individuals in additional
classifications approved by the
Secretary as follows:

N O . . "

	

MAR 2Supersede

	

pproval Date
TN No.
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State: New York OMB NO.: 0938-

Agency'

	

Citation(s)

	

Groups Covered

	

B. Optional Groups Other Than the Medically Needy
(Continued)

	

The supplement varies in income standard by political
subdivisions according to cost-of -living differences.
x Yes.

No.

The standards for optional State supplementary
payments are listed in Supplement 6 of ATTACNMEMT

91- 17 07

	

-MTN No.
Supersede

	

pproval Date

	

Effective DateW 7 1951
TN No.

	

;
HCFA ID: 7983E
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State:

	

New York OMB NO.: 0938-

Agency-

	

Citation(s)

	

Groups Covered

	

8. Optional Groups Other Than the Medically Needy(Continued)

42 CFR 435.120

	

L/ 11. Section 1902(f) States and SSI criteria States435.121

	

without agreements under section 1616 or 16341902(a)(10)

	

of the Act.
(A)(ii)(XI)
of the Act

	

The following groups of individuals who receivea State supplementary payment under an approvedoptional State supplementary payment programthat meets the following conditions. The
supplement is--

a. Based on need and paid in cash on a regular
basis.

b. Equal to the difference between the
individual 's countable income and the inco
standard used to determine eligibility for
the supplement.

c. Available to all individuals in each
classification and available on a Statewide
basis.

d. Paid to one or more of the classifications
of individuals listed below:

(1) All aged individuals.

(2) All blind individuals.

(3) All disabled individuals.

91 as If

TN No.

	

''".. ®

	

OCT1Superstd &ALn

	

Approval Date

	

Effective DateTN No.

	

/®
'M

q

	

HCFA ID: 7983E
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cyli- Citation(s) crows Cove 87 35 6

13. The following individuals who are not

described in section 1902(a)(10)(A)(i) of

the Act whose Income level (established

at an amount up to 100 percent of the

Federal nonfarm poverty line) specified in

Supplement 1 to ATTA

	

2.6-A for .a.

family of the same also, including the

wcann and infant or child and who et-the

resource standards specified in Supplement 2 to
ATTA

	

2.6-A:

(a) Women during pregnancy (and during the

60-day period beginning on the last day of

	

pregnancy) and infants under one y

	

of

age (effective April 1, 1987);

(b) Children who have attained one year of age

but not attained two years of age

(effective October 1, 1987);

(c) Children who have ittained.,two ye

	

loE age

	

but not attained three years: oQ`ae

(effective October 1, 1988);.

(d) Children who have attained three years of

age but not attained four years of age

(effective October 1, 1989);

(e) Children who have attained four years'of

.age but not attained five years of age

(effective October 1, 1990).

Infants and children covered under items 13(a)

through (e) above who are receiving inpatient

services on the date they reach the maximum age

for coverage under the approved plan will

continue to be eligible for inpatient services.

until the end of the stay for which the

inpatient services are furnished.

*Agency that determines eligibility for coverage.

Approval Date

	

619

	

Effective Date Jul 01 1

R A ID: 1036Pi001SP

1902(a)(10)
(A)(ii)(IX)
and 1902(1)

	

of the Act,
P.1.,. 99-509
(Sections
9401(a) and
(b))

No. 81-55A

Supersedes
o.



Revision:
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'
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ATTACHMM 2.2-A

	

MAJ= 1987

	

Page 17b
80.: 0938-0193

Oft- Citation(s) crows Cove

The payment levels under the approved State
AFDC plan are no lower than the AFDC payment

	

levels in effect under the approved DC plan

on April 17, 1986.

/ / Yes.

	

/X/ Not applicable. The State does not provide

coverage of this optional categorically

needy group.

14. In addition to individuals covered under

it 8.13, individuals--

(a) Who are 65 years of age or older or

are disabled--

determined under section 1616(x)(3)

of the Act; or

	

determined under more

restrictive categorical eligibility

,criteria specified under item A.9(b) c

this Attachment.

(b) Whose income does not exceed the income

	

level (established at an amount up to 100

percent of the Federal nonfarm, income

poverty line) specified in Supplement 1 tc

ATTACHMENT 2.6-A for a family of the s ame

size; and

(c) Whose resources do not exceed the maximum

amount allowed--

Under SSI;

_ Under the State 's more restrictive
financial criteria; or

Under the State 's medically needy
program as specified in
ATTA

	

2.6-A.

*Agency that determines eligibility for coverage.

0 1
Approval Date AR 6 1990 Effective Date

JUL

HCFA ID: 1036P/0'

1902(a)
(10)(A)
(ii) (Z)
and 1902(m)
(1) and (3)

	

of the Act,
P.L. 99-509
(Section
9402(a) and
(b))

TN No. "-3-iA
Supersedes

No.



31

s c 4101()

	

x 145 The foll

	

individuals o are
PL l00-203 •

	

described in section l902L(1) -(h) (S)
Sec 1902L

	

of the Act whose income level
(established at

	

amount up to 195%
of the Federal non farm Poverty line)
s pecified in Supplement 1 page 2a to
attachment 2.6A for a family of the same
site including the vo or infant under
one who meet the resource standards

sp if i in Supplement 2 o arjm=

(a) Woman during pregnancy (and durinq
the 60 day period beginning on the last
day of pregnancy) and infants under one
year of age (effective July 1, 1969).

(b) The resource standard 6 methodology
applied to the pregnant woman.

_.

	

The state 'does not apply a resource
standard.

The state applies a resource standaM not
more restrictive than ssi.

(C) The resources standard & methodology
applied to the child under one year.

The State does not apply a resource
standard.

The state applies a resource standard not

more restrictive than AFDC.

(d) where the gross income of the pregnant
woman or child (less child care expenses)
exceeds 150% of the FPL for a family of
relevant size a premium not to exceed 10%
of the excess may be applied.

The State does not apply a premium.

The State aapplies'a_____Percent pr ium.

(1) (A) (R)
of the-Act

XIX

TN No. q4-3

SUPERSEDES

	

No. NEW

APPROVAL DATE

	

1- 4 i
-

EFFECTIVE
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Agency* .Citation(s) Groups Cove

1902(a)(47)
and 1920 of
the Acts
P . Ls . 99-509

(Section
9407)

Title XIX 435.301

X 15. Pregnant wo

	

who meet the applicable

income levels for the categorically nee
dy

specified in this plan under

&UACHMM 2.6-A who are determined

eligible by a qualified provider during
 a

presumptive eligibility period in

accordance with section 1920 of the Act.

C. optional Coverage of the 8 d ically geode

This plan includes themedically needy.

No.

Yes. This plan covers:

1. Pregnant woman who, except for income and

resources, would

	

eligible

categorically needy.

a

*Agency that determines eligibility for coverage.

. 90-3

Supersedes
no. 917-3sA

Approval Date MAY 14 in
01

Effective Date
J

	

1

I1CPA ID: 1036P/0015P
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State:

	

New York

	

OMB NO.: 0938-

Agency- Citation (s)

	

Groups Covered

	

S. Optional Groups Other Than the Medically Needy
(Continued)

(4) Aged individuals in domiciliary
facilities or other group living
arrangements as defined under SSI.

(5) Blind individuals in domiciliary
facilities or other group living
arrangements as defined under S5I.

(6) Disabled individuals in domiciliary
facilities or other group living
arrangements as defined under SSI.

(7) Individuals receiving federally
administered optional State supplement
that meets the conditions specified in
42 CFR 435.230.

(8) Individuals receiving a State
administered optional State supplement
that meets the conditions specified in
42 CFR 435.230.

(9) Individuals in additional
classifications approved by the
Secretary as follows:

r



aev.9J. : (8PO)
A ;:
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state: New York

AT"ACHM,ENT 2 . 2 -A
Page 18a
OMB NO.: 0938-

Agency' Citation(s) Groups Covered

	

B. Optional •Groups Other Than the Medically Needy(Continued)

The supplement varies in income standard bypolitical subdivisions according to
cost -of-living differences.

Yes

No

The standards for optional State supplementarypayments are listed in Supplement 6 ofATTACHMENT 2 .6 -A .

TN No .

	

13`^
^x+

	

T 1 M91Supersed

	

Approval Date

	

Effective DateTN No.
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OMS No.: 0938-State:

Agency-

	

Citation (s)

	

Croups Covered

	

B. Optional Groups Other Than the Medically Needy(Continued)

12.

	

Individuals who are in institutions for atleast 30 consecutive days and who areeligible under a special income level.Eligibility begins on the first day ofthe 30-day period. These individuals
most the income standards specified inSupplement 1 to

	

,'ACMMENT 2.6-A.

L=/ The State covers all individuals as describedabove.

L / The State covers only the following group orgroups of individuals:

Aged
® Blind

Disabled
Individuals under the-age of--

21

	

20
19
18

Caretaker relatives
Pregnant women

47 1 0- AY 07
TN	OCT 1 1991Supersede s-ft	Approval Date

	

Effective DateTN No.

HCFA ID: 7983E

42 CFR 435.231 L/
1902(a)(10)
(A)(ii)(V)
of the Act

1902(a)(10)(A)
(ii) and 1905(a)
of the Act

r
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	State: New York

	

OMB NO.: 0938-

Agency®

	

Citation(s)

	

Groups Covered

	

B.•Optional Groups Other Than the Medically Needy(Continued)

	

13.

	

Certain disabled children age 18 orunder who are living at home, who
would be eligible for Medicaid under the planif they were in an institution, and for whomthe State has made a determination as requiredunder section 1902(e)(3)(B) of the Act.

Supplement 3 to ATTACHMENT 2.2-A describes themethod that is used to determine the costeffectiveness of caring for this group ofdisabled children at home.
1902(a)(10)

	

LX/

	

14.

	

The following individuals who are not(A)(ii)(IX)

	

mandatory categorically needy whose incomeand 1902(1)

	

does not exceed the income level (established.of the Act

	

at an amount above the mandatory level andnot more than 185 percent of the Federalpoverty income level) specified in Su lament 1to ATTACHMENT 2.6-A for a family of the samesize, including the woman and unborn child orinfant and who meet the resource standardsspecified in Supplement 2 to ATTACHMENT 2.6-A:

a. Women during pregnancy (and during the60-day period beginning on the last day ofpregnancy); and

b. Infants under one year of age.

TN No.
Supersedes--Approval Date
TN No. 3? rL

1902(e) (3)
of the Act

Effective Date OCT1 1991

HCFA Mt 7983.E

r
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. State: New York

ATTACHMENT Z-2-A
Page 21
OMB NO.: 0938-

Agency*

	

Citation(s)

	

Groups Covered

B. Optional Groups Other Than the Medi-cally.Needv(Continued)

1902(a)

	

15

	

The following individuals who are not(10)(A)

	

mandatory categorically needy, who have income(ii)(IX)

	

that does not exceed the income leveland 1902(1)(1)

	

(established at an amount up to 100 percent(D) of the Act

	

of the Federal poverty level) specified inSuo21ement 1 of ATTACHMENT 2.6-A for a familyof the same size.

Children who are born after September 30, 1983and who have attained 6 years of age but havenot attained--

L/ 7 years of age; or

Lw 8 years of age.

TN No. ®

	

OCT 1Supersede

	

Approval Date

	

MAR 1 1 19%

	

Effective DateTN No. ®

HCFA ID: 7983E

P
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(BPD)
AC`G^S 199:

State: -New York

ATTACHMENT 2-2-A
Page 22
0MS NO.: 0938-

I

Agency* Citation(s) Groups Covered

	

B. Opt ional Grouts Other Than the Medically Needy(Continued)

individuals--

a. Who are 65 years of age or older orare disabled, as determined undersection 1614(a)(3) of the Act.
Both aged and disabled individuals are,coveredunder this eligibility group.

b. Whose income does not exceed the income level(established at an amount up to 100 percent ofthe Federal income poverty level) specified inSupplement 1 to ATTACHME•Nf 2.6-A for a familyof the same size; and

c. Whose resources do not exceed the maximumamount allowed under SSI; under the State'smore restrictive financial criteria; or underthe State's medically needy program asspecified in ADTACHMENT 2.6-A.

TN No .

	

--

	

I

	

1 R :'.''

	

MT 1 va2'tSupersede

	

11,Approval Date

	

?a .,

	

Effective DateTN No

	

t

HCFA ID: 7983E

1902(a)

	

% I

	

16.
(ii)(X)
and 1902(m)
(1) and (3)
of the Act

r
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ATTAC*WNT 2.2-AFEBRUARY 1992

	

Page 23

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT .
State: New York

COVERAGE AND CONDITIONS OF ELIGIBILITY

Citation( s)

	

Groups-Covered

B. Optional Groups Other Than the Medically "reedy(Continued)

1902(a)(47)

	

x 17. Pregnant women who are determined by aand 1920 of

	

"qualified provider" (as defined inthe Act

	

S1920(b)(2) of the Act) based on
preliminary information, to meet the
highest applicable income criteria
specified in this plan under ATTACH!NT
2.6-A and are therefore determined to be
presumptively eligible during a presumptiveeligibility period in accordance with S1920of the Act.

Effective Date APR 1- 1992
New



	

Revision: HCFA- PM-91--8
October 1991

ATTACHMENT 2.2-A
Page 23a

0

	

NO.:

State /Territory: NietYork

Citation

	

Groups Covered

B.

	

Optional Groups Other Than the Medically Needy
(Continued)

18. Individuals required to enroll in
cost-effective employer-based group heals
plans remain eligible for a minimL
enrollment period of

	

months.

1902(a)(10)(F)

	

19. Individuals entitl ed to elect COBRA
and 1902(u)(1)

	

continuation coverage and whose
of the Act

	

income as determined under Section
1612 of the Act for purposes of the
SSI program, is no more than 100 percer
of the Federal poverty level, whoa
resources are no more than twice the S.c
resource limit for an individual; 4n6 ic
whom the State determines that the co,
of COBRA premi ums is likely to be ies
than the Medicaid extenditures for a
equivalent set of services. See
Supplement 11 to Attachment 2.6-A.

1906 of the
Act

C !
TN No.
Superce

	

Approval Date

	

11

	

Effective Date T 1

TN No. Vi AMW

	

HCFA ID: 7982E



`ew York

	

At
Page 23b

Citation

	

Groups. Covered

'=Tonal^- page :a ° a dicallV New

OBR.n 1993

	

--'overage iz extended to ::d .•..c ;a_ s 'S•^c..Q02(a : 1'„ J .r+^ ; __

	

::'

	

-iu are described

	

stabs,`t^on
`z)(1) relating to certai.. T)
infected individuals whose income
and resources are as follows:

rncc= far

	

teo wined under the
State plan under this title with

	

respect to disabled individuals)
does not exceed the

	

imam amount

	

of income of a disabled individual
described

	

in

	

s'„ bsection
(a)(10)(A)(i).

more liberal income _disregards in
accordance with section 1902(r)(2)
as described in suppleaaent 8a to Attachment
2.6A page 4 are applied.,

Reso ce s (as determined under the
state plan under this title with
respect to disabled individuals) do
not exceed the :naximun amount of

	

resources a disabled individual
described in section (a)(1C)(A)(i)
may have.

More liberal resource disregards in

	

accordance with section 1902(r)(21
described in supplement 8b to Attachmer

x
26A page 4 are applied.

	

,

JAN 1 - 1
Approval Da

J_

	

Effective Date

Me,wSupersedes TN No



State: , xm Yd

Citation(s)

1902(a)(10)(Ai
(ii)(xiv) of the act

Attachment 2.2-A
Page 23c

Groups Covered

B.tianal Coverage - Other Than Me ieally needy
(Continued)

X

	

20. Optional Targeted Low Income Children who:

a. are not eligible for Medicaid under any other
optional or mandatory eligibility group or eligible
as medically needy (without spcnddown liability);

b. would not be eligible for Medicaid under the
policies in the State's Medicaid plan as in effect on
April 15, 19§7 (other than because of the age
expansion provided for in §1 902(l)(2)(D));

c. are not covered under a group health plan or other
group health insurance (as such terms are defined in
§2791 of the Public Health Service Act coverage)
other than under a health insurance program in
operation before July 1, 1997 offered by a State
which receives no federal finds for the program;

d. have family income at or below:

200 percent of the federal poverty level for the size
family involved, as revised annually in the federal
Register; or

A percentage of the federal poverty level, which is
in excess of the "Medicaid applicable income level"
(as defined in §2110(b)(4) of the Act) but no more
than 50 percentage points.

The State=covers:

All children described above who are under age Z2
(18, 19) with family income at or below JJ percent
of the federal poverty level.

TN

	

9 "

	

Approval Date JUN 2 9 19aO

Supers4des TO

	

Effective Date JAN 1 1999



State:

	

New York

	

Attachment 2.2-A
Page 23d

Citation(s)

	

Groups Covered

B. Optional Coverage- Other Than Medically Needy
(Continued)

The following reasonable classifications of children
described above who are under age - (18 ,19) with family

income at or below the percent of the federal poverty level

specified for the classifications:

(A d d N a r r a t i v e Descriptions(s) Of T h e Reasonable .. .
Classification(s) And The Percent Of The Federal Poverty
Level Used To Establish Eligibility For Each
Classification.) .

1920A(b)(3)(A)

	

X

	

21.

	

Continuous Eli gibility For Children

of the Act

	

A child .under age 1 9 (not to exceed age 19)
who has been determined eligible is deemed to
be eligible for a total of 12 months (not to
exceed 12 months) regardless of changes in
circumstances other than attainment of the
maximum age stated above.

	

'

1920A(b)(3)(A)

	

X

	

22.

	

Presumptive Eligibility For Children

of the Act

	

Children under age 19 who are determined by
a "qualified. entity" (as determined in
§ 1920(A)(b)(3)(A)) based on preliminary
information, to meet the highest applicable income.
criteria specified in this plan.

The presumptive period begins on the day that the determination is made.

If an application for Medicaid is filed on the child's behalf by the last day

of the month following the month in-which the determination of

presumptive eligibility was made, the presumptive period ends on the day

that the State agency makes adetermination of eligibility based on that

application. If the application is not filed on the child's behalf by the last

day of the month following the month the determination of presumptive

eligibility was made, the presumptive period ends on the last day.

2

	

r

	

1 s
T

	

07-40

	

Approval Date

C 0
Supersedes

	

' 99i..02 Effective Date .

	

1 2



State: New York Attachment 2.2-A
Page 23e

Groups Covered

	

B. Optional Coverage-Other Than Medically Needy
(Continued)

1902 (a) (10) (A)
(ii) (XVIII) of the Act X 23. Women who:

a. have been screened for breast and cervical cancer under
the Centers for Disease Control and Prevention Breast
and Cervical Early Detectiop Program established under
title XV of the Public Health'Service Act in accordance
with the requirements of section 1504 of that Act and
need treatment for breast or cervical cancer, including a
pre-cancerous condition of the breast or cervix;

b. are not otherwise covered under creditable coverage, as
defined in section 2701(c) of the Public Health Service
Act;

c. are not eligible for Medicaid under any mandatory
categorically needy eligibility group; and

d. - have not attained age 65.

19208 of the Act X 24. Women who are determined by a "qualified entity" (as
defined in 1920B (b) based on preliminary information, to be a
woman described in 1902 (aa) the Act related to certain breast
and cervical cancer patients.

The presumptive period begins on the day that the determination
is made. The period ends on the date that the State makes a
determination with respect to the woman's eligibility for Medicaid,
or if the woman does not apply for Medicaid (or a Medicaid
application was not made on her behalf) by the last day of the
month following the month in which the determination of
presumptive eligibility was made, the presumptive period ends on
that ' last day.

TN

	

Approval Date SEP 2 0, 2002

Supersedes Tlr1

	

Effective Date OcT 0 1 2002

Citation(s)



Fl
ATTACHMENT 2.2-A
Page 23f
OMB No.:

State/Territory:

	

New York
Citation

Croups Covered

	

s Other Than the Medig lly Needy(Continued)

BBA Work Incentives Eligibility Group -Individuals with a disability whose net familyincome is below 250 percent of the Federalpoverty level for a family of the size involved andwho, except for earned income, meet all criteriafor receiving benefits under the SSI program.See page 12 c of Attachment 2.6-A

TWWIIA Basic Coverage Group - Individuals.with a disability at least 16 but less. than 65years of age whose income and resources donot exceed a standard established by the State.See page 12d of Attachment 2.6-A.

TWWIIA Medical Improvement Group -Employed individuals at least 16 but less than 65years of age with a medically improved disabilitywhose income and resources do not exceed astandard established by the State. See page12h of Attachment 2.6•A.

NOTE: If the State elects to cover this group, itMUST also cover the basic coverage GroupDescribed in No. 26 above.

'J No.

	

.4

	

4 1 no,
i persed

	

Approval Date

	

Effective Date4 No.

	

a

	

HCFA ID:

ftevision:

B.

	

Optional Groin

1902(a)(10)(A)

	

[ ]

	

2(ii)(Xlll) of the Act

1902(a)(10)(A)

	

[Xj

	

2(ii)(XV) of the Act

t 902(a)(1 0)(A)

	

(X]

	

21'ii)(XVI) of the Act

CIAL
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(BPD)
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AUi''ST 199 1

	

Page 24
New York

	

OMB NO.: 0938-State:

Agency-

	

Citation(s)

	

Groups Covered

C. Ot!Qnal Coverage of the Medically Needy
42 CFR 35.301

	

This plan includes the medically needy.

L_/

	

No.

j,'K/

	

Yes. This plan covers:

1. Pregnant women who, except for income and/orresources, would be eligible as categorically needyunder title XIX of the Act.

1902(e) of the

	

2. Women who, while pregnant, were eligibleAct

	

for and have applied for Medicaid and
receive Medicaid as medically needy underthe approved State plan on the date the pregnancyends. These women continue to be eligible, as thoughthey were pregnant, for all pregnancy-related andpostpartum services under the plan for a 60-dayperiod, beginning with the date the pregnancy ends,and any remaining days in the month in which the 60thday falls.

1902(a)(10)

	

3. Individuals under age 18 who, but for(C)(ii)(I)

	

income and/or resources, would be eligibleof the Act

	

under section 1902(a)(10)(A)(i) of the'Act.

TN No .

	

OCT 1 1991Supersed

	

Approval Date

	

MAR ! 1

	

Effective DateTN No.

	

HCFA ID: 7983E
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Page 25

New York

	

OMB NO.: 0938 -State:

Agency*

	

Citation(s)

	

Groups Covered

C. Cntionai Coverage of Medically Needy (Continued)

4. Newborn children born on or after
October 1, 1984 to a woman who is eligible
as medically needy and is receiving
Medicaid on the date of the child's birth. The child
is deemed to have applied and been found eligible for
Medicaid on the date of birth and remains eligible
for one year so long as the woman remains eligible
and the child is a member of the woman's household.

42 CFR 435. 308

	

5. L/ a. Financially eligible individuals who are not
described in section C.3. above and who are
under the age of--
x

	

21
20
19
18 or under age 19 who are full-time
students in a secondary school or in the
equivalent level of vocational or
technical training

b. Reasonable classifications of financially
eligible individuals under the ages of 21, 20,
19, or 18 as specified below:

(1)

	

Individuals for whom public agencies are
assuming full or partial financial
responsibility and who are:

(a) In foster homes (and are under the are
of

	

).

(b) In private institutions (and are under
the age of

	

).

19021,ei(4) of
the Act

TN No.

	

I !
Supersed

	

Approval Date
TN No. IN 0-W--i

Effective DateOCT I 1991

HCFA ID: 7983E

P
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Page 25a
0-MB NO.: 0938-

State: New York

Agency- Citation( s)

	

Groups Covered

C. Ootional Coverace of Medically NeedY (Continued)

(c)

	

In addition to the group under
b.(1)(a) and (b), individuals placed
in foster homes or private
institutions by private, nonprofit
agencies (and are under the age of _
_)•

(2) Individuals in adoptions subsidized in
full or part by a public agency (who are
under the age of

	

).

(3) Individuals in NFs (who are under the age
of

	

). NF services are provided
under this plan.

(4) In addition to the group under (b)(3),
individuals in ICFs /I4R (who are under the
age of

	

).

(5) Individuals receiving active treatment as
inpatients in psychiatric facilities or
programs (who are under the age of
- ). Inpatient psychiatric services
for individuals under age 21 are provided
under this plan.

(6) Other defined groups (and ages), as
specified in Supplement 1 of
ATTACHMENT 2.2-A.

.

TN No .

	

MAR 1 1 1992

	

OCT 1 1991
Supersed

	

Approval Date

	

Effective Date

TN No.
HCFA ID: 7983E

,
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Page 26
OMB NO.: 0938-

4

e

State:-

	

New York

Agency-

	

Citation (s)

	

Groups -Covered

C. ODt_ional Coverage of Medically Needy (Continued)
42 CFR 435.310 Z Z/ 6. Caretaker relatives.

42 CFR 435 .320 L/ 7. Aged individuals.and 435.330

42 CFR 435.322 Lx/ S. Blind individuals.and 435.330

42 CFR 435 .324 LW 9. Disabled individuals.and 435.330

42 CFR 435.326 Lx/ 10. Individuals who would be ineligible if they werenot enrolled in an HMO. Categorically needyindividuals are covered under 42 CFR 435.212 andthe same rules apply to medically needy
individuals.

435.340

	

11. Blind and disabled individuals who:

a. Meet all current requirements for Medicaideligibility except the blindness or disabilitycriteria;

b. Were eligible as medically needy in December
1973 as blind or disabled; and '

c. For each consecutive month after December 1943continue to meet the December 1973 eligibility
criteria.

TN No.
Supersed

	

.Approval Date

	

1 '

	

Effective Date OCT I 1991
TN No.

	

,^_'•

HCFA ID: 7983E
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(BPD)
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State: New York

Citation (s)

	

Groups Covered

C. Optional Coverage of Medically Needy
(Continued)

1906 of the

	

12. Individuals required to enroll in
Act

	

cost effective employer-based group
health plans remain eligible for a minimu
enrollment period of

	

months.

	ATTACHMENT 2.2-A
Page 26a
0MB NO.: 0938-

	

!AR11

OCT 1 1991



Attachment 2.2-A
Page 27

Populations Which Will Excluded Or Exempt From Managed Ca
They Have Serious And/ Or Complex Medical And/Or Emotional N

1. Excluded Populations

in addition to the Medica id eligibles prev iously identified. the following Med i
population groups will not be eligible for enrollment under this SPA.

1. Children in Stat

	

perat

	

psychiatric facilities and residential t reatment facilities
for-children and youth.

2. Children who are residents of residential health cars facilities at the time of
enrollment and children who enter a residential health re facility sub uent to
enrollment, except for short-term rehabilitative stays anticipated to no greater
than 30 days.

3. Medicaid eligible infants living	t mother.

4. Infants weighing less than 1 200 grams

	

infants under six
months of a who meet the criteria for the SSI

	

(

	

not
enroll or shall d

	

roll

	

a to date of bft)

5. Children

	

slv

	

that is
available from or under a

	

which

	

by payment.
or part payment, of the premium or cost-WmviN amounts,

	

payment of such
premium or cost-sha ring amounts would be 00st-effecM, as. d rmin by
I

	

1 social

	

district.services

6. Children expected to be eligible for Medicaid for I

7. Homeless children id In a NYC S oW not
they enter the

	

.

S. Children in receipt (at

	

t)
(except lCF swAces for the
Care

9. Children mientall h"Ith fm* cam

10. Children enrolled	R estrk9ed Recipient

SIX months.

In a plen at the d

11.Voluntary ( empt) ® 0 ti

Them are nu

	

1

	

that wl be

	

-

	

-
dkm jawt.

	

(1 -!6- 0-
np; twat Dat

l- ro

,Supetsedes TN -NPM- "It



Attachant L . L-H

,lud

	

in the enrollment materials sent to all potential el ibl s. A ' s parat -pamphlet
ill discuss the implications and cond itions of any exemptions from enrollment which

are allowed). Children who fall intoone of the following categories will enrolled only
,?n a voluntary basis:

t . Children who a HIV+. Once SNPs are established and certified through the
milestone process, children with HIV disea se must enroll in a managed
arrangement (either mainstream MCOe or SNPs). As soon as HIV SNPs a re
established through the milestone process in a given service area. those HIV

	

positive children in that area who have voluntarily enroll ed in mainstream MCOs will
be given the option of enrolling in a SNP.

2. Children who are diagnosed seriously emotionally distu

	

(SED). Children who

	

have utilized 10 or more mental health visits (mental health clinic services or mental
health specialty services, or a combination of these services) in the previous

calendar year will

	

SED. Once SNPs are established and certified through the
milestone process, enrollment in SNPs will remain voluntary for the SNP-eligible
population, with the exception of SED children

	

h

	

not selected a mental
health option and are auto-assigned to a mental health SNP. These children will be
mandatoriiy enrolled in a cordflied SNP for

	

ipt of mental health services.
However, a FFS option for mental health sservice$ will only

	

offered in counties
where there is only one mental health SNP which is operated by the county..

If SNPs are not eventually asUblished certain arm of

	

S WW. children who

would otherwise

	

eligible

	

enrollment in mental h"Rh SN may. (a) waive
both mental health and Physical

	

efiffi on a FFS besle; (b) voluntarily enroll in
certified mainstream MC

	

physkW and -mental health

services available to oPartnership Plan enrollees

	

ing in the same senke

area: or (c) voluntarily GnM4 In carOW

	

m

	

provision of

physical h

	

niy servim and receive mental

	

on a FFS basis:

3. Children for whom a managed cm pmv*fw is rAt

	

phlcdy

	

so as

to reasonably provide sen*xiiiL To quality for d*

	

t on, a piemon must

demonstrate

	

no

	

has, a pmvkkw tad *jM *94 minutes

travel time from

	

ch

	

's honw who is accap*V now

	

ts, anid that there is

a fee-for-servicis l

	

travel

ata/ cam ftm a pirenstal
4. P Want

primary cm proviAw not

	

ting in any managed care plan (note: this status

will last through a woman s pregnancy

	

(

	

psrtum; after V*

time , she

	

I die

	

s to am of the

mandatory aid

	

a.

5. Children with c

	

is
under active	t wfth a
network provider for any MCO

Page 28

s

	

drum.

	

10%

	

A 4%

N

Supersdues TN APR 0 121 2

;,.:•:^^Si Date ES 2 0 2t^2
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Children with end stag renal disease (ESRO).

	

Page 29

Children who a residents of Intermediate Ca Facilities for the Mentally Retard

(ICF/MR').

s. Children with characteristics and needs similar to those who aresidents of

ICF/MRs based on criteria cooperatively established by the State Office of Mental

Retardation and Developmental -Disabilities (OMRDO) and the NYS Department of

Health (OOH).

9. Children already scheduled for a major surgical procedure (within 30 days of

scheduled enrollment) with a provider who is not a participant in the network of an

MCO. under contract for The Partnership Plan.

10. Children with a developmental or physical disability who rem' services through a

Medicaid Home-and-Community-Based Services waivar or Medicaid Model Waiver

(care-at-home). through a S ection 1915c waiver, or children having characteristics

and needs similar to such children (including children on the waiting list). based on

criteria cooperatively established by OM DC and N.

11.Children who are residents of Alcohol and Substance Abuse Long Tenn Residential

Treatment Progren7s.

12.New York City ne rfes

	

are homeless and do n& reside in a. OHS shelter

are exempt H less children resWing in NYC DHS

	

r

	

already enrolled

in a plan at the time they enter the

	

lter may dX)OsO to m in enrolled. In areas

outside of NYC, exemption of homeless Children

	

i in

	

shelW system is at

the di

	

tion of the local d

13. Children who cannot be served by a marmiged care ppmvlds^ d to a language

barrier which exists chid is not capable of ly cornmunkating his or

her medical needs in English or s secondary WrQUep for which PCPs are available

in the managed care progmm Children with a langue" barrier hava chdcs of

three (3) PCPS. at lead am of which is able to corntnunicate in the

	

ry

language of

	

chid

	

a perew an

	

N staff capable of lien

	

medical

terminology, and

	

(2)

	

AT&T

	

u

	

as

an alternative to

	

nicating dIrecdy with the chid In his/her

	

u

	

. Children

will be eligible for an exompdon whom

® The chid has

	

ed a relationship with a pdnuwy care provid4w who has the

language ca bliity to servo the child and who does not participate in any of the

managed cam plans ava ilable

	

in a thirly rrW arty ff" radius of the

child's residence.

® Neither fee-for-service

available

	

in the V*ty

	

atirty mile

	

t and a be4or

with the language cacablill to sem the chid Is

. min

	

arty mile

	

rue and ft

	

d

	

(3) parOcipating

are

	

iia wOln that radius.

TN

	

4 9 A"orovai Date W:2 0 20M

Supersedes T

	

Lalzciive Date

	

1
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1 4. Child n with a -County of Fis ,Res nsibil code of 9 (® RO in MMIS) will
be exempt until the State establishes appmpn t p rem features. Recipients with
a code of 97 (OMH in MMIS) will be mandatorily enroll when the state establishes
appropriate program features. However, many of these children will qualify for other
exemptions (SED) or exclusions.

IS. Children temporarily residing out of district, (e.g., college students) will be exempt
until such time as the purpose of the absence is accomplished. The definition of
temporary absence is set forth in Social Services regulations at Title 18 Section 360®
1.4(p). These children will have difficulty accessing services within travel time and
distance standards.

Note: Any exemption granted to children with chronic med ical conditions being treated

	

by a nonparticipating. sub-specialist physician or those scheduled for major surgical
procedures prior to enrollment with a provider outside	MCO network will apply only

	

until such time as the child's cou rse of -treatment is completed. Such exemptions must
be renewed annually. The treating physician will determine when a child's course of
treatment is completed. However, if the

	

's fta*V physician subsequently
becomes a network provider for one of

	

participating MCOs

	

exemption will no
longer apply.

Determination of child's eligibility for exemption

	

conducted by

	

local districts
	upon the request of the individual or h Ww designee. Local districts (or the broker) will

follow state guidelines in d etermining eligibility fbr exemption. When exemption status
is unclear, the'district may request assistance from the SDOH Office of Managed Care.

Children may request

	

exemption to enrollment In

	

MCO. Children eligible for an
exemption who choose to enroll In managed care will! be ftsted as volu ntary enrollees
for purposes ofd

	

roil

	

t provisions.

	

children may dlsenroll from
an MCO with thirty days

	

return to the fee-for-service

Children who become el igible for exemption due to

	

in eligibility status aftr
they have enrolled In. managed CaM may apply for exemption and be dn

	

within
30-60 days.
exemption crtteria a

cam enrollie" wN have received

	

tion on
enrolmentin the

Ill. Other Children wtth Unusually Severe

	

k Cam or

	

x Referral

The SDOH M
his/her guardian.
managed care
children are not o
the previous sectlon).
children.

or for Managed Care , upon the requ" of enroll or
far a possible

	

ption

	

enrollment In
needs If such

silgibIle for an exemption (Le., mod am of to crfterla l isted In

Medical

	

d roll nt for such

FEBDate
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IDENTIFICATION OF CHILDREN TO EXCLUDED OR	HAVE
SERIOUS AND/O R COM PLEX MEDICAL AND EMOTIONAL NEEDS

The local social services districts (LOSS) in N York State will assume primary
responsibility for the enrollment p rocess under this State Plan Amendment. Under th e
existing Medicaid program, each LOSS is responsible for the determination of Medicaid
eligibility. LOSS operations, including policies and staffing. will be enhanced to
accommodate the new program established under this SPA. LOSS responsibilities (with
assistance from SOOH) will include identification of exclud ed and exempt populations,
including the handling of exemption requests.

Children may be either excluded or exempted from mandatory participation. Excluded
populations will not participate; exempt populations are not requi red to participate.
However, children designated as exempt may el to voluntarily enroll.

In some cases, the State and LOSS can identify exempt popu lations through existing
claims and eligibility data. Sorne excluded populations can identified through the
eligibility system. The State and/or LOSS will append the eligibility records with an
identifier that will enable the Enrollment and Benefits Counselor or the Local District to
determine whether a child is exempt from mandatory participation. In cases where the
State can determine in advance a chi's exempt status

	

system will fl a g this
child's eligibility flies to prevent an a uto-assignment from ttakhV	. However, in the
case of children who may

	

exempt, but cannot

	

identified In advance and certain
children actually eligible for an exem ption in othor categories), tha a

	

m will assign
these children to an MCO unl

	

they actually apply for and receive an exemption from
the LOSS.

Children who are identified

	

exe

	

through analysW of existing aid category or
through claims data ' not receive a notice ind

	

State has found them to
be exempt from ffmidatory

	

patios. Exempt children

	

be hkxmsd of their
option to enroll In an MCO or be waived from mandatory

	

children
will

	

rece iving the sa

	

as

	

or applying for
assistance. This
	e

	

eligible.
However, ft recipient s case will! be electron ically f I agg

	

as exempt which will!
prevent auto-assignmeft

	

pt children so flaggaid will! not receive a reminder notice
regarding

	

nt to enroll! in a

	

O. If the recipleint chooses to enroll In an
MCO, the wodw iInpAtN the roilment Information wil got a Dorn

	

+r message that
alerts himther " an exemption	Is on , and it the client dxxm" to disenroll
a later date, will not be auto-ass" as " as that exemption code

	

ins.

In certain cases, the State

	

LOSS

	

to

	

mi

in advance whether the	exempt

	

n•	m
developed an exemption application to enable such &Mron to apply for exemption from

participation.

	

applicationsThe LOSS wil cooed and processr
nd tory participation.	approving
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denying requests shall

	

provided by the	th e LOSS.

	

rnp '

	

fo s,

including the look-alike screening form, are ava ilable to beneficiaries through the

'.®SS.

Eligible enrollees may apply for an exemption at any time. However. if ft Child is

	

enrolled already in an MCO, s/he may required to access services through the MCO

until the LOSS and State have had the opportunity to pthe application and

disenroll the child from an MCO.

f

TN	9 94Q__ Approval oats
Supersedes TN New
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SPA County Participation

Counties with 1 MCO in

	

Counties with ®o MMCOs
Rural Areas*

	

or I MCO in Urban Areas

Greene

	

Otsego

Livingston

	

Pumam

Monroe

	

Schenectady

	

Hamilto:

Nassau

	

Schoharie

	

a ersQ®

Niagara

	

Sanwa

	

Lean

Oneida

	

Sullivan

	

ARadison

Is These counties will be participating mandatory Medicaid managed eve counties wider this

SPA.
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Rural Area Residents

For recipients who reside in a rural area with a single IMO, the State will limit

enrollment to such MCO, provided however, such recipient may:

1. Choose from at least two physicians or •case managers; and

2. Obtain services from any other provider under the following circumstances:

(a) The service or type of provider is not available within the MCO network.

(b) The provider is not part of the MCO network, but has an existing relati^nship

with the recipient.

(c) The only plan or provider available to the recipient does not, because of moral

or religious objections, provide the service the enrollee seeks.

(d) The State determines that other cLmm"ances w

	

t out-of n ork

treatment.

	

20

TN	Approval Date

Supersedes TN	Effective Date
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Methodology and Process For Capacity/Network Ana lys is

A managed -care organization (MCO) provider network consists of physicians, group(s)

of physicians, specialists and the service centers, i. e., hospitals, pharmacy, clinics , etc.

that are contracted to the MCO to provide all of the health care services that may be

	

required by enrollees. The MCO, through its provider network. must plan, -direct,

coordinate, and provide for the health care services of every enroll

	

The New York State Department of Health (S H), in conjunction with the Local

Departments of Social Services (LOSS) and the N York City Office of Medicaid

Managed Care (OMMC) will evaluate the provider networks of every MCO to determine

that it has an adequate network that will be accessible to all enrollees for their health

,care needs. This review ensures that the MCO has adequate capacity in its

provider network to mt then eeds of the target population and re is an adequate

network structure.

To serve the Medicaid population in NOW Y

	

Stst@, an MCO must successfully

complete the Certification of Authority (COA) proem. Review

	

evaluation of the

provider network a essential components

	

since the

inception of Article 44. of the PPubft Heafth

	

,

MCO network 'evalu ation is a IS- proem. Toqualify,

	

network has to

achieve a successfu l quantitative score assigned by S OOH using Statistical Analysis

Software (SAS) program. Then the network

	

to pass the

	

ny' of -the LOSS,

which evaluates	network compliance

	

distance standards. The third

and final p is v

	

Lion of the network du

	

Review conducted by

SOON Ar" Office fl Just OW 10 an MCO becoryft

	

. Ourling the

Readiness Review

	

network i

	

tion

submitted by the MCO.

The following discussion.provides the necessary Woffnetion to understand how SOON

calculates and Id MCO caceeft an an

Network Ad u

Pursuant to Secdw

	

X9)

required to

10, NYC

Id

	

HMO OW Is

delivery system

	

HMO,

primary care providers and

and hos
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► n addition, pursuant to Section 98. 1 6(a) of Title 10, NYCRR, MCOs must submit an

	

annual listing of providers and facilities by location. SecWn 3 j(8Xf) &(g) of the Social
Services Law requires:

	

"(f) Every managed care provider shall ensure that the proved maintains a network
of health care providers adequate to meet the comprehensive health needs of its
participants and to provide an appropriate choice of providers sufficient to provid e
the services to its participants by determining that

(i) there are a sufficient number of geographically accessible
participating providers;
(ii) there are opportunities to select from at least three primary care
providers; and
(iii) there are sufficient providers in each area of s pecialty practice to
meet theneeds of the enrolled population.

(g) The commissioner of health shall establish standards to ensure that managed
- care providers have su fficient capacity to meet th needs of their enrollees, which

shall include patient to provider ratios, travel and distance standards and appropriate
waiting times for appointments.

1. Provide rs and Service Cantors

	

The MCO provider network trust Indude provkkWa for services induded in a core
benefit package (listed below) which is requ ired

	

. If the MCO does
not directly

	

such

	

relationships

	

appropriately
qualified providers must exist pdor to ce

	

. In adolbon - to the core
providers, the ne twork

	

contain any other

	

rs n

	

ry to provide all
the health care services, included in

	

. if. fbr example, the
MCO covers podiatry
service area . The
required for cortif"tIOn.

Id Core

contain a podiatrist In each
lift ft core

	

p of provWers and somms

Family Pracdce

General Pro

internal M icin

is

O GYN PCP

TM
-° , 11 r9rc-dPS

-r EffeCt3 Ve	. APR U 1 2WZ

-2002
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Nurse

actitioner

riatri

Nephrology

Neurology

Alcohol and

	

Chemical
Ospendency
Inpatient and
Outpatient

Mental Health
Inpatient and
Outpatient

SOCial Work

Therapy : Physica l

Pha a

®°-Option

	

eft

2. Network Adequacy Determination

The

	

and SurveMance in SOOH Is
adequacy

	

ob

	

e.
mw-wives am not

ud
a PCP 0" hM metd	S60 quWMc@WM Pmt of MeH

a mfficWt number (A

	

ibis for assessing
nu

fts may
may as

tion Is
to dew ft rnernlw to

® Network

	

n

.o''oval Date FEB 2 0 2002

'...•'i }s° ^Jois
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Most often,- the P pacity of a provider may depw4 on the

	

of the doctor and her
associated staff. Capacity may

	

defined as either member-to-provider ratio or a
maximum number of enrollees a primary care ptovid can properly handle

	

a full time
basis (i.e., 40 h

	

k). The S®CH is using a combination of these

	

definitions. SOOH
is using the following definition of capacity.

'MCfls must adhere to the member-to-PCP ratios shown below. These ratios are for
Medicaid members only, are MCO-s ific, and assume that the practitioner is an' TE
(practices 40 hours per week for the MCO):

No more than 1,500 Medicaid members for each physician, or 2,400 for
a physician practicing in combination with a physician assistant. (i.e., a
physician extender adds 900 to physician capacity)

e

	

No more than 1,000 Medicaid members for each nurse practitioner.
(RFP, p.34)'

The above ratios are u sed as an initial starting point for

	

analysis of capacity.

Additionally, SOON u the following additio critaft for AjW* 28 comprehensive

community-based primary care provider centers and Outpatient Departments of Hospitals

(OP®s).

individual providen pnicticing in Article 28
Primary Care centers may have 3,000
Physician Extender

	

may hft* 4,
extender

Individual providers

	

in OPIDs may have 2,500

	

enrollees: I PCP and prac" with a Year 2 or 3 resident they may have 4,000

enrollees: I PCP & FTE Resident.

C. Capacity Calculation

C;ornmunity based
PCIP Mind practicing with a

I PCP wift a physician

It is im
SOON Yor

reviewed by the

can be m-anaged by

	

network. Financial
to pay for based on

. ref

	

to

the number of
capacity is defined as the
their available	a nd

	

sit reserve requit"Wt

The foilowi

that Is financlail feasible for ft MCO

Approval Date

caoscitv in this 1b

	

to the

Throughout

	

of examin ing

	

It 18 also
placed on capacity of the nnumber of

	

-

	

- "ale&

0

	

of the capacity

1. Potential Provider Capacity

is calculated;

	

s, the term
or aftWted network capacity.

to rom Mat tha value
controls the

step In calculating capacity for
data OWCOWIMIN On an

S
Provider

2 o 2002
TN,

1XI .s.
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3a
4etw® (HPN). This system was established in winter, 1

	

for SDOH to coilinfo ation el n' fly from ft MCOs. The MC® are connected to the SOOH.by amodern on their Personal computer, they Submit the date electronically in a specifiedformat, the data is then edited immediately and a report is sent back to the MCOs with thenumber of records accepted along with an explanation of the rids with errors. Thesteps below outline the methodology cr eated for the entire provider network calculation ofcapacity.

® Health Provider Network
a. Elimination of incomplete or inconvct datab. Electronic edit program

® Capacity Program
a. Matching to Physician License Master Fii
b. PCP Calculated Capacity based on FTE
c. PCP Calculated Capacity within and across MCOSd. Capacity for each county

a. Health Provider Network (HPN) Proce"

deSCA&W above,

	

MC are

	

u

	

to submit provider network.i

	

tion on

	

SOOH s intranet system called

	

Heafth Provider Network(HPN). The details flor ssubmitUng the pmvkW network in

	

don are outlined inthe Daft Dkttoe1ary for Mann

	

two flies thatar® sent el

	

icaliy to the SOON. a Provider SO on p @a PIG or physicians andother providers that am conhicted to pmvide services 10 ft members and aservice file on pla

	

that are contacted

	

MCO. Or*Y the provider file isthe u

	

for

	

capacity calculation.

1. Elimination of Incomplete Daft

Each ssubmilfted Provider ne

	

must contain certain daft elementswhich. if amilfted. will

	

It in ft deletion of a pirovider record. The requiredd

	

below.

Fk* Nam
License Number
County Code

ISVeat

	

ity)
St"A

P*rom Specialty
PVVMOrType

Residency Stetue
Physician

i

`,r► rcva! Cate

	

2 0 2002
ref c t;t
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If any of ft data el ments a missing or in

	

gage 39

will receive an error message for

	

correctly
the

	COded by the MC®, it
record(s) containing the missing element

II. EH

	

nic Edit Program

The ed it program on the HPN currently ch s for 46 different errors on the
provider file; 20 of these are classifi ed as critical or ahard° errors; the remaining
errors are referred to as soft errors. MCOs a re required to pass all critical errors for
the data submission to be a cceptable for u in any analysis. If they have not
passed cntical errors on the day after the submission is due (it is due 15 business
days after the and of the calendar quarter) then the MCO is sent a letter requesting
that their submission be corrected .

2. Capacity Program

The capacity program was developed using the SAS programming language. The
quarterly provider file from th e HPN

	

the physician master file from the NYS
Department of Education are the two 'data sets used In the program. A Primary Care
Provider or PCP subset of the Provider

	

data is created for New York State
providers indicated to a Medicaid Primary Cam Provider.

(Primary Ca Providers a Identified by editing the primary designation (PRIMDESG)
and primary specia lty (PRIMSPEC) fWds; Le., PRIMIDES0

	

must equal t =PCP
and/ or 3=PCP and S

	

AND PRIMSPEC vakm must equal 050' (Family
Pra

	

), 060' ( Internal M dine). 182'

	

778' (General Practice). 150'
(General P

	

) OR 086', 15 , 169'. (® Yid providers ) (OB/GYN -3re
subject to DOH qualifications). The STATE

	

must equal NY.

Matching to

	

Physician License Mastgw F%

The flM SUP WcvdvOS a match of the pphysiclan/provider license number on the
HPN providw file to the NYS Education 1k. This is to verify that the physicians on
ths HPN

	

cu

	

to practice. During this step a

is mated by

	

a
and

	

1

v ble -is

s M9 mdch an both ft HPN provider Me

each individual

	

er, this variable
d" In the provider $ last name

the
the

**M to PCPCAP daft set br use In

	

to be used fW

b.

education fk are then

	

In a
Of the GRILM program.

fcw Each Individual

of
ratios previously

sum of d available o
to an Individual PMVWW IS 40. If

s 40, V* hours

FEB 2 0 2002

Effmictive Da : APR 0 1 2-002
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at esite and MCO are reduced

	

allocated to each site on a prorated
basis.

UNIOSITE (each providers location for each MCO). This variable accounts for
the, unique MCO and location for each provider and is constructed by
concatenating the MCO identifier, provider license number and location
address (site name, street number, room number, and sname ). Many IPA
and network model MCOs have overlapping provider networks, thus many of
the providers a re not unique to a particular MCO. (Usually, providers belonging
to a staff or group model MCOs are unique to one program). To determine the
effect of this on the capacity for each MCO. this field was created to capture the

unique capacity that each MCO is offering.

TOTMPANL (Total Medicaid Panel Size). This is the sum of the total Medicaid
panel or the total of the capitated enrollees that are recorded for a particular
provider in each MCO. This will sum

	

panel size for all Medicaid MCOs.

FTE (Full Ti Equivalent). TOTOFFHR are u sed

	

to a full time
equivalent or M based u 40 hours per,wo@X This is done by examining
the muMple sit that a provid may have within an MCO and the multiple
number of MC

	

a provider may belong to, i.., a provider may
contracted in more than

	

MCO.

Only PCPs with TOTOFFHR (total officis hours) aling 14 hours or more per
location a

	

; this criteria Is modifled for residerft: second year resident
physicians must

	

least (a) continuity of cam hours per week at a
primary sft*, third and fourfte yew rissiderits must	at st twelve (12)
condniulty of

	

hours pw week at a peamuy site. If a

	

er s t o tal o ffice
houm at a particular site

	

minimum standards. What record

I

The mnalninig

	

provider. Specifically,

will be set

oft

	

,OWWW

	

np would have a

m caoacft of 1,

	

: 1.500.

be GM sq'ud 10 the
^► FEB 2 0 2002
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lesser of : actual capacity

	

rt or 1,5W e

for nurse practitioners and Certified midwives, -capacity will
set equal to the lesser of : actual rapacity

	

or 9 ,FTE

® The sum of the Medicaid panel size for every MCO that a
provider identified is then subtracted from the potential capacity
for only those physicians having an open panel .

	

® Physicians that have a clos panel for any MCO a re assignedthe
Med icaid panel size for their capacity.

c.) Capacity Calculation

	

in And Across MCO* .

After the above calculations are

	

e, the

	

ram can identify providersif they practiced in multiple MCOs. For those

	

id , the to ! reported
offs hours across sites are

	

against

	

'mumof 40 hours. If the total exceeded hours, thehours at each site and
MC® were prorated down and the =ps* d each MCO

	

t
accordingly. For example, if a provider repoMW

	

ng 40 hours at MCO

capacity of 1,500 at each sft. the povW*r s capacity was nmW to equal
750 at each SK O. She

	

.5 FTE for each MCO.

A and 40 hours at MCO 9 (80 hours In total), and. reported a

ram summartz" the @djusttad provider-
of

	

values
fora each of

	

d

The " SW In

	

MCO
d.) Capacity fbr Each

and county cornbinatlone; the county Woos area is based on the

In addition to ft is provider , MCO% are also
asked to pmvWe PAvwm and Eqwmw. v4 enrolment projections. The"

staterroft d

	

by
and capital.

ThO next step In the ca
specific

C. Fin

geographic

capacity
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D. Borough/County Network Analysis

New York City and ft individual counties al so. will evaluate networks.The City and counties a re sent a Network Composition proposal for each ofthe MCOs proposing for contract. They then were responsible forassemblinglocal review teams to examine the p roposals and complete a C o u myNetwork Evaluation Form . (Training has boon provided to City and countyevaluators to ensu re that proposals were reviewed in a consistent manneracross the State.)

The Borough! my Network form was designed to supplement theinformation captured through the State Network Evaluation, by asking NYork City and the other LOSS to:

® verify that the distribution of Provider* re: travel time/dIstance standardsfor PCPs, hospitals. and pharmacies;,
• verify

	

networks include

	

county ismandating MCOS to contract (1.0.. public hospitals). and® d

	

t any 98PS In
pursuant to awaMN a controa

cov the rnust be filled

t

t,nom .^ MB 2 0 r
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Page IOFFICIAL
Olv1B No. 0939-

STATE FLAT DER TITLE OF THE, SOCIAL SECtIR i ' ACT

S . New York

INCOME ELIGIBILITY LEVELS

A.

	

Mandatory Categorically Needy

	

'

1. AFDC-?.elate, Croups other than Poverty Level Pregnant Won and Infants:

Eligibility for these groups is based on the monthly standard of need (SON) as reflected

in the Title IV-A State Plan approved as of July 16,1996. The monthly SON equals

the payment standard. The following illustrates how the SON is derived:

For a household of three living in Suffolk County, and paying for Public Service

Commission (PSC) electric heat, the family is allowed: a basic allowance of $238,

which is intended to be used for food, clothes, personal incidentals, etc.; a Home

Energy Allowance of $30; a Supplemental Home Energy Allowance 01 '$23; a Shelter

	

Allowance of $387; and a Fuel Allowance for PS 3, electric }teat of $90. The total

monthly SON for a family of 3 living in Suffolk County is $768.

Additional items of need as described an page 1 of Attachment E, "Standard of Ntcd"

for the July 16, 1996 Title IV-A State Plan, in Section 352.1, paragraph (c) are also

provided as circumstances warrant. The SON/payment standard would then increase

accordingly.

2. Preenant Women and Infants under Section 1902(a) (10) (7(A) (TV) of the Act:

Effective April 1, 1990, based on the following percent of the official Federal income

poverty level--

133 Percent

	

185 Percent -(Ne more than 185 percent)

	

t(Specifically)] (as revised annually in the

Fcdeaa3 Re isur forfor the size family involved.)

(Family Sizes

	

Income Level

r

	

1

I-2

I

	

3

I 4

I

517.224

$23 107

$289 0

	

$34.873

$01561

Note: A State Plan amendment was approved under Section 1902 (r)-(2) to allow for a disregard

of income between 185% and 200 % of the poverty level for pregnant women and infants.
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01
STANDARD OF NEED

Section 352.1 Standard of need for determining eligibility.

The eligibility for public assistance of all persons who constitute or are members of a

family household must be determined by a social services district by applying the following

statewide standard of monthly need which must consist of:

(a) regular recurring monthly needs, exclusive of shelter, fuel for heating, home energy

payments and supplemental home energy payments, in accordance with the following

schedule:

SCHEDULE SA-1
STATEWIDE STANDARD OF NEED

Number of persons in household

	

Each additional
Four Five Six

	

Person
$307 $379 $438 $60

(b) plus the amount of money for shelter, fuel for heating, home energy payments and

supplemental home energy payments, required monthly for such persons in accordance

with provisions of law and department regulations; and

(c) for any of such persons who may because of their case circumstances require any

of the following items in accordance with applicable provisions of law and department

regulations, the standard of need must include the cost of the required item or items in

accordance with such provisions: furniture and furnishings for the establishment of a

home, essential repair of heating equipment, cooking stoves and refrigerators, additional

cost of meals for persons unable to prepare meals at home, replacement of clothing or

furniture which has been lost in a fire, flood or other like catastrophe, cost of services and

supplies already received, miscellaneous shelter costs, day care, camp fees and payment

of life insurance premiums.

352.2 Allowances and grants for persons who constitute or are members of a

family household.

(a) Each social services district must utilize the applicable schedules of monthly grants

and allowances as found in subdivision (d) of this section to provide for all items of need,

exclusive of:

One Two Three

$112 $179 $238

(1) shelter;
(2) fuel for heating;
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(3) additional -cost of meals for persons who are unable to prepare meals at

home;
(4) purchase of necessary and essential furniture required for the establishment

of a home;
(5) replacement of necessary furniture and clothing for persons in need of public

assistance who have suffered the loss of such items as the result of fire,

flood, or other like catastrophe;
(6) essential repair of heating equipment, cooking stoves and refrigerators;

(7) allowances for occupational training; and
(8) other items for which specific provision is otherwise made in this Part.

(b) For the purposes of such monthly grants and allowances under Family Assistance

or Emergency Assistance to Needy Families with Children, children or adults residing with

an SSI beneficiary must be considered as a separate household from the SSI beneficiary.

(c) Supplemental allowances and grants may not be made other than as authorized

under the regulations nor in excess of established schedules. In no event, except as

provided in Part 397 of this Title, must a special allowance and grant be required to be

made because the cash has been lost, stolen or mismanaged. Any duplicate allowance

and grant made for such purpose is not reimbursable by the State unless made as a result

of an order made after May 1, 1977 by a court of competent jurisdiction or a payment

made after May 1, 1977 pursuant to an order by a court of competent jurisdiction.

(d) The monthly grants and allowances must be as follows:

SCHEDULE SA 2a
STATEWIDE MONTHLY GRANTS AND ALLOWANCES,

EXCLUSIVE OF HOME ENERGY PAYMENTS AND

SUPPLEMENTAL HOME ENERGY PAYMENTS
FOR SNA-VA-FA

Number of persons in household
Each
additional

One Two Three Four Five

	

Six

	

person

$112 $179 $238 $307 $379

	

$438

	

$60

Ap pFoval C.. ".E:1TN 00
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SCHEDULE SA-2b

STATEWIDE MONTHLY HOME ENERGY PAYMENTS
FOR SNA-VA-FA

Number of persons in household
Each
additional

One Two

	

Three Four

	

Five

	

Six

	

person

$14.10 $22.50 $30.00 $ 38 .70 $47.70 $55.20

	

$7.50

SCHEDULE SA-2c
STATEWIDE MONTHLY SUPPLEMENTAL HOME ENERGY

PAYMENTS FOR SNA-VA-FA
Number of persons in household

Each

	

additional
One Two Three Four Five

	

Six

	

person
$11

	

$17

	

$23 $30

	

$37

	

$42

	

$5

(e) Provision of home energy assistance payments set forth in subdivision (d) of this

section must be effective for grants made on or after July 1, 1981.

(f) Provision of supplemental home -'energy assistance payments set forth in

subdivision (d) of this section must be effective for grants made on or after January 1,

1986.

352.3 Rent allowances.

(a) Each social services district must provide a monthly allowance for rent in the

amount actually paid, but not in excess of the appropriate maximum of such district for

each family size, in accordance with the following schedules:

LOCAL AGENCY MAXIMUM MONTHLY SHELTER ALLOWANCES
WITHOUT HEAT

By family size
1 2 3 4 5 6 7 8+

Albany

	

176 204 234 255 276 285 297 325

Allegany

	

143 165 190 207 224 232 241 264

Broome

	

170 197 227 247 268 277 288 316

Cattaraugus

	

143 165 190 207 224 232 241 264

Cayuga

	

160 185 213 232 251 260 271 296

TNT
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DFFICIAIChautauqua
Chemung
Chenango
Clinton
Columbia
Cortland
Delaware
Dutchess
Erie
Essex
Franklin
Fulton
Genesee
Greene
Hamilton
Herkimer
Jefferson
Lewis
Livingston
Madison
Monroe
Montgomery
Nassau
New York City
Niagara
Oneida
Onondaga
Ontario
Orange
Orleans
Oswego
Otsego
Putnam
Rensselaer
Rockland
St. Lawrence
Saratoga
Schenectady
Schoharie
Schuyler

145 1'68 193 210 228 235 245 268

155 179 206 225 243 251 262 286

142 164 189 206 223 231 240 263

137 159 183 199 216 223 232 254

155 180 207 226 244 253 263.288

179 208 239 261 282 292,304 332

151 175 201 219 237 245 255 279

174 202 232 253 274 283 295 322

155 182 205 223 242 250 260 285

145 168 193 210 228 235 245 268

128 145 167 182 197 204 212 232

125 145 167 182 197 204 212 232

160 185 213 232 251 260 271 296

155 180 207 226 244 253 263 288

145 168 193 210 228 235 245 268

125 145 167 182 197 204 212 232

187 217 249 271 294 304 316 346

105 122 140 153 165 171 178 195

158 183 210 229 248 256 267 292

152 176 202 220 238 246 257 281

	

227 263 302 329 356 368 384 420

125 145 167 182 197 204 212 232

270 313 360 392 425 439 472 503

207 240 276 301 326 337 356 384

163 189 217 237 256 265 276 302

131 152 175 191 207 214 222 243

185 214 246 268 290 300 312 342

165.191 220 240 260 268 279 306

195 226.260 283 307 317 330 361

160 185 213 232 251 260 271 296

141 164 188 205 222 229 239 261

153 177 204 222 241 249 259 284

195 226 260 283 307 317 330 361

134 157 164 179 194 200 208 228

272 316 363 396 428 443 461 505

134 156 179 195 211 218 227 249

164 190 218 238 257 266 277 303

168.195 224 244 264 273 284 311

153 177 204 222 241 249 259 284

149 172 198 216 234 242 251 275

tfl1920Q
"'Oval
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Steuben
Suffolk
Sullivan
Tompkins
Tioga
Ulster
Warren
Washington
Wayne
Westchester
Wyoming
Yates

	

162 188 216235 255 264 274 300
137 159 183 199 216 223 232 254
290 337 387 422 457 472 491 538
164 190 218 238 257 266 277 303
163 189 217 237 256 265 276 302
190 220 253 276 299 309 321 352
221 256 294 320 347 359 373 409
159 184 212 231 250 259 269 295
168 195 224 244 264 273 284 311
165 191 220 240 260 268 279 306

	259 300 345 376 407 421 438 480
155 179 206 225 243 251 262 286
139 161 185 202 218 226 235 257

LOCAL AGENCY MAXIMUM MONTHLY SHELTER ALLOWANCES
WITH HEAT

By family size
1 2 3 4 5 6 7 8+

184 213 245 267 289 299 311 341
190 220 253 276 299 309 321 352
218 252 290 316 342 354 368 403,
179 208 239 261 282 292 304 332
179 208 239 261 282 292 304 332

	

167 194 223 243 263 272 283 310
197 228 262 286 309 320 333 364

	

189 219 252 275 297 307 320 350
156 181 208 227 245 254 264 289
191 221 254 277 300 310 323 353
199 231 265 289 313 323 337 368
200 232 267 291 315 326 339 371

	

216.251 288 314 340 351 366 400
1.69 201 215 234 254 262 273 299
199 231 265 289 313 323 337 368
161 191 212 239 250 259 269 295
159 184 212 231 250 259 269 295
202 234 269 293 317 328 342 374
197 229 263 287 310 321 334 366
159 184 212 231 250 259 271 296

	

173 200 230 251 271 281 292 320
200 232 267 291 315 326 339 371

Albany
Allegany
Broome
Cattaraugus
C ayuga
Chautauqua
Chemung
Chenango
Clinton
Columbia
Cortland
Delaware
Dutchess
Erie
Essex
Franklin
Fulton
Genesee
Greene
Hamilton
Herkimer
Jefferson

ACT-1 A-M4
JAN 0 1



	

-Supplement 1 to Attachment 2.6-A

Page la-6

	

Attachment E
Page 6 of 40

OFFICIAL
Lewis
Livingston
Madison
Monroe
Montgomery
Nassau
New York City
Niagara
Oneida
Onondaga
Ontario
Orange
Orleans
Oswego
Otsego
Putnam
Rensselaer
Rockland
St. Lawrence
Saratoga
Schenectady
Schoharie
Schuyler
Seneca
Steuben
Suffolk
Sullivan
Tioga
Tompkins
Ulster
Warren
Washington
Wayne
Westchester
Wyoming
Yates

152 177 203 221 240 248 258 282

187 217 249 271 294 304 316 346

199 231 265 289 313 323 337 368

257 298 343 374 405 418 436 477

158 184 211 230 249 257 268 293

288 334 384 419 453 468 527 561

215 250 286 312 337 349 403 421

174 202 232 253 274 283 295 322

179 207 238 259 281 290 302 331

203 235 270 294 319 329 343 375

207 240 276 301 326 337 351 384

229 265 305 332 360 372 387 424

202 234 269 293 317 328 342 374

183 212 244 266 288 298 310 339

200 232 267 291 315 326 339 371

237 275 316 344 373 386 401 439

153 179 193 210 228 235 245 268

302 350 402 438 474 490 511 559

182 211 242 264 286 295 307 336

185 215 247 269 291 301 314 343

195 226 260 283 307 317 330 361

199 231 265 289 313 323 337 368

194 224 258 281.304 315 328 359

204 237 272 296 321 332 345 378

159 184 212 231 250 259 269 295

309 358 412 449 486 503 523 573

211 244 281 306 332 343 357 391

201 233 268 292 316 327 340 373

217 251 289 315 341 353 367 402

263 305 350 382 413 427 445 486

215 250 287 313 339 350 364 399

199 231 265 289 313 323 337 368

207 240 276 301 326 337 351 384

271 314 361 393 426 440 474 536

199 231 265 289 313 323 337 368

181 210 241, 263 284 294 306 335

cluperSede^-, ; '. \ ,L ;.
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(b) When the recipient is obligated to pay for water as a separate charge to a vendor,

an allowance must be made for the additional amount required to be paid. When the

recipient is obligated to pay for sewer, water (except when paid as a separate charge)

and/or garbage disposal, an allowance must be made therefor to the extent that the total

of the rent allowances plus such charge or charges does not exceed the appropriate

maximum amount in the schedule in subdivision (a) of this section. For the purpose of this

subdivision, the term "separate charge" refers to a billing made directly to a recipient in

his. or her name, which is limited to charges for his or her utility service.

(c) An allowance for household expenses must be made for a period not in excess of

180 days, when essential to retain a housing accommodation and to maintain the home to

which a recipient temporarily receiving care in a medical facility .is reasonably expected to

return upon discharge from such facility. Payments under this subdivision must not

continue for more than 45.days unless, within 45 days following placement in the medical

facility, the social services official has reviewed the recipient's status and determined that

the recipient is expected to remain` in the facility for not more than 180 days and is likely to

return to the home following discharge. The basis for these conclusions must be

documented in the case record.

(d) (1) Public housing. An allowance for rent must be made for recipients who are

tenants of city, State or federally aided public housing up to the amount actually

paid or the following schedule, whichever is less, except when a modified schedule

of allowances is. approved by this department for a specific housing authority or

when the housing authority calculates the rent based on a percentage of household

income:

Apartment size

	

Monthly rent
"0 Bedrooms

	

•$ 65
1 Bedroom

	

77
2 Bedrooms

	

90
3 Bedrooms .

	

101
4 Bedrooms

	

107
5 Bedrooms

	

110

(i) Modified scheduled approved. When a modified schedule is

approved by this department for a specific housing authority, the allowance

for rent must be the amount actually paid up to the approved schedule

amount. .
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(ii) Rent calculated based on a percentage of income. For any

household for which the amount of rent is determined by a public housing

authority as a percentage of either gross or adjusted gross income, the

applicable shelter allowance is the amount so calculated up to the maximum

allowance for the given household size found in subdivision (a) of this

section.

(2) (i) Section 236 Rental Assistance Program, Section 8 Housing

Vouchers, Section 8 Housing Program (non-certificate). The rent allowance

for tenants of housing subsidized under the Section 236 Rental Assistance

Program or the Section 8 Housing Assistance Payments Program, except as

provided in clause (ii) of this paragraph, is the amount of rent actually paid

(exclusive of the subsidy) but not more than the amount in the applicable

schedule in subdivisions (a) and (b) of this section.

(ii) Section 8 Existing Housing Program (-certificate). The rent and fuel

for heating allowance for recipients whose housing payments of rent are

subsidized under the Section 8 Existing Housing Program who hold a

certificate of family participation (not including a recipient participating in the

program of special allowances for owners of manufactured homes) is the

amount in the applicable schedule in clause (iii) or clause (iv) of this

	

paragraph. Such amount will not be adjusted in accordance with the actual

cost of shelter and utilities. Subdivisions (a) and (h) of this section and

subdivision (a) of section 352.5 do not apply; provided, however, that

allowances hereunder may not exceed the applicable' amount under

subdivision (a) of this section. Shelter and fuel allowances pursuant to this

subdivision are not subject to proration under section 352.32(e)(2)(ii) of this

Part unless the members of each assistance unit in the household reside

together as a single economic unit subject to proration of the basic monthly

allowance, the home energy allowance and the supplemental home energy

allowance under section 352(e)(2)(i) of this Part. Any amounts by which the

rental obligation of the tenant is reduced below the amounts in the applicable

schedule in clause (iii) or clause (iv) of this paragraph as an allowance for

payment of utilities and any amounts remitted to the tenant or to a vendor for

payment of utilities as a result of participation in the section 8 program are

deemed to be an actual payment for housing by the tenant for the purposes

of this clause. No such utility allowance or reimbursement constitutes

income for purposes of determining eligibility for or the amount of public

assistance.

o^'T
20®^

Approval DateTN
/^
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(iii) Local agency maximum monthly section 8 rent allowances

By Family Size (No recipient having earned income which is or may

be exempt under Section 352.19 of this Part)

Number of Persons Receiving Assistance in Household

Number of

	

1

	

2

	

3

	

4

	

5

	

6 7

	

8 Each

children

	

additional

under 18

	

person

0

	

$59 $94 $125 $161 $198 $229 $260 $291
	$3
1

1

	

$42 $77 $108 $144 $181 $212 $243 $274

2

	

$60 $91 $127 $164 $195 $226 $257

3

	

$74 $110 $147 $ 178 $209 $240

4

	

$93 $130 $161 $192 $223

5

	

$113 $144 $175 $206

6

	

$127 $158 $189

7

	

$141 $172
$155

For each additional dependent child in the household under the age of 18 years, subtract

$17.

TN

	

Ai-, t

	

10h1920

JAN 0
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(iv) Local agency maximum monthly section 8 rent allowances

By Family Size
(At least one recipient having earned income

subject to disregard as a work expense)

Number of Persons Receiving Assistance in Household

Number of

	

1

	

2

	

3

	

4

	

5

	

6

	

7

	

8• Each

children

	

additional

under 18

	

person

0

	

$98 $133 $164 $200 $237 $268 $299 $330

	

$31

1

	

$81 $116 $147 $183 $220 $251 $282 $313

2

	

$99 $130 $166 $203 $234 $265 $296

3

	

$113 $149 $186 $217 $248 $279

4

	

$132 $169 $200 $231 $262

5

	

$152 $183 $214 $245

6

	

$166 $197 $228

7

	

$180 $211
$194

For each additional dependent child in the household under the age of 18 years, subtract

$17.

(e) Rent allowances for hotel/motel facilities. An allowance for shelter must be made

for recipients temporarily housed in hotel/motel facilities under the following

circumstances:

(1). No other suitable housing either public or private is available to house the

recipient.

. (2) Hotel/motel accommodations without cooking facilities must be utilized only

when accommodations with such facilities are not available. An allowance for the

actual cost of the rental of a refrigerator, not to exceed $10 per week per room,

must be made when a homeless family is temporarily placed in a hotel/motel which

does not have cooking facilities and which provides a refrigerator on a rental basis.

(3) The continued need for hotel/motel accommodations must be reviewed,

evaluated and authorized monthly by the social services district.

0CT. 200L

0
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(4) A detailed report of that review, eva tion and authorization must be

submitted to the department's division of income maintenance on the form

prescribed. by the department, on or before the 14th working day of the fourth

month of temporary residence, and at monthly intervals thereafter.

(f) Reimbursement for shelter costs and restaurant allowances and rental fees for

refrigerators as provided for in paragraph (e)(2) of this section is available to social

services districts for expenditures made by such districts on behalf of recipients

temporarily living in hotels or motels for so long as the recipients are actively seeking

	

permanent housing, but in no event for a period in excess of six months unless the local

commissioner of social services determines on an annual basis that housing other than

hotels or motels or facilities regulated under Part 900 of this Title is not readily available in

the social services district and the commissioner submits such determination to the

department on an annual basis. Upon such a determination and submission, the social

services district will continue to be reimbursed for shelter costs, restaurant allowances as

appropriate and rental fees for refrigerators provided to public assistance recipients

	

beyond such six month period. A recipient's continued need 'for hotel/motel

}accommodations must. by reviewed and evaluated monthly. The maximum reimbursable

amount for shelter costs after August 1, 1984 is $16 per day for the first person in each

hotel room, and $11 per day for the remaining occupants in each room. Restaurant

allowances, if necessary, must be provided in accordance with department regulations.

(g) Standards. No family must be referred to a hotel/motel, nor must any

reimbursement be made for costs incurred from such referral unless all of the

requirements set forth below are met:

(1) Primary consideration must be given to the needs of children. Specific

factors considered must include but must not be limited to educational needs,

security-, the nature of the facility in which the children would be placed, and factors

which will insure the minimum disruption of community ties.

(2) The hotel/motel must have appropriate contractual or other arrangements for

maintenance, repair and sanitation in the hotel/motel. The hotel/motel must have

available for review by the local social services district information verifying the

above-mentioned arrangements or record of such. Such information would include,

for example, contracts with private carters, bills, receipts, or other evidence of

performance. Such arrangements must include but not be limited to agreements for

provision of the following services-

(i) - removal of garbage;
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(ii) maintenance of floor coverings, draperies and furniture;

(iii) repainting of the facility at least once every five years;

(iv) maintenance and inspection of the electrical system;

(v) maintenance of plumbing and plumbing fixtures;

(vi) maintenance and inspection of heating, ventilation and air

conditioning systems;

(vii) a regular vermin control program; and

(viii) provision to insure that. entrances, exits, steps and walkways are kept

clear of garbage, ice, snow and other hazards.

(3) Rooms must be cleaned at least every other day by hotel /motel staff.

(4) Furniture necessary for daily living, including but not limited to tables,

bureaus, chairs, beds and cribs must be in each room.

(5) No more than two adults must be placed in the same room.

(6) When children are placed in the same room as adults, there must be

sufficient beds so children must not have to share single beds.

(7) All mattresses and bedding material must be clean. Each bed must have at

least two clean sheets, adequate clean blankets, clean pillows and pillowcases. A

complete change of linens must be made by hotel/motel staff at least once a week

and more often where individual circumstances warrant or when a new family

occupies the unit. Each unit must be supplied with towels, soap and toilet tissues. A

clean towel must be provided daily to each resident.

(8) Each unit must have operational door and window locks. All windows at and

above the second floor must have window guards in place unless windows are

sealed and the air conditioning works.

(9) A heating system must be permanently installed and operated in accordance

with applicable local law. Where local law or code does not govern the provision of

heat, the system will provide heat to maintain a temperature of 69°F (20°C) in all

occupied parts of the building, including corridors. Where windows do not open,

proper ventilation, including but not limited to air conditioning, must be operational.
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(10) Each family must have a private bathroom. At a minimum, this must include

a toilet, a sink and a shower or bathtub, all of which must be properly maintained

with hot and cold running water. Couples without children may be placed in rooms

with common bathroom facilities.

(h) Inspection. Local social services districts which make hotel/motel referral must

inspect at least once every six months the hotels/motels in which families are placed. In

addition to verifying that the hotel /motel meets the requirements set forth in subdivision (g)

of this section, the local district must make appropriate inquiries to determine whether the

hotel/motel is in compliance with all applicable state and local laws, regulations, codes

and ordinances. Any violation found during the on site inspection must be reported to

appropriate authorities. Further, each inspection must at least review arrangements for

hygiene, vermin control, security, furnishings, cleanliness and maintenance and must

include a review of any applicable documents pertaining to compliance with any local laws

or codes. A written report must be made of each such inspection and must be maintained

at the office of the local district together with such other information as the district may

maintain concerning the families placed in the hotel/motel.

(i) (1) To the extent that units of housing are available and subject to department

approval based upon the housing conditions in the region, social services districts

may provide an allowance to secure housing to any homeless family:

(i) residing in a municipality having a rental vacancy rate for low-income

housing less than three percent;

(ii) for whom no housing can be located at a rent within the shelter

maximum under this section; and

(iii) in which at least one member of the family has resided in a hotel or

motel and/or a shelter (including, but not limited to, facilities operated under

Part 900 of this Title) at public expense for a period exceeding 12 weeks.

Social services districts may consider decreasing this length of stay

requirement if a long term temporary placement in a hotel or motel or shelter

would be detrimental to the health and welfare of families, including families

with immediate medical needs.

(2) , In determining priority for placement in housing units for which an allowance

is paid under this subdivision, the district must consider factors affecting need such

as:

61-of
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(i) the length of stay in a hotel or motel and/or a shelter (including, but

not limited to, facilities operated under Part 900 of this Title) at public

expense;

(ii) the size of the family; and

(iii) the location of schools in relation to the temporary housing where the

family is residing.

(3)

	

Social services districts must submit to the department for approval annual

plans for the operation of programs to make allowances available under this

subdivision. Plans must be submitted within 45 days after funds have been

authorized in the State budget for allowances for this program.

(i) indicate the number of units of housing for which the allowance will be

made available pursuant to this subdivision, identifying the number that

would be privately owned units and the number that would be publicly owned

units, and the amount of funds being requested,

(ii) describe the housing to be utilized,

(iii) indicate the number of months that the allowance will be available

-(not to exceed eight months in the case of privately owned units or four

months in the case of publicly owned units),

(iv) set forth the procedures for assuring local housing code compliance,

(v) set forth the procedures to identify those families likely to be long -

term residents of hotels and motels and/or shelters (including, but not limited

to, facilities operated under Part 900 of this Title)

(vi) indicate the criteria to be used in determining priorities for placement,

(vii) indicate the services available in the social services district to assist

persons to remain in housing after placement under this program;

(viii) indicate the number of homeless facilities in the-social services district

that requested emergency housing each month during the most recent

twelve month period and the number of families that resided in hotels and

motels and/or shelters during the most recent twelve month period; and

.Approva l Date OCT 9 204
tw^
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(ix)

	

indicate the number of months that the social services district will

require ;participating landlords to make specified apartments available to

selected families.

(4) The allowance consists of a rent supplement in an amount to be determined

by the social services district, with the prior approval of the department, but cannot

	

exceed the difference between the maximum shelter allowance and the hotel/motel

rate for the family. Social services districts must submit claims for State

reimbursement for such allowances on forms and in the manner prescribed by the

department.

(5) No allowance will be paid under this subdivision for housing developed for

the homeless financed partially or wholly with public funds.

(6) No allowance under this subdivision will be paid unless the social services

district documents that such allowance will not be used to replace funds previously

used, or designated for use, to secure housing for homeless families.

(7) No allowance provided under this subdivision will be paid for housing which

does not comply with or which is not brought into substantial compliance with the

local housing code or which has been occupied by a family receiving Family

Assistance (FA) or Safety Net Assistance (SNA) within one year prior to the

payment of an allowance hereunder; provided, however, that such allowance may

be held in escrow by the district pending correction of existing code violations.

Moreover, no allowance will be paid unless the participating landlord agrees to

make a specified apartment available to the selected family for a period of up to 32

months as approved by the department, except as provided herein. The landlord

must agree that, in the event that a selected family does not remain for any reason

in the specified apartment for the period for which it is to be available, the landlord

will return a pro rata portion of the allowance reflecting the balance of the period. In

such event, the district may provide an allowance with respect to a subsequently

selected family for the balance of the period, provided further that such family

meets the eligibility criteria set forth in this subdivision.

(8) Allowances provided under this subdivision must be paid for a maximum

period specified by the district and approved by the department.

(9) Social services districts providing allowances under this subdivision must

submit information on a monthly basis in a manner prescribed by the department,

including but not limited to:

OCT 9 2I•
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(i) the number of units rented that were privately owned and the number

of units rented that were publicly owned and the addresses of such units;

(ii) the individual allowances issued; and

(iii) the number of families leaving apartments funded with allowances

under this subdivision.

(j) If rent has not been paid for the month in which the case is accepted, a non-

prorated shelter allowance, not to exceed the appropriate local agency maximum monthly

shelter allowance, must be provided to retain the living accommodation.

(k) Emergency shelter allowances:

(1) An emergency shelter allowance must be provided, upon request, to a

household composed of an applicant for or recipient of public assistance, who has

been medically diagnosed as having AIDS or HIV-related illness as defined from

time-to-time by the AIDS Institute of the State Department of Health, and any

family members residing with such person. Such household must be homeless or

faced with homelessness and have no viable and less costly alternative housing

available. The social and medical needs of the household members must be

considered in making. a determination concerning the availability of alternative

housing.

(2) An emergency shelter allowance must not exceed $480 for the first person in

the household and $330 for each additional person in the household, and in no

event be greater than the actual monthly rent due. A person with AIDS or HIV-

related illness is considered to be the first person in the household. Except for

cases specified in paragraph (3) of this subdivision, the emergency shelter

allowance is considered to be the household's public assistance shelter allowance

for public assistance budgeting purposes.

(3) When a household comprising both FA and SSI eligible persons requests an

emergency shelter allowance, the social services district must compute the amount

of the allowance as follows:

(i)

	

determine the public assistance grant of the FA eligible persons using

the appropriate rent schedule amount in section 352.3(a) of this Part;
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(ii) calculate the net amount of actual household shelter costs by

subtracting the appropriate rent schedule amount, as determined by

referring to section 352.3(a) of this Part, from the total actual household

shelter costs;

(iii) calculate the maximum amount of emergency shelter allowance

available to the household by subtracting the appropriate rent schedule

amount, as determined by referring to section 352.3(a) of this Part, from the

maximum allowance authorized by paragraph (2) of this subdivision for the

total number of persons in the household; and

(iv) subtract the SSI benefits and other income of the SS I eligible persons

from the sum of the amount calculated in accordance with the provisions of

subparagraph (ii) or subparagraph (iii) of this paragraph, whichever is less,

and the incremental non-shelter public assistance standard of need of the

SSI eligible persons. The resulting amount, if greater than zero, is the

household's emergency shelter allowance. This allowance is added to the

public assistance grant determined in accordance with subparagraph (i) of

this paragraph.

(4)

	

When necessary, social services districts must:

(i) address the social services needs of a person in receipt of an

emergency shelter allowance through the direct provision of services or

through the provision of appropriate information and referral services; efforts

should be made to ensure that an applicant for or a recipient of such an

allowance has established appropriate social and medical support networks;

(ii) assist an applicant for or a recipient of an emergency shelter

allowance to secure the required documentation so that eligibility for such

allowance can .be determined; and

(iii) arrange for required face-to-face interviews to be conducted during

home visits or at other appropriate sites. In accordance with department

regulations, designated representatives may file and sign application and

recertification documents on behalf of an applicant for or a recipient of an

emergency shelter allowance.

TN

	

__...___......._.....

	

...y...Hpprova f Date OCT

	

0104

Supers;-,(112 s f' f ect'1'^^ Date JAN 0 1 2W



Supplement 1 to Attachment 2.6A

,Page la-18

Attachment E

Page 18 of 40

352.4 Shelter costs for applicant/recipient -owned property.

(a)

	

Purchase of interest in low cost housing development.

(1) A social services official may approve a grant, not to exceed $2,500 toward

the purchase of an interest in a cooperative unit in a low cost housing

development.

{2)

	

The social services official must require assignment of applicant's/recipient's

equity in such cooperative housing.

(b) Carrying charges. On applicant/recipient-owned property used as a home, carrying

charges must be met in the amount actually paid by the applicant/recipient, but not in

excess of the appropriate maximum of the rent schedule, for the items of taxes; interest on

mortgage; fire insurance; and garbage disposal, sewer and water assessments.

(c) Amortization. The amounts required to amortize a mortgage on the

applicant's/recipient's property must be included in the carrying charges when property is

income-producing and the resulting carrying charges do not exceed the property income

by an amount in excess of the maximum of the established rent schedule or when

property is not income-producing but it is essential to retain the home of the

applicant/recipient and the resulting carrying charges do not exceed the appropriate

maximum of the established rent schedule.

(d)

	

Property repairs. The cost of property repairs must be met when:

(1) the property is income-producing and the repairs are essential to retain that

status; or

(2) the repairs are essential to the health or safety of the applicant/recipient.

(e)

	

Shelter costs of property deeded to social services official.

(1) Property on which a social services official has taken a deed under the

provisions of section 106 of the Social Services Law may be used to shelter a

public assistance recipient whether it be the recipient who conveyed such property

or other recipient.
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(2) Except in cases when property is used to shelter a surviving spouse of a

former recipient who conveyed such property, it must be used to shelter other

recipients only for a period of one year subsequent to the date of the death of the

recipient who conveyed such property. After the expiration of a six-month period

from such date of death but on or before the expiration of such one year,

appropriate action must be taken to initiate a sale of such property in accordance

with the provisions of section 106 of the Social Services Law.

(3) In cases in which property conveyed to a social services official is used to

shelter a recipient other than the recipient who conveyed such property or his

surviving spouse, a reasonable r ntaI-.fGi such shelter must be determined. Such

reasonable rental must be included in the grant of assistance of the recipient

sheltered in such property and the net amount of such rent, in excess of all carrying

charges paid for by the social services district, must be credited to the amount

required to redeem the property as provided in section 106 of the Social Services

Law.

352.5 Energy assistance.

(a)

	

Tenant and customer of record requirements.

Prior to granting energy assistance under subdivisions (b) through (g) of this section, it

must be documented that the applicant/recipient/grantee is the tenant and customer of

record. A tenant of record is a person who has primary responsibility for payment of the

monthly rent or mortgage for the dwelling unit. Individuals who contribute a portion of the

monthly rent/mortgage to a person responsible for payment of the monthly rent/mortgage

for the dwelling unit will not be considered a tenant of record. A customer of record is a

person who has an account in his or her name with a home energy vendor. An individual

who is not the tenant and customer of record considered to meet the tenant and customer

of record requirement(s) when such individual is the spouse of the tenant and customer of

record who is living in the same household or who is the surviving spouse of a deceased

spouse who was the tenant and customer of record. The term home energy vendor

means an individual or entity engaged in the business of selling electricity, natural gas, oil,

propane, kerosene, coal, wood, or any other fuel used for residential heating and/or

domestic (lights, cooking, hot water) energy.
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f,

Each social services district must grant an allowance for fuel for heating to a public

assistance applicant/recipient or self-maintaining grantee in receipt of public assistance for

a dependent child or children when it is documented that the applicant/recipient/ grantee is

the tenant of record, as defined in subdivision (a) of this section, with primary

responsibility for payment of the residential heating costs. A fuel for heating allowance

must also be granted to a public assistance applicant/recipient/grantee whose utility

heating bill may include costs for service for the applicant/recipient/grantee's own

residential unit and for space outside that unit or whose non-utility heating bill includes

costs for the applicant/recipient/grantee's own residential unit

	

and for other residential

units when it is documented that the applicant/recipient/grantee is the tenant and

customer of record as defined in subdivision fa) of this section. When a fuel for heating

allowance is granted to an applicant/recipient/grantee who is the customer of record for a

utility bill which may include costs for service for the applicant/recipient/grantee's own

residential unit and for space outside that unit, the social services district must determine

whether a referral for a shared meter investigation, in accordance with the provisions of

section 52 of the Public Service Law, is appropriate. A fuel for heating allowance is not

granted to an applicant/recipient/grantee budgeted in accordance with the Section 8

certificate housing. provisions outlined in section 352.3(dX2)(ii) of this Part. To have

primary responsibility for the payment of residential heating costs, the

applicant/recipient/grantee must be the customer of record, as defined in subdivision (a) of

this section, for the residential heating bill with a home energy vendor. Fuel for heating

allowances must be provided on a 12-month heating season (October 1st September

30th) in accordance with the following schedules and must be based upon the

applicant/recipient/grantee's primary residential heating source:

. SCHEDULE SA-6a
MONTHLY ALLOWANCES-EOR FUEL FOR HEATING

BEGINNING OCTOBER 1, 1987:
Oil, Kerosene, Propane

Counties of: Nassau, New York City, Suffolk, Westchester

Number of persons

	

1 2 3 4 5 6 7 8+

12 month

	

$70 70 70 73 77 82 88 93

Counties of. Chautauqua, Dutchess, Orange, Putnam, Rockland, Ulster

Number of persons

	

1 2 3 4 5 6 7 8+

12 month

	

$68 68 68 71 74 80 85 91
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Counties of: Columbia, Erie, Genesee, Livingston, Monroe, Niagara, Onondaga,

Ontario, Orleans, Oswego, Wayne

Number of persons

	

1 2 3 4 5 6 7 8+

12 month

	

$69 69 69 72 75 81 87 92

Counties of. Albany, Cayuga, Chemung, Greene, Schenectady, Schuyler, Seneca,

Tompkins, Yates
Number of persons

	

1 2 3 4 5 6 7 8+

12 month

	

$69 69 69 72 75 81 87 92

Counties of: Allegany, Broome, Cattaraugus, Chenango, Cortland, Delaware, Fulton,

Jefferson, Madison, Montgomery, Otsego, Rensselaer, Saratoga, Schoharie,

-Steuben, Sullivan, Tioga, Warren, Washington, Wyoming

Number of persons

	

1 2 3 4 5 6 7 8+

12 month

	

$72 72 72 .75 78 84 90 96

Counties of: Clinton, Lewis, Oneida, St. Lawrence

Number of persons

	

1 2 3 4 5 6 7 8+

12 month

	

$71 71 71 74 78 83 89 95

Counties of: Essex, Franklin, Hamilton, Herkimer

Number of persons

	

1 2 3 4 5 6 7 8+

12 month

	

$77 77 77 80 84 90 96 102

SCHEDULE SA-6b
MONTHLY ALLOWANCES FOR FUEL FOR HEATING

BEGINNING OCTOBER 1, 1987:

Natural Gas, Coal, Wood, Municipal Electric Utilities

not Regulated by the Public Service Commission,

Any Other Fuel not Covered by SA-6a and SA-6c

Counties of: Nassau, New York City, Suffolk, Westchester

Number of persons

	

. 1 2 3 4 5 6 7 8+

12 month

	

$56 56 56 58 61 165 69 74

Counties of: Chautauqua, Dutchess, Orange, Putnam, Rockland, Ulster

Number of persons

	

1 2 3 4 5 6 7 8+

12 month -

	

$55 55 55 57 60 64 68 73
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Counties of: Columbia, Erie, Genesee, Livingston, Monroe, Niagara, Onondaga, Ontario,

Orleans, Oswego, Wayne

Number of persons

	

1 2 3 4 5 6 7 8+

12 month

	

$54 54 54 56 58 63 67 71

Counties of. Albany, Cayuga, Chemung, Greene, Schenectady, Schuyler, Seneca,

Tompkins, Yates

Number of persons.

	

1 2 3 4 5 6 7 8+

12 month

	

$58 58 58 60 63 68 72 77

Counties of: Allegany, Broome, Cattaraugus, Chenango, Cortland, Delaware, Fulton,

Jefferson, Madison, Montgomery, Otsego, Rensselaer, Saratoga, Schoharie,

Steuben, Sullivan, Tioga, Warren, Washington, Wyoming

Number of persons

	

1 2 3 4 5 6 7 8+

12 month

	

$58 58 58 60 63 67 72 77

Counties of: Clinton, Lewis, Oneida, St. Lawrence

Number of persons

	

1 2 3 4 5 6 7 8+

12 month

	

$55 55 55 -57 60 64 69 73

Counties of: Essex, Franklin, Hamilton, Herkimer

Number of persons

	

1 2 3 4 5 6 7 8+

12 month

	

$66 66 66 68 71 77 82 87

SCHEDULE SA-6c

MONTHLY ALLOWANCES FOR FUEL FOR HEATING

BEGINNING OCTOBER 1, 1987:

Public Service Commission -Regulated Electric Utilities, Village of Greenport Electric

Counties of: Nassau, New York City, Suffolk, Westchester

Number of persons

	

1 2 3 4 5 6 7 8+

12 month

	

$90 90 90 94 99 106 113 120

Counties of: Chautauqua, Dutchess, Orange, Putnam, Rockland, Ulster

Number of persons

	

1 2 3 4 5 6 7 .

	

8+

12 month

	

$105105 105 109 114 123 131 139

Counties of: Columbia, Erie, Genesee, Livingston, Monroe, Niagara, Onondaga, Ontario,

Orleans, Oswego, Wayne

Number of persons

	

1 2 3' 4 5 6 7 8+

12 month

	

$107 107. 107 111 117 125 134

	

142
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Counties of: Albany, Cayuga, Chemung, Greene, Schenectady, Schuyler, Seneca,

Tompkins, Yates
Number of persons

	

1 2 3 4 5 6 7 8+

12 month

	

$120 120 120 125 131 140 150 160

Counties of: Allegany, Broome; Cattaraugus, Chenango, Cortland, Delaware, Fulton,

Jefferson, Madison, Montgomery, Otsego, Rensselaer, Saratoga, Schoharie,

Steuben, Sullivan, Tioga, Warren, Washington, Wyoming

Number of persons

	

1 2 3 4 5 6 7 8f

12 month

	

$122 122 122 127, 133 142 152 162

Counties of: Clinton, Lewis, Oneida, St. Lawrence
Number of persons

	

1 2. 3 4 5 6 7 8+

12 month

	

$122 122 122 127 133 143 153 163

Counties of: Essex, Franklin, Hamilton, Herkimer
Number of persons

	

1. 2 3 4 5 6 7 8+

12 month

	

$140 140 140 146 153 164 175 186

(c) Payment essential to obtain non-utility heating fuel for an applicant for family

assistance (FA), safety net assistance (SNA), veteran assistance or emergency public

assistance. The district must authorize a nonrecoupable payment to an applicant for family

assistance, safety net assistance, veteran assistance or emergency public assistance for

non-utility (other than natural gas or electricity) heating fuel, including an applicant whose

non-utility heating bill includes costs for the applicant's own residential unit and for other

residential units, provided such payment is necessary to obtain non-utility heating fuel

essential for the applicant's residential heating purposes. Such payment may only be

made when it is documented that the applicant is the tenant of record and the customer of

record, as defined in subdivision (a) of this section, and alternative payment or housing

accommodations cannot be arranged and the applicant is without liquid resources to pay

for such non-utility heating fuel. Such payment must not exceed the cost of non-utility

heating fuel required to meet the applicant's immediate need. However, once an initial

payment has been authorized for an applicant whose non-utility heating bill includes costs

for the applicant's own residential unit and for other residential units, subsequent

emergency payments to obtain non-utility heating fuel for that applicant may only be

authorized for deliveries made on an alternate basis with the other unit(s) sharing the fuel

source. Prior to issuing payment for each subsequent delivery, it must be documented

that heating fuel in amounts reasonably comparable to the most recent delivery paid for by

the social services district has been provided by or on behalf of the other unit(s) sharing

the fuel source. When the alternate delivery requirement has not been met or cannot be
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documented, the social services district must address the applicant's hearing emergency

with alternative methods. These methods include, but are not limited to, the following:

referrals to services and/or other agencies; exploration of alternative housing; exploration

of other funding sources (including HEAP); or the lending of safe supplemental heating

devices. Documentation of need for the social services district payment must be fully

recorded in the applicant's case file.

(d) Payment essential to obtain non -utility heating fuel. This subdivision applies to

recipients of family assistance, safety net assistance, veteran assistance, or self-

maintaining grantees in receipt of family assistance or safety net assistance on behalf of

dependent children and in receipt of fuel for heating allowances as outlined in subdivision

(b). of this section. An advance allowance subject to recoupment, in accordance with

section 352 .11 of this Part, must be authorized for such recipient or grantee when it is

documented that the recipient/grantee is the tenant and customer _of record for the

residential heating bill, as defined in subdivision (a) of this section, and when the

recipient/grantee has made a request in writing for such an allowance and also has

requested in writing that the monthly grant be reduced to recover the advance allowance.

This provision is applicable in those cases where the recipient/grantee's non -utility -heating

bill includes costs for1he recipient/grantee's own residential unit and for other residential

units. Once an initial payment has been authorized for a recipient/ grantee whose non-

utility heating bill includes costs for the recipient/grantee's own residential unit and for

other residential units, subsequent payments to obtain non-utility heating fuel for that

recipient/grantee may only be authorized for deliveries made on an alternate basis with

the other unit(s) sharing the fuel source. Prior to issuing payment for each subsequent

delivery, it must be documented that heating fuel in amounts reasonably comparable to

the most recent delivery paid for by the social services district has been provided by or on

behalf of the other unit(s) sharing the fuel source. When the alternate delivery

requirement has not been met or cannot be documented, the social services district must

address the recipient/grantee's heating emergency with alternative methods. These

methods include, but are not limited to, the following: referrals to services and/or other

agencies; exploration of alternative housing; exploration of other funding sources

(including HEAP); or lending of safe supplemental heating devices.

(e) Payment essential to continue or restore utility service for an applicant for family

assistance, safety net assistance, veteran assistance or emergency public assistance. A

payment must be made for utilities previously provided to an applicant for family

assistance, safety net assistance, veteran assistance or emergency public assistance if

such payment is essential to continue or restore utility service. Payment essential to

continue or restore utility service may be provided to an applicant whose utility bill includes

-costs for service for the applicant's own residential unit and for space: outside that unit.

Payment may only be made when it is documented that the applicant is the tenant of

record and the customer of record, as defined in subdivision (a) of this section, and
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alternative payment or housing accommodations cannot be made and the applicant is

without liquid resources to continue or restore utility service. Payment must not exceed

the cost of utilities provided to the applicant during the four most recently completed

monthly billing periods or two most recently completed bi-monthly billing periods for which

a bill has been issued immediately preceding the date of application for such assistance.

Payment is limited to the applicant's proportionate share of the cost of service for the most

recently completed four monthly or two most recently completed bi-monthly billing periods

for which a bill has been issued immediately preceding the date of application for such

assistance when the applicant's utility bill includes costs for service for the applicant's own

residential unit and for space outside that unit. Payment must not'exceed the balance due

on the account. In a shared meter situation subject to the provisions of section 52 of the

Public Service Law, the proportionate share is to be determined by the utility company's

apportionment of retroactive charges upon completion of a shared meter investigation and

determination. As a condition of receiving such assistance, an applicant not in receipt of

recurring public assistance or supplemental security income whose gross monthly

household income on the date of application exceeds the public assistance standard of

need for the same size household must sign an agreement to repay the assistance within

one year of the date of the payment. A household consists of all persons who occupy a

housing unit. A house, an apartment or other group of rooms, or a single room is

regarded as a housing unit when it is occupied or intended for occupancy as separate

living quarters. A household includes related family members and all unrelated persons, if

any, such as lodgers, foster children, wards, or employees who share the housing unit. A

person living alone, or a group of unrelated persons sharing a housing unit as partners,

also constitutes a household. The public assistance standard of need is determined by

applying the following statewide standards of need in accordance with office regulations:

the pre-add allowance as set forth in Schedule SA-2a of section 352.3 of this Part; the

shelter allowance as paid, but not to exceed the maximum allowance set forth in section

352.3 of this Part; the fuel allowance set forth in Schedule SA-6a, SA-6b or SA-6c of

section 352.5 of this Part, if the applicant is the tenant of record and customer of the

record for the residential heating bill; the home energy and supplemental home energy

payments (HEA and SHEA) as set forth in schedule SA-2b or SA 2c of section 352.1 of

this Part; and, if applicable, the additional cost of meals for persons unable to prepare

meals at home as set forth in schedule SA-5 of section 352.7 of this Part. The repayment

agreement must set forth a schedule of payments that will assure repayment within one

year of the date of payment. Subsequent assistance to continue or restore utility service

must not be provided unless any prior utility arrearage payments have been repaid or are

being repaid in accordance with the ' schedule of payments contained in each prior

repayment agreement as of the date of application for such subsequent assistance.

Repayment agreements under this subdivision may be enforced in any manner available

to a creditor, in addition to any other remedy the district may have pursuant to the Social

Services Law.
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(f) Payment essential to continue or restore utility service for a recipient of family

assistance, safety net assistance, veteran assistance, or self-maintaining grantee in

receipt of public assistance for dependent children and in receipt of a home energy

allowance and supplemental home energy allowance (HEA and SHEA) and/or a fuel for

heating allowance, as defined in subdivision (b) of this section. For purposes of this

subdivision, the term recipient is defined as: a recipient of family assistance, safety net

assistance, veteran assistance, or a self-maintaining grantee in receipt of public

assistance on behalf of dependent children and in receipt of a HEA and SHEA and/or a

fuel for heating allowance, as defined in subdivision (b) of this section.

(1) A payment must be made for utilities previously provided to a recipient of

family assistance, safety net assistance, veteran assistance or grantee in receipt of

public assistance for dependent children and in receipt of an HEA and SHEA

and/or a fuel for heating allowance, as defined in subdivision (b) of this section if

such payment is essential to continue or restore utility service. Payment essential

	

to continue or restore utility service may be provided to a recipient whose utility bill

includes costs for service for the recipient's own residential unit and for space

outside that unit. Payment may only be granted when it is documented that the

recipient/grantee is the tenant and customer of record, as defined in subdivision (a)

of this section and when alternative payment or housing accommodations cannot

be made and the recipient is without liquid resources to continue or restore utility

service. Payment must not exceed the cost of utilities provided to the recipient for

the four most recently completed monthly billing periods or two most recently

	

completed bi-monthly billing periods in which service was rendered within the 10

monthly or five bi-monthly most recently completed billing periods immediately

	

preceding the date of request for such assistance. When the recipient's utility bill

includes costs. for service for the recipient's own residential unit and for space

outside that unit, payment is limited to the recipient's proportionate share of the cost

of service for the time frames outlined above. In a shared meter situation subject to

the provisions of section 52 of the Public Service Law, the proportionate share is to

be determined by the utility company's apportionment of retroactive charges upon

completion of a shared meter investigation and determination. Payment must not

exceed the balance due on the account and must be provided in accordance with

the provisions of paragraphs (2), (3) and (4), (5), (6), and (7) of this subdivision.

(2) Payment must be provided as a nonrecoupable grant when it is documented

that during the period specified in paragraph (1) of this subdivision the recipient has

fully applied the public assistance grant to purposes intended to be included in such

grant. Such documentation for recipients not budgeted in accordance with the

Section 8 certificate housing provisions outlined in section 352.3(d)(2)(ii) of this

Part must include proof of payment of: an amount at least equal to the combined
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Home Energy Allowance and supplemental Home Energy Assistance (HEA and

SHEA) budgeted in the public assistance grant to domestic (lights, cooking, hot

water) energy costs; the monthly fuel for heating allowance budgeted in the public

assistance grant to incurred heating costs; and the monthly shelter allowance

budgeted in the public assistance grant to shelter costs. In addition, there must be

no other evidence of mismanagement. Documentation for recipients budgeted in

accordance with the provisions outlined in section 352.3(d)(2)(ii) of this Part must

include proof of payment of. an amount at least equal to the combined Home

Energy Allowance and Supplemental Home Energy Allowance (HEA and SHEA)

budgeted in the public assistance grant to domestic energy costs (lights, cooking,

hot water); an amount at least equal to the shelter allowance budgeted in the public

assistance grant towards shelter, heating, water, and other shelter -related items

covered , by the federal Department of Housing and Urban Development utility

allowance. In addition, there must be no other evidence of mismanagement.

(3) If such recipient is not eligible for a nonrecoupable grant pursuant to

paragraph {2) of this subdivision, or for other available non -recoupable grants

including Home Energy Assistance Program benefits, payment must be provided

as an advance allowance subject to recoupment in accordance with section 352.11

of this Part.

(4) Whenever a social services district makes an arrearage payment to continue

or restore the utility service of a public assistance recipient, the district must also,

prospectively for a period of six months or until the case is closed, whichever

occurs first, act as a guarantor of the recipient's future utility bills or place the

recipient on voucher payment. When the recipient is the customer of record fora

utility bill which includes costs for service for the recipient's own residential unit and

for space outside that unit, only the recipient's proportionate share of the bill is the

prospective responsibility of the social services district.

(5) If the-agency uses a voucher payment to meet the prospective responsibility

for an FA recipient the agency must be able to document recipient

mismanagement. For the purposes of this, subdivision, mismanagement is

determined in accordance with the provisions outlined in paragraph (2) of this

subdivision. In such cases, amounts not to exceed the following are restricted from

the recipient's grant:

(I) if the recipient's utility bill represents "heat only," and the recipient

does not reside in or is not budgeted. in accordance with the `Section 8

certificate housing provisions outlined in section 352.3(d)(2)(ii) for this Part,

the recipient's monthly fuel for heating allowance is removed from the

recipient's monthly grant. If the r'ecipient's utility bill represents "heat only"

S u,perseri^F 0 at M 0 2amf



Supplement 1 to Attachment 2.6A

Page la-28

a Ma

aFFICIAI

	

Attachment E

	Page 28 of 40

and the recipient does reside in Section 8 certificate housing or is budgeted

in accordance with section 352.3(d)(2)(ii) of this Part, the balance of the

shelter allowance minus the actual rent obligation, up to an amount equal to

the appropriate fuel allowance schedule set forth in subdivision (b) of this

section for the appropriate heating type and public assistance household

size, is removed from the grant. Heating costs paid by the district which

exceed the amount removed from the recipient's grant are considered to be

overpayments subject to recoupment in accordance with section 352.31(d)

of this Part;

(ii) if the recipient's utility bill represents domestic costs only (lights,

cooking, hot water), the recipient's Home Energy Allowance and

Supplemental Home Energy Allowance (HEA and SHEA) or the average

monthly cost of the recipient's domestic utility service, whichever is less, is

removed from the recipient's grant. Domestic energy costs paid by the

district which exceed the amount removed from the grant must be

considered to be overpayments subject to recoupment in accordance with

section 352.31(d) of this Part.

(iii) if the recipient's utility bill represents heat and domestic costs, a

combination of the amounts outlined in subparagraphs (i) and (ii) of this

paragraph is removed from the grant. If the recipient's combined heat and

domestic costs exceed the amounts removed from the recipients grant, the

balance must be considered an overpayment subject to recoupment in.

accordance with section 352.31(d) of this Part.

(6) if the agency uses a vendor payment to meet the prospective responsibility

for an SNA recipient, the agency may do so in accordance with section 381.3(cX2)

of this Title.

(7) When a recipient has been placed on vendor payment, whereby the social

services district pays the energy vendor directly, as a result'of mismanagement by

the recipient or for administrative ease, the district must at least annually, at case

closing, and upon termination of the vendor payment arrangement, determine if

there has been an under/overpayment. Identified underpayments/overpayments

are to be reconciled in accordance with section 352.31(d),(e), and /or (f) of this Part.

(g)

	

(1)

	

For recipients with heating costs in excess of their annual allowance

provided pursuant to the schedules set forth in this section, the district should

explore the possibility of

	

alternative housing (renters only) and/or

weatherization /conservation services.
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(2) Recipients who retain responsibility for the payment of their own heating bills

should be made aware ofe and encouraged to use budget billing programs offered

by their heating vendors.

(3) When the heating and/or domestic energy bill of a public assistance

recipient/grantee has been placed on vendor payment as a result of a

mismanagement determination, voluntary request, or administrative ease provision,

the district must determine if there has been an under/overpayment. This

reconciliation must be conducted at least annually, at case closing, and upon

termination of the vendor payment arrangement. Identified under/overpayments

are to be reconciled in accordance with section 352.31(d), (e), and/or (f) of this

Part.

(h) The social services official must designate a staff member to function as a liaison to

energy vendors, other agencies, and to individuals seeking energy-related information

and/or assistance.

(i) The social services official must ensure that 24 hour/seven day a week referral

capability exists for receipt of referrals -from energy vendors, outside agencies, and

individuals with energy related emergencies. The official may either designate social

services district staff to be available on.a 24 hour, seven days a week basis or may

choose to designate an agency/organization in the community which agrees to accept

calls after normal business hours and on weekends and to assist a referred household in

the temporary alleviation of a life threatening energy emergency until the household can

make application for financial assistance on the next normal business day.

352.6 Miscellaneous shelter allowances and grants.

(a) (1) A social services official must provide funds for household moving expenses

utilizing the least costly practical method of transportation, a rent security deposit,

and/or a brokers' or finders' fee only when, in his judgment, one of the following

conditions exists:

(i) the move is to a less expensive rental property and the amount paid

for a security deposit and moving expenses is less than the amount of a two-

year difference in rentals; or

(ii) the move is necessitated by one of the following criteria:

(a) the need to move results from a disaster/catastrophe and/or a

vacate order placed against the premises by a health agency or code

enforcement agency;
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(b)

	

the move is necessitated by a serious medical or physical

handicap condition. Such need must be verified by specific medical

diagnosis;

(c) the individual or family is rendered homeless as a result of

having been put out by another occupant with whom they were

sharing accommodations;

(d) the move is from temporary to permanent housing;

(e) the move is from permanent housing to temporary housing

whenever necessary due to the unavailability of permanent housing;

(f) the move is from one temporary accommodation to another

temporary accommodation whenever necessary due to the

unavailability of permanent housing;

(g)

	

the move is from an approved relocation site or to an approved

cooperative apartment; or

(h) there is a living situation which adversely affects the mental or

physical health of the individual or family, and the need for alternate

housing is urgent, and not issuing a security deposit, moving

expenses and/or brokers' or finders' fees would prove detrimental to

the health, safety and well-being of the individual or family.

(2) A security deposit and/or brokers' or finders' fees must be provided only

when an applicant or recipient is unable to obtain a suitable vacancy without

payment of such allowances.

(3) Documentation of the need for a security deposit, moving expenses and/or

brokers' or finders' fees must be fully recorded in the case record.

(b)

	

Avoidance of abuses in connection with rent security deposits.

(1) Whenever a landlord requires that he be secured against nonpayment of

rent or for damages as a condition to renting a housing accommodation to a

recipient of public assistance, a local social services official may secure the

landlord by either of the following means:

(i)

	

by means of an appropriate agreement between -the landlord and the

social services official; or
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(ii) by depositing money in an escrow account, not under the control of

the landlord or landlord's agent, subject to the terms and conditions of an

agreement between the landlord and the social services official in such form

as the department may require or approve; provided, however, that the

provisions of this subparagraph do not apply where a public assistance

recipient resides in public housing.

(2) A social services official may not pay money to a landlord to be held as a

security deposit against the payment of rent or for damages by a public assistance

recipient, or issue a grant to a recipient of public assistance therefor, except as

provided in paragraph (3) of this subdivision.

(3) When, in the judgment of a social services official, housing accommodations

available in a particular area are insufficient to accommodate properly recipients of

public assistance in need of housing, and in order to secure such housing, it is

essential that the official pay money to landlords to be held as security deposits

against the non-payment of rent or for damages by public assistance recipients or

to issue grants to recipients of public assistance therefor, such social services

official may pay or furnish funds for such security deposits until sufficient housing

accommodations are available in the particular area to accommodate properly

recipients of public assistance in need of housing. Social services officials must not

pay or furnish such funds where recipients of public assistance reside in public

housing. In no case will temporary residence in a shelter, including those defined

in Parts 900 or 1000 of this Title, a hotel /motel or any other such emergency or

transitional residential facility be considered sufficient housing accommodations for

purposes of this paragraph. Landlords receiving such security deposits must

comply with the provisions of article seven of the General Obligations Law. The

recipient is required to assign to the social services official any right the recipient

may have to the return of the security deposit and interest accrued thereon. Any

social services official paying or furnishing funds for a security deposit in

accordance with this paragraph must make diligent- efforts to recover such

payments or funds from the landlord as allowed by law. Such efforts must not

delay recoupment or recovery from a recipient if recoupment or recovery from the

recipient is required by this section.
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(1) If as a result of non -payment of the shelter allowance, the security deposit or
security agreement for non -payment of rent is required to be paid to the landlord,
such payment must be considered to be an overpayment made to the recipient and
as such, must be recovered according to the provisions of section 352.31(d) of this
Part. If rent has not been paid due to a legitimate landlord /tenant dispute, a rent
strike or.as a result of the application of Section 143-b of the Social Services Law,
such payment is not an overpayment and cannot be recouped or recovered.

(2) When a security deposit or monies under a security agreement are paid to a
landlord for damages caused by a recipient, such payment must be considered an
overpayment and must be recovered from a recipient pursuant to the provisions of
section 352.31(d) of this Part provided that a social services official has conducted
(or arranged for) a pre tenancy and post tenancy inspection or survey of the
premises, or verified by some other means that the damages were caused by the
recipient. The condition of the premises when the recipient moves and when the
recipient moves out must be documented and agreed to by signature of the
landlord and the recipient. If the verification does not confirm that there are
damages caused by the recipient, then cash must not be issued under a security
agreement or, if a cash security deposit had been issued and the landlord retains it
for .alleged damages, the social services official must attempt to recover the deposit
from the landlord. When the verification confirms that the recipient caused the
damages, the district must recover the deposit amount from the recipient.

(d) When non-payment of the shelter allowance or client-caused damages, as
confirmed by a pre-tenancy inspection and post-tenancy inspection or survey conducted
by the social services district or by some other means of verifying that the damages were
caused by the recipient pursuant to paragraph (2) of subdivision (c) of this section
necessitates the authorization of finders' or brokers' fees, or household moving expenses,
such payments must be considered to be overpayments made to the recipient and as
such, must. be recovered according to the provisions of section 352.31(d) of this Part. If
rent has not been paid due to a legitimate landlord /tenant dispute, a rent strike or as a
result of the application of Section 143-b of the Social Services Law, such payments are
not overpayments and cannot be recouped or recovered.

(e) Unless prohibited by State or federal law or regulation, an allowance for expenses,
not otherwise authorized under this title, for the repair, maintenance or retention of

housing occupied by, but not owned by, a recipient of public assistance must be paid
when necessary for the health and safety of the recipient and his or her family, when other
appropriate housing is not available and when the payment is necessary to permit the
recipient and his or her family to remain in the housing. An allowance for expenses for

(c)

	

Recovery of rent security payments.

Approval date.

a u Gj' h^it m



Supplement 1 to Attachment 2.6A

Page la-33

OFFICIR

	

Attachment E

	

Page 33 of 40

repair and maintenance must be paid only when the owner of the housing is not obligated

to provide the repair or maintenance. An allowance. under this subdivision does not

include payments for utility deposits for gas and electricity, payments covered under

subdivision (b) of this section, payments for rent, property taxes or mortgage arrears and

payments for litigation costs of any kind, including attorney's fees.

(f) An allowance for storage of furniture and personal belongings must be made when

it is essential, for circumstances such as relocation, eviction or temporary shelter, so long

as eligibility for public assistance continues and so long as the circumstances

necessitating the storage continue to exist.

352.7 Allowances and grants for other items of need.

(a)

	

Furnishings.

(1) If provision therefor cannot otherwise be made, each social services district

must provide for the purchase of necessary and essential furniture, furnishings,

equipment and supplies required for the establishment of a home for persons in

need of public assistance. For purposes of this subdivision, such an allowance

must be provided only when, in the judgment of the social services official, one of

the following conditions exists:

(i) An individual or family temporarily housed in a hotel, motel, homeless

shelter, residential program for victims of domestic violence or other

temporary accommodation to which the individual or family has been

referred by the social services district is being permanently rehoused in

unfurnished housing accommodations, and suitable furnished

accommodations are not available.

(ii) An unattached individual, whose needs cannot otherwise be met

under Part 397 of this Title, is discharged from an institution, is determined

to be capable of maintaining an apartment in the community, and suitable

furnished accommodations are not available.

(iii) An adult, whose needs cannot otherwise be met under Part 397 of

this Title, is discharged from an institution and wishes to rejoin his family,

which is in need of additional furniture to provide adequate shelter for him.

(iv) A child is returned to his parents, who are in need of additional

furniture to provide adequate shelter for him.
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(v)

	

An individual's or family's living situation adversely affects the physical
and mental health of that individual or family, and it is essential that the
individual or family be rehoused in unfurnished housing accommodations in
order to safeguard his or their health, safety and well-being.

(2) An allowance provided under paragraph (1) of this subdivision may not

exceed the amounts authorized for the appropriate rooms and items in the following

schedule:

SCHEDULE SA-4a
INITIAL OR REPLACEMENT COST OF ESSENTIAL

HOUSEHOLD FURNITURE, FURNISHINGS, EQUIPMENT AND SUPPLIES

Living room
Bedroom

with a single bed
with two single beds
with double bed

Kitchen
(excluding appliances)

Range
Refrigerator
Bathroom
equipment
Cabinet for linens
Stove for heating

$182

$145
$205
$184

$142 (plus $12 for each additional person)
$182
$182 (or $258 for four or more persons)
$ 6 (plus $4 for each additional person) Other

$ 22
$ 72 (or $82 for five or more persons)

(3)

	

Documentation of the need for such furniture must be fully recorded in each

case record.

(b) Equipment repairs. Each social services district must provide for the essential

repair of heating equipment, cooking stoves and refrigerators used by persons in need of

public assistance in their homes, provided provision therefor cannot otherwise be made

except that replacement. may be authorized when less expensive than repair. Such

allowances for cooking stoves and refrigerators cannot exceed the amounts authorized

under schedule SA-4a.

(c) Additional cost of meals. Each social services district must provide for the

additional costs of meals for persons unable to prepare meals at home or who do not

otherwise receive meals in their residences in accordance with the following schedule:
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SCHEDULE SA-5
RESTAURANT ALLOWANCE

SCHEDULE

Monthly allowances to be added to appropriate monthly grants and allowances for
combinations of restaurant meals and meals prepared at home or meals otherwise
provided in the residence, including sales tax.

Dinner in a restaurant

	

$29.00
Lunch and dinner in a restaurant

	

$47.00
All meals in .a restaurant

	

$64.00

Additional special restaurant allowance as described below.

Effective November 1, 1986, a special monthly restaurant allowance of an additional $36
must be granted to any pregnant woman or person under 18 years of age, or any person
under 19 years of age who is a full -time student regularly attending a secondary school or
in the equivalent level of vocational or technical training if, before such person attains age
19, such person may reasonably be expected to complete the program of such secondary
school or training.

HOME DELIVERED MEALS

Monthly allowances to be added to appropriate monthly grants and allowances.

Extra allowance

	

$36.00

(d) Replacement of clothing or furniture. Each social services district must provide for
partial or total replacement of clothing or furniture which has been lost in a fire, flood or
other like catastrophe, provided such needs cannot otherwise be met through. assistance
from relatives or friends or from other agencies or other resources. Such allowances must
not exceed the amounts authorized under schedules SA-4a and SA-4b.

SCHEDULE SA-4b
REPLACEMENT COST OF CLOTHING

Birth through 5 years

	

$48.00
6 through 11 years

	

$73.00
12 through adult

	

$89.00

(e) Reserved.
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(g) Payment for services and supplies already received. Assistance grants must be
made to meet only current needs. Under the following specified circumstances payment
for services or supplies already received is deemed a current need:

(1) Replacement of lost or stolen checks.

(i) If an applicant or recipient reports to a local social -services official that
a check has been lost or stolen, an affidavit of loss must be required of the
recipient, and payment of the check must be stopped: If the recipient has not
already done so, he must be required by the local social services official to
report the loss or theft to the police, to obtain from them the blotter entry
number, or classification number, or file number or other available evidence
of the reporting, and to furnish such evidence to the local social services
official. When satisfied that such police report has been made, the local
social services official must issue a replacement check to the recipient, on
which there must appear above the place for the recipient's signature, the
following:, "By endorsing or =cashing this check I acknowledge that this is a
replacement for a check, number dated drawn to my order on which was
lost/stolen; that I have not received the proceeds of said check directly or
indirectly; and that I have been informed it is illegal for me to 'cash said
check, and if I do so, I am liable to prosecution."

(ii) If payment is not stopped on the original check and it and the
replacement check are both cashed, only one must be subject to State
reimbursement, and the social services district must limit its claim for State
reimbursement to one of the two checks.

(iii) If it is established that a recipient endorsed and cashed an allegedly
lost or stolen check which'-has been replaced, the amount of such check
must be recovered from the recipient as provided for by the provisions of the'
regulations of this department.

(2) Replacement of electronic benefits. When a recipient claims that he or she
has not received electronic cash public assistance benefits which the Department's
computer issuance record indicates were issued, the social services district must
verify- the validity of the computer issuance record in accordance with procedures
established by the Department. If it is verified that a valid issuance transaction
occurred, the benefits cannot be replaced. If it is determined that a valid issuance
transaction did not occur, the benefits must be restored in accordance with section
352.31(f) of this Part.
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(3) A grant may be made to pay for rent, property taxes or mortgage arrears for
the time prior to the month in which the public assistance case was opened or for
applicants for emergency assistance under Parts 370 and 372 of this Title only
when:

(i) such payment is essential to forestall eviction or foreclosure and no
other shelter accommodations are available; or

(ii) the health and safety of the applicant is severely threatened by failure
to make such payment; and

(iii) the authorization for the payment receives special written approval by
the social services official or such other administrative officer as he or she
may designate, provided such person is higher in authority than the
supervisor who regularly approves authorization.

(iv) the applicant reasonably demonstrates an ability to pay shelter
expenses, including any amounts in excess of the appropriate local agency
maximum monthly shelter -allowance, in the future. However, when in the
judgment of the local social services official, the individual or family has
sufficient income or resources to secure and maintain alternate permanent
housing, shelter arrears need not be paid to maintain a specific housing
accommodation;

(v) such payment does not exceed the local agency maximum monthly
shelter allowance. A 'district may, consistent with subparagraph {iv) of this
paragraph, issue a grant for arrears in excess of the maximum monthly
shelter allowance. However, any amount above the local agency maximum
monthly shelter allowance paid towards the monthly arrears is an
overpayment subject to recovery and recoupment in accordance with section
352.31 of this Part;

(vi) the applicant, if accepted for on-going public assistance, agrees to
future restriction of shelter payments in accordance with. Part 381 of this
Title; and

(vii) in the ease of an applicant who is not .eligible for Safety Net
Assistance, Family Assistance, Emergency Assistance to Families, or
Emergency Assistance to Adults, such applicant is without income or
resources immediately available to meet an emergency need, such
applicant's gross household income at the time of application does not
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exceed 125 percent of the federal income official poverty line as defined and
annually revised by the federal Office of Management and Budget, and
such applicant signs an agreement to repay the assistance in a period not to
exceed 12 months from receipt of such assistance. The repayment
agreement must set forth a schedule of payments that will assure repayment
within the 12 month period, and must specify the frequency of the payments,
the due date of the first payment, the address where payments must be
made and the consequences of failing to repay the assistance as agreed.
Subsequent assistance to pay arrears may not be granted unless there are
not past-due amounts owed under any such repayment agreement. The

	

social services district, in addition to any rights it has pursuant to the Social
Services Law, may enforce the repayment agreement in any manner
available to a creditor.

(4) A recipient of family assistance or safety net assistance who is threatened

with eviction or foreclosure or who is being evicted or whose property is being

foreclosed upon for non-payment of rent, mortgage or taxes incurred during a

period for which a grant had been previously issued to the recipient may be

provided with an advance allowance for rent, mortgage principal and interest

payments or taxes in accordance. with section 352.11 of this Part. Advance

investigation of the need for restricted payments must be conducted in accordance

with Part 381 of this Title. An allowance for rent, mortgage principal and interest

payments or taxes which exceeds the appropriate local agency maximum monthly

shelter allowance can be made only if all of the following conditions are met:

(i) notwithstanding section 352.23(b) of this Part, the recipient agrees to

use all available liquid resources for the payment of shelter expenses

necessary to prevent eviction or foreclosure;

(ii) the recipient demonstrates an :ability to pay shelter expenses in the
future, including any amounts in excess of the appropriate local agency
maximum monthly shelter allowance;

(iii) the recipient agrees to future restriction of rent or mortgage

payments; and

(iv) the recipient has not previously received an allowance pursuant to
this paragraph and, subsequent to receiving such allowance, requested
discontinuation of restriction of the shelter payments to which he or she
agreed pursuant to this paragraph.
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(h) Chattel mortgages or conditional sales contracts. If the furniture or household

equipment of an applicant, who has not been a recipient of public assistance within the

previous six months preceding his application, is essential to making his living

accommodations habitable but are presently encumbered by a chattel mortgage or a

conditional sales contract, every effort must be made to defer, cancel or reduce payments

on such chattel mortgage or conditional sales contract. If all such efforts fail, an allowance

may be made for a compromise settlement of such payments or, if a compromise cannot

be reached, for other essential payments; provided, however, that the compromise

settlement or allowances must not exceed the cost of replacement.

(i) Camp . fees.When funds cannot be obtained from other sources, camp fees may be

paid for children receiving FA not in excess of total cost of $400 per child per annum, in

amounts not to exceed $200 per week.

(j) Reserved.

(k) Additional needs because of pregnancy. A monthly allowance of $50 must be

added to the appropriate monthly grant and allowance of a needy pregnant woman

beginning with the fourth month of pregnancy or the month in which medical verification of

the pregnancy is presented to the district, whichever is later.

(I)

	

Reserved.

(m) Supplemental payments. The social services official must provide a monthly

allowance to supplement the income of an FA, SNA or VA household when the household

experiences a net loss of cash income due to the acceptance of employment by a JOBS

participant who is a member of the household, when such acceptance is required by the

social services district. A net loss of cash income occurs when the monthly gross income

of the household,, subtracting necessary actual work related expenses, is less than the

cash assistance the household received in the month in which the offer of employment

was made. The supplement must equal the monthly net loss of cash income that would

occur if the supplement were not paid to the household.

(1) Gross income includes, but is not limited to, earnings, unearned income and

cash assistance.

(2) Cash assistance means the budget deficit as defined in section 352.29 of

this part.

(3) Necessary actual work-related expenses are the actual, verifiable and

unreimbursed expenses directly related to maintaining employment.
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Such expenses include, but are not limited to:

(a) mandatory payroll deductions such as federal, State and local

taxes, social security taxes, disability insurance and union dues;

(b) tools, materials, uniforms and other special clothing required

for the job;

(c) mandatory fees for licenses or permits fixed by law;

(d) deductions for medical insurance coverage;

(e) child care up to the local market rate; and

(f) transportation, including the cost of transporting children to and

from day care, except that the amount for use of a motor vehicle must

be computed on a mileage basis at the same rate paid to employees

of the social services district and must only be allowed when public

transportation is not available.

(ii)

	

Such expenses do not include:

(a) meals;

(b) business-related depreciation;

(c) personal business and entertainment expenses;

(d) personal (not work related) transportation;

(e) purchase of capital equipment; and

(f) payments of the principal of loans.

(n) Burials. Allowances must be made for burial of applicants for and recipients of

public assistance in accordance with section 141 of the Social Services Law.

(o) Removals. Allowances must be made to applicants for or recipients of public

assistance who are removed to another state or country in accordance with section

310.1(h) of this Title. Such allowances can only be made for the reasonable and

necessary expenses of such removals, as authorized by section 310.1{h)(2) of this Title.
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STATE PLAN UNDER TITLE OF THE SMAL SEMI!. ACT
State; New York

INCOME ELIGIBILITY LEVELS

A. Mvmdat ry CategaricaU,y Needy €Continued)

3. Children under Section 1902 (a) (10) (i) (VI) of the Act who have attained age 1 but have

not attained age 6:

Effective April 1, 1990 based on 133 percent of the official Federal income poverty level

(as revised annually in to Fedetal. Resister for the size family involved)

[Family Size

2

I 3

[ 4

8

	

Income Levell

	

$12,3831

$16,6121

$20,8421

	

$ 25 071

$29,3001

533.530

	

$ -7,759]

S41 3 989

(For each additional person, add $4,230.)

*New York State implemented these provisions effective October 1.. 1990.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL.SECURITY AC T

State: New York

INCOME ELIGIBILITY LEVELS (Continued)

MANDATORY CATEGORICALLY NEEDY (continued)

14.

	

Children from ages 6 to 19 under the provisions of 1902{IX2) of the Act

Based on 100 percent of the official Federal Income Poverty level (as revised annually in the

Federal Register for the size family involved.) (']

i

' (I A State Plan amendment was approved under section 1902(r)(2) to allow for a disregard of income

between 100% and 133% of the poverty level for children ages 6 to 19.]
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: New York

INCOME ELIGIBILITY LEVELS .(Continued)

3. Aged and Disabled Individuals

The levels for determining income eligibility for groups of aged and
disabled individuals under the provisions of section 1902(m)(4). of the
Act are as follows:

Based on

	

percent of the official Federal income poverty line.

Family Size

	

Income Level

1

	

$

2

	

$

3

	

$

4

$

If an individual receives a title II benefit, any amount
attributable to the most recent increase in the monthly insurance
benefit as a resultofa title II COLA is not counted as income during
a "transition period" beginning with January, when the title II
benefit for December is received, and ending with the last day of
the month following the month of publication of the revised annual
Federal poverty level.

For individuals with title II income, the revised poverty levels
are not effective until the first day of the month following the
end. of the transition period.

For individuals not receiving title II income , the revised poverty.
levels are effective no later than the beginning of the month followin
the date of publication.
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No-
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STATE PLAN FJND : ITL

	

OF' SCIAL SEC TY ACT
State: New YSlk

INCOME €LIG.BILIgY LEVELS (Continued)

C. Qualified Medicare Beaeflcisrie with Income Related to Federal Poverty Level

The levels for determining income eligibility for groups of qualified Medicare
beneficiaries under The provisions of section 1905 (p) (2) (A) of the Act are as
follows:

1. Non-Section 1902 (fl States

	

a. Based on the following percent of the Official Federal Income Poverty Level:

Eff. Jan. 1, 1989:

	

85 percent

	

100 percent (no more than 100)
(as revised annually in the Federal Register
For the size family ipvolv

Eff. Jan. 1, 1990:

	

90 percent

	

percent (no more than 100)

Eff. Jan. 1, 1991: 100 percent

Eff Jan. 1, 1992: 100 percent

[b. Levels:]

[Family size

T

	

05-MA

	

Approval fie:

	

JUN 2 7 20M

Supercedes Th1#: 04..01 Effective Date:

	

JAN 1 N05
HCrA 1C: 7985P

Income Level]

9310

S .2.490

I
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: New York

Income Levels (Continued)

D. Medically Needy
X Applicable to all groups.

	

Applicable to all groups except
those specified below. Excepted
group income levels are also listed
on the attached page 3.

(2)

	

(3)--

	

- (4) •

	

(5)

Revision:l-1CFA-PM-91-4
August 1991

Family Net income level
Size

	

protected for
maintenance for

months.

Urban Only
Urban & Rural

Amount by which Net income Amount by
column (2) exceeds for persons which column
limits specified in

	

living in rural (4) exceeds
42 CFR 43 5.1007

	

areas for

	

limits
months.

	

specified in 42
CFR
435.1007

1

	

$ 8,300 *

	

$

	

$

	

$

2

	

$ 10,400 *

	

$

	

$

	

$

3

	

$ 12.300*

	

$

	

$

	

$

4

	

$13,300

	

$

	

$

* New York is using an income disregard under Section. 1902(r)(2) to allow

income for households of one, two and three to be up to $8,700, $12,800 and

$13,200, respectively.

TN#:

	

08- 07

	

Approval Date:

	

off 0 12009

Supersedes TN#:

	

07-19

	

Effective Date:

	

JAN 0 1 ?l08
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: New York

D. Medically Needy
Income Levels (Continued)

$

TN#:

	

08-07

Supersedes TN#:

	

07-19

Family Net income level

Size

	

protected for
maintenance for

months.

Urban Only
Urban & Rural

5

	

$ 13.400
6

	

$ 13,600
7

	

$ 15,300
8

	

$17.000
9

	

$ 18,700
10

	

$ 20.400

For each additional
Person add

	

1,700

(3)

	

(4)

	

(5)

Amount by which Net income Amount by

column (2) exceeds for persons which column

limits specified in

	

living in rural (4) exceeds

42 CFR 43 5.1007

	

areas for ,-__ limits
months.

	

specified in 42
CFR
435.1007

Approval Date:

Effective Date:

	

JAN 0 2009
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OMB No.:

State /Territory:

	

New York

Citation

	

Condition or Requirement

COST EFFECTIVENESS THODOLOGY FOR
COBRA CONTINUATION E FICIARIES

1902(u) of the

	

Premium payments are made by the agency only if
Act

	

such payments are likely to be cost-effective. The
agency specifies the guidelines used in determining cos
effectiveness by selecting one of the following methods

The methodology as descri bed in S section 3598.

Another cost -effective methodology as described
below. *

'

	

acre, ' ii l^tt n t/4^ ^7^i
*

TN No.

	

I

	

JUN26 1992

	

OCT 01191Supers

	

pproval Date

	

Effective Date
TN No.

	

f2ji- 10
HCFA ID: 7995E
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State: New York

COST EETZ=VENESS D

	

ON FOR

PREMIUM P

	

is UNDER T

OOBRA O

	

TIC N COVERAGE PROGRAM

The determination of cost benefit for any health insurance p
olicy is an

evaluation of many varied but interrelated criteria.
It is difficult to

establish exact guidelines for cost benefit determinati
ons that can be

applied uniformly in a_l cases. Unless a person is already in poor health,

whenever insurance is purchased a risk is taken as to 
whether or not

health expenses will be incurred. Therefore, cost benefit
 determinations

must be made on an individual basis after the local distri
ct staff obtain

:..^urance. policy and the individual applying for the

premium payment.

Please note that for some cases, even after reviewing thes
e criteria,

the determination to pay for a health insurance polic
y may still be

unclear. In these cases, the final decision will rest solely on
 the

judgement of local district staff.

The following points should be considered in making a determination

whether or not to pay insurance premiums within the framework of the C OERP,

Continuation Coverage Program.

1. Assess the types of medical services covered by the health

insurance policies.

2. Has there been a high utilization of medical services 
by the

applicant/recipient (A/R) ?

	

Request the applicant/recipient to bring to the interv
iew all

medical bills (paid and unpaid), statemen#s.of insu rance benefit

payments and premium notices for the past year. Determine the

total amount paid by all parties for the medical services.

3. Can the past utilization of medical expenses be expec
ted to

continue or increase?

	

During the interview inquire if any acute or chronic medical

conditions exist. if so, does the condition require or could it

potentially require extensive medical services? Will these

potential expenses be covered by the policy?

4. Does a situation exist which warrants maintaining the poli
cy even

though there is no history of high medical utilization?

Effective Date JUL i - 1991
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11 to Attachment 2.6-A
Page 3

State: New York

his to the client's age or a pre-exi
sting condition, is it

reasonable to assume that the client ma
y not be able to obtain

another policy in the future or that a pre
-existing condition would

	

not be cover ed by a new policy for a perio
d where medical

utilization may be expected.

5. For policies in force, what are the maxim
um benefit levels of the

policy?

a) Have the maximum benefit levels been met, ren
dering the A/R

b) If so, is the maximum benefit recurring? Will it be

reinstituted on an annual basis, at the
 end of a specific

benefit period, or does it apply separately to unrelate
d

injuries., sicknesses., and/or conditions?

c) If there will be benefits or recurring 
benefits that will

pertain to the A/R's potential medical ex
penses, how do these

benefits caqpare to the cost of the premium?

6. Review the number of dependents in a fami
ly.. In general, the

larger the family, the more cost beneficial it is to purchase

family coverage.

	

7. Ccnpare the cost of the O)BRA premium to
 the cost of all medical

services received by the applicant/recipi
ent in the previous year

(see #2). Using this comparison and the other facto
rs related to

anticipated future utilization (3 through 
6) decide whether or not

it is cost beneficial to pay the premium.
That is, does the cost

of the COBRA premium payment appear lik
ely to be less than-the

Medicaid expenditures for an equivalent se
t of services.

NOTE: For those districts that use the "Healt
h Insurance Automated

Decision Tree" (HIADT), make sure that the premium payment used

in the calculation is the total •prem
ium. Under COBRA

continuation coverage, the individual (or Medicaid) is generally

responsible for both the etr loyer's and 
employee's share of the

insurance premium not to exceed 102% of the applic
able premium

(or 150% of the premium for disabled indiv
iduals beginning in the

nineteenth month of coverage). In addition, only use the

Medicaid payments for the equivalent set 
of services that would

otherwise be paid for by the insurance pol
icy.

Approval Date
MAR 6 ®

	

Effective Date JUL 1- 1991
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12, PAGE 2 TO AMMMENT 2.6A

MW YORK STNEE

This provision supersedes the resource spend-down provision on Supplement
12, page .1 and all other resource s i-&down prohibitions, which were voided
by the United States District Court for the Western District of New York in
its final order entered on. February 6, 1990 and retroactive to January 1,
1982.

Case: Westmiller v. Sullivan

GFOUPS
W W MDRE LIBERAL

Federal policy prohibits

	

All MN
eligibility for entire
month if applicant has
excess resources on 12:01 A.M.
of the first day of the
month. Federal policy
also prohibits gaining
resource eligibility
for retroactive months(s)
if excess resources
existed in that month.

incurred expenses subject to payment by third parties will not be
deducted from resources to the same extent that such cannot be deducted
in an inccare spend-down.

the same incurred medical and remedial care expenses will not be used to
meet both income and resources spend-down; and

	

-- ----

the Medicaid program will not pay for any of the incurred expenses used
to meet the spend-down of resources provision.

TN 'H -35-

	

Approval Date s'E P
17 1

Supersedes TN Nc ^1 Effective Dateoct. 1, 1982

DISREGARD

AS APPROVED
AND

EEC= £D BY

Resource Eligi-
bility achieved
effective with
the first day of
the month (in-
cluding retro-
active period)
in which re-
sources are
reduced to the
allowable level.

US District
Court Order

	

of 2/6/90
retroactive
to 1/1/82
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RESOURCE LI
Oft 1402 (r) (2) OF THE SOCLU SECURITY ACT

DISREGARD

Parental resources
of pregnant minors

	

(under 21) living
with their
parents are dis-
regarded in
determining the
pregnant minor's
eligibility

HOW MORE LIBERAL

Parental resources
are disregarded

GROUPS COVERED

M Pregnant
Women

AS APPROVED AND
PROMCMD BY

Woe v. Perales

JUL &I
QM

Supersedes T14

Approval a

	

-
OCT - 1990

Effective
TN
45^.
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STATE PLAN UNDER TITLE XIX OF THE SOCLAL SECURI TY ACT

State:

	

•+sJ "ork

ELIGIBILITY UNDER SECTI ON 1931 OF THE ACT

The State covers low-income families and children under section 1931 of the Act

.The following groups were included in the A

	

State plan effective July

16, 1996:

X Pregnant women with no other eligible children.

x AFDC children age 18 who are full-time students in a secondary

school or in the equivalent level of vocational or technical training.

In determining eligibility for Medicaid, the agency uses the AFDC

standards and methodologies in effect as of July .16, 1996 without

modification.

x

	

In determining eligibility for Medicaid, the agency uses the AFDC

standards and methodologies in effect as of July 16, 1996, with the

following modifications.

	

The agency applies lower income standards which are no lower

than the AFDC standards in effect on May 1, 1988, as follows:

The agency applies higher income standards than those in effect

as of July 16, 1996, increased by no more than the percentage

TN

	

Il proval Date

Supersedes TINT

	

Effe ► vJ Date NOT i-

OFFICIAL



TN	Approval Date

Supersedes TN

	

Effective Date API -

SEP 3 0 1999

t44

Attachment 2.6-A

Supplement 12
Page 5

Increases in the CPI-U since July 16, 1996, as follows:

The agency applies higher resource standards than those in

effect as of July 16, 1996, increased by no more than the

percentage increases in the CPI -U since July 16, 1996, as

follows:

_X-The agency uses less restrictive income and /or resource

methodologies than those in effect as of July 16, 1996, as

follows:
1.

	

52,000 disregard fat resources

*Individual development accounts (IDA) are

	

2.

	

Individual development accounts*

excluded from resources; interest earned on

	

3.

	

46% of earned income for eligible persons whose family income

IDA accounts is excluded from income.

	

does not exceed 100% of the federal poverty level. Thu perc entage

is disregarded without time limit. The S30 and 113 disregard will

be applied if more advantageous. The percentage disregarded is

based on the amount of earned income which must be excluded for

a family of three without special needs and without unearned

income, living in a heated apartment in the City of New York, to

remain eligible until gross income equals the federal poverty level

This percentage will be adjusted on Junt first of each year to

reflect the federal poverty level most recently publtsdtd in the

Federal Register.
4.

	

54650 fair market value or $1500 equity for an automobile

The income and/or resource methodologies that the less

restrictive methodologies replace are as follows:

1. and 2. are new disregards
3. Enhances 30 and 1/3 remainder disregard

4. Enhances equity value of $1500

The agency terminates medical assistance (except for certain

pregnant women and children) for individuals who fail to meet

TAN'F work requirements.

The agency continues to apply the following waivers of

provisions of Pitt A of title IV in effect as of July 16, 1996, or

submitted prior to August 22, 1996 and approved by the

Secretary on or before July 1, 1997.



DRAFT

Revision:

	

HCFA - PM-00 - 1

	

Supplement 12 to Attachment 2.6-A
February 2000 ADDENDUM

State Plan Under Title XIX of the Social Security Act

State: New York

ELIGIBILITY UNDER SECTION 1931 OF THE ACT

The State covers low-income families and children under section
1931 of the Act.

The agency uses less restrictive income and/or resource
methodologies than those in effect as of July 16, 1996,
as follows:

All wages paid by the Census Bureau for temporary
employment related to Census 2000 activities are
excluded.

The income and/or resource methodologies that the less
restrictive methodologies replace are as follows:

MAY 1A

TN

	

f ..%

	

pprc al Da le MAY 18
may.
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supersedes TN

	

:active Date JAN 1 20M
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SUPPLEMENT 12 TO
ATTACHMENT 2.6-A
Page 7

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: New York

ELIGIBILITY UNDER SECTION 1925 OF THE ACT
TRANSITIONAL MEDICAL ASSISTANCE

The State covers low-income families and children for Transitional Medical Assistance (TMA) under
section 1925 of the Social Security Act (the Act). This coverage is provided for families who no longer
qualify under section 1931 of the Act due to increased earned income, or working hours, from the
caretaker relative's employment, or due to the loss of a time -limited earned income disregard. (42 CFR
435.112, 1902(a)(52), 1902(e)(1), and 1925 of the Act)

The amount, duration, and scope of services for this coverage are specified in .Section 3.5 of this State
plan.

For Medicaid eligibility to be extended through TMA, families must have been Medicaid eligible under
section 1931 (months of retroactive eligibility may be used to meet this requirement):

X During at least 3 of the 6 months immediately preceding the month in which the family
became ineligible under section 1931.

For fewer than 3 of the 6 previous months immediately preceding the month in which the
family became ineligible under section 1931. Specify:

The State extends Medicaid eligibility under TMA for an initial period of-

6 months. For TMA eligibility to continue into a second 6 -month extension period, the
family must meet the reporting, technical, and income eligibility requirements specified at
section 1925 (b) of the Act.

X 12 months. Section 1925(b) does not apply for a second 6-month extension period.

The State collects and reports participation information to the Department of Health and Human
Services as required by section 1925(g) of the Act, in accordance with the format, timing, and frequency
specified by the Secretary and makes such information publicly available.

TN No. 09-48

	

Approval Date .- '

	

Effective Date 7/1/09
Supersedes TN No..
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State: New York

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Citation(s)

	

Condition or Requirement

42 CFR 435.406 3. Is residing in the United States (U.S.), and--

a. Is a citizen or national of the United States;

b. Is a qualified alien (QA) as defined in section 431 of the
Personal Responsibility and Work Opportunity
Reconciliation Act of 1996 (PRWORA) as amended,
and the QA's eligibility is required by section 402(b) of
PRWORA as amended, and is not prohibited by section
403 of PRWORA as amended;

c. Is a qualified alien subject to the 5-year bar as described in
section 403 of PRWORA, so that eligibility is limited to
treatment of an emergency medical condition as defined in
section 401 of PRWORA;

d. Is a non-qualified alien, so that eligibility is limited to
treatment of an emergency medical condition as defined in
section 401 of PRWORA;

e. Is a QA whose eligibility is authorized under section 402(b) of
PRWORA as amended, and is not prohibited by section 403 of
PRWORA as amended.
X_ State covers all authorized QAs.

State does not cover authorized QAs.

State elects CHIPRA option to provide full Medicaid coverage
to otherwise eligible pregnant women or children as specified
below who are aliens lawfully residing in the United States;
including the following:

TN 09-55 Approval Date

	

C) 9 2
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New

	

Effective Date



	

SUPPLEMENT 13 TO
ATTACHMENT 2.6-A
Page 2

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State: New York

ELIGIBILITY CONDITIONS AND REQUIREMENTS

(1)

	

A "Qualified alien" otherwise subject to the 5-year waiting period per section 403 of the
Personal Responsibility and Work Opportunity Reconciliation Act of 1996;

(2)

	

A citizen of a Compact of Free Association State (i.e., Federated States of Micronesia,
Republic of the Marshall Islands, and the Republic of Palau) who has been admitted to
the U.S. as a non-immigrant and is permitted by the Department of Homeland Security to
reside permanently or indefinitely in the U.S.;

(3)

	

An individual described in 8 CFR section 103.12(a)(4) who does not have a permanent
residence in the country of their nationality and is in a status that permits the individual to
remain in the U. S. for an indefmite period of time, pending adjustment of status. These
individuals include:
(a) An individual currently in temporary resident status as an Amnesty beneficiary

pursuant to section 210 or 245A of the Immigration and Nationality Act (INA);
(b) An individual currently under Temporary Protected Status pursuant to section 244

of the INA;
(c) A family Unity beneficiary pursuant to section 301 of Public Law 101-649 as

amended by, as well as pursuant to, section 1504 of Public Law 106-554;
(d) An individual currently under Deferred Enforced Departure pursuant to a decision

made by the President; and
(e) An individual who is the spouse or child of a U.S. citizen whose visa petition has

been approved and who has a pending application for adjustment of status; and
(4)

	

An individual in non-immigrant classifications under the INA who is permitted to remain
in the U.S. for an indefinite period, including the following as specified in section
101(a)(15) of the INA:

® A parent or child of an individual with special immigrant status under section
101(a)(27) of the INA, as permitted under section 101(a)(15)(N) of the INA;

® A Fiance of a citizen, as permitted under section 101(a)(15)(K) of the INA;
® A religious worker under section 101(a)(15)(R);
® An individual assisting the Department of Justice in a criminal investigation, as

permitted under section 101 (a)(1 5)(S) of the INA;

92
TN #09-55
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State: New York

ELIGIBILITY CONDITIONS AND REQUIREMENTS

® A battered alien under section 101(a)(15)(U) (see also section 431 as amended by
PRWORA); and

® An individual with a petition pending for 3 years or more, as permitted under
section 101(a)(15)(V) of the INA.

Elected for pregnant women.
Elected for children under age _21

g. _X

	

The State provides assurance that for an individual whom it
enrolls in Medicaid under the CHIPRA section 214 option, it has verified,
at the time of the individual's initial eligibility determination and at the time
of the eligibility redetermination, that the individual continues to be lawfully
residing in the United States. The State must first attempt to verify this
status using information provided at the time of initial application. If the
State cannot do so from the information readily available, it must require the
individual to provide documentation or further evidence to verify
satisfactory immigration status in the same manner as it would for anyone
else claiming satisfactory immigration status under section 1137(d) of the
Act.

TN #09-55 Approval Date
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State:

	

New York State

ASSET VERIFICATION SYSTEM

1940(a)

	

1.

	

The agency will provide for the verification of assets for purposes of
of the Act

	

determining or redetermining Medicaid eligibility for aged, blind and
disabled Medicaid applicants and recipients using an Asset Verification
System (AVS) that meets the following minimum requirements.

A. The request and response system must be electronic:

Verification inquiries must be sent electronically via the
internet or similar means from the agency to the financial
institution (FI).
The system cannot be based on mailing paper-based requests.
The system must have the capability to accept responses
electronically.

B. The system must be secure, based on a recognized industry
standard of security (e.g., as defined by the U.S. Commerce
Department's National Institute of Standards and Technology, or
NIST).

C. The system must establish and maintain a database of FIs that
participate in the agency's AVS.

D. Verification requests also must be sent to FIs other than those
identified by applicants and recipients, based on some logic such as
geographic proximity to the applicant's home address, or other
reasonable factors whenever the agency determines that such
requests are needed to determine or redetermine the individual's
eligibility.

E. The verification requests must include a request for information on
both open and closed accounts, going back up to 5 years as
determined by the State.

TN No.

	

Approval Date Y 2 7

	

Effective Date %T 3 0
Supersedes TN No.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State:

	

New York State

ASSET VERIFICATION SYSTEM

System Development

A. The agency itself will develop an AVS.

In 3 below, provide any additional information the agency
wants to include.

X B. The agency will hire a contractor to develop an AVS.

In 3 below provide any additional information the agency

wants to include.

C. The agency will be joining a consortium to develop an AVS.

In 3 below, identify the States participating in the consortium.

Also, provide any other information the agency wants to
include pertaining to how the consortium will implement the
AVS requirements.

D. The agency already has a system in place that meets the
requirements for an acceptable AVS.

In 3 below, describe how the existing system meets the
requirements in Section 1.

E. Other alternative not included in A. - D. above.

	

In 3 below, describe this alternative approach and how it will
meet the requirements in Section 1.

S
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State:

	

New York State

ASSET VERIFICATION SYSTEM

3.

	

Provide the AVS implementation information requested for the
implementation approach checked in Section 2, and any other information
the agency may want to include.

New York State will work with our contractor to modify the current financial institution match
(Financial Institution Recipient Match (FIRM)) to come into compliance with the Asset
Verification System (AVS) minimum requirements.

New York State's Financial Institution Recipient Match (FIRM) is a State developed financial
institution computer match that provides Local Departments of Social Services (LDSS) with
resource information for use in assessing Medicaid and Temporary Assistance eligibility. FIRM
is part of the resource file integration (RFI) system. The RFI system also compares

	

applicant/recipients (A/Rs) against individuals on the resource files of various State and Federal
agencies in order to verify the information provided by A/Rs on the Medicaid application and
renewal forms and to provide additional information to the Medicaid eligibility worker.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State:

	

New York

RESOURCE LEVELS

A.

		

CATEGORICALLY NEEDY GROUPS WITH INCOMES RELATED TO FEDERAL. POVERTY :.EV-E;.
I. Pregnant Woman

a. Mandatory groups

Same as SSI resources levels.

Less restrictive than SSI resource levels and is as follows:

Family Size

	

Resource Level

	

^._

	

No resource test

No resource test

b. Oetional Groufls

L/ same as SS; resources levels.

L}v Less restrictive than SSI resource levels and is as follows:

Family Size

	

Rource Level

No resource test

	

r..a..._

	

No resource test

TN No .`°
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Effective Date
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No.: 0930-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State:

	

New York

2. Infan&M

a. Mandatory Group of Infanta

L./ Same as resource levels in the State's approved AFDC plan.

L/ Less restrictive than the AFDC levels and are as follows:

Family Size

	

Resource Level

7

T14 No

	

OCTSupersedes

	

Approval Date JUN 26 ;gam

	

Effective Date

	

0 1 1
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OMB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State:

	

New York

b. Qotional Orou ® of Infants

J/ Same as resource levels in the State's approved AFDC plan.

L/ Less restrictive than the AFDC levels and aro as follows:

Family Size

	

Resource Level

No resource test

7

9

TN No.-

	

GCT A 1100A royal Dat® J
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: New York

3. Children

a. Mandatory Group of Children under Section 1902(a)(_10)(i)(VI)

of the Act. (Chi ldren who have attained age 1 but have not

attained age 6.)

Same as resource levels in the State's approved AFDC plan.

Less restrictive than the AFDC levels and are as follows;

	

Family Size-

	

Resource Level

1

	

No resource test

2

3

•i 4 No.

	

JAN 2 0 1Supersedes
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State:

	

New York

b. Mandatory Group of Children under Section 1902(a)(10)(i)(VII)
of the Act. (Children born after September 30, 1983 who have
attained age 6 but have not attained age 19.)

Same as resource levels in the State's approved AFDC plan.

X

	

Less restrictive than the AFDC levels and are as follows:

Family Size

	

Resource Level

1

	

No resource test

2

4

V

7

8

9

10

5

6

7

	

.4
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State:

	

New York

4. Aged and Disabled Individuals

i % Same as SSI resource levels.

L71

	

more restrictive than SSI levels and are as follows:

Family Size

	

Resource Level--

L1 Same as medically needy resource levels (applicable only if State

has a medically needy program)

f'i
T N O

	

j.V
Approval Date .1U

	

1992

	

Effective Date

TN No.

	

NEW

	

HCFA ID: 7985E

	

Revis ion: HCFA- PM-9. *
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OMB No. 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: New York

Revision on HCFA-PM-91-4
August 1991

B. Medically Needy
Applicable to all groups-

Resource Levels (Continued)

Except those specified below under the provision of section 1902 (f) of the Act.

3

4.

5

6

7

8

9

10

	Resource Level

$ 4,350

	

$ 6,400

	

$ 6,600

	

$6650

	

$ 6.700

	

$ 6 800

	

$ 7,650

	

$ 8.500

	

$9,350

$ 10.200

For each additional person $ 850
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OMB NO.: 0938-0193

STATE PLAN UNDER TITLE XX OF TIlE SOCIAL SECURITY ACT

State: New York

REASONABLE LIMITS ON AMOUNTS FOR NECESSARY MEDICAL

OR REMEDIAL CARE NOT COVERED UNDER MEDICAID

New York State allows all medical expenses in accordance with

1902(r)(1)(A)(ii) of the Social Security Act.

The deduction for medical and remedial care expenses that were incurred as

the result of imposition of.a transfer of assets penalty-Period is limited to zero.

Revision: HCFA-PM-85-3 (BERC)

April2006 ,
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State:

	

New York

METHODS FOR TREATMENT OF INCOME THAT DIFFER FROM
THOSE OF THE S5I PROGRAM

(Section 1902(f) more restrictive methods and criteria and State supplement
criteria in S5I criteria States without section 1634 agreements and in section

1902( f) States. Use to reflect more liberal methods only if you limit to

State supplement recipients. DO NOT USE this supplement to reflect more
liberal policies that you elect under the authority of section 1902(r)(2) of
the Act. Use Supplement 8a for section 1902{r)(2) methods.)

J
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STATE PLAN UNDER TITTLE XIX OF THE SOCIAL
 SECURITY ACT

State: New York

MORE RESTRICTIVE METHODS OF TREATING RESOURCES

THAN THOSE OF THE SSI PROGRJM - Section 1902 (f) States only
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OMB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SEC
URITY ACT

State:

	

New York

METHODS FOR TREATMENT OF RESOURCES FOR INDIV
IDUALS

WITH INCOMES RELATED TO FEDERAL POVERTY LEVE
LS

(Do not complete if you are electing more liberal methods under the authority

of section 1902(r)(2) of the Act instead of 
the authority specific to Federal

poverty levels. Use Supplement 8b for section 1902(r)(2) met
hods.)

Supersedes

	

Approval Date JUN 26 1991

	

Effective Date OCT Q 1

TN No. 917-3-SA HCFA ID: 7985E
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Supplement 6 to Attachment 2.6 A

State: New York

Standards for Optional State Supplementary Payments

Payment Category Administered Income Level Income
by Disregard

Gross

	

Net
Employed

Reasonable
Classification Federal State I Couple 1 Couple

person pers

i 2 (3) 4 5)

300% 300% of 724 1,060 As per

Living Alone X of SSI SSI CFR 416.
FBR FBR Part K

Living w/ others x 300% 300% 660 1002 300%

Level I
Family Care
NYC, Nassau,

Rockland, Suffolk,
Westchester Counties x 300% 300% 903.48 1,806.96

Rest of State
x 865 .48 1,730.96

Level II
Residential Care
NYC, Nassau,
Rockland, Suffolk,
Westchester Counties x 300% 300% '1,072 2,144

Rest of State
X 1,042 2,084

Level III Enhanced
Residential Care
NYC, Nassau,

Rockland, Suffolk,
Westchester Counties x 300% 300% 1,293 2,586

and Rest of State
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Effective Date:

	

r JAN 0 1 7010



Rev.s.of: HCFA- PM-91--

	

BPD)

ACC^S- :991
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INCOME LEVELS FOR 1902(f) STATES - CAT
EGORICALLY NEEDY

WHO ARE COVERED UNDER REQUIREMENTS MOR
E RESTRICTIVE THAN SSI

O
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STATE P LAN UNDER TITLE XIX OF THE SOCIAL. SECURITY ACT

State: New York

RESOURCE STANDARDS FOR 1902(f) STA
TES -'CATEGORICALLY NEEDY

a
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Approval Date AN 26 19

	

Effective Date OCT O 1
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OMB No.:

	

0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY AC

State: New York

MORE LIBERAL METHODS OF TREATING INCOME
UNDER SECTION 1902(r)(2) OF THE ACT

[ ] Section 1902(f) State

Disregard

	

I How More Liberal
1 Income - In

determining eligibility
for.. NY.SPLTC
policyholders* who
have satisfied the
minimum duration
requirements of their
policy, disregard an

	

amount of income equal
to the Minimum
Monthly Maintenance.
Needs Allowance for ,a
married policyholder,
and one-half of that
amount for a single
individual. This
disregard will not be
applied during the post
eligibility treatment of
income process.

[X] Non-Section 1902(f) State

Groups

	

Approved/

Covered

	

Protected by

All MN

I

Disregards income
otherwise countable
under 42 CFR 435.831.

1

p qualified long-term care; policies meeting New Yor
selected insurance carried. Policies must guarantee

carry the project logo to identify them as meeting the

State's guidelines
rtain standards and
ecessary standards

participation in this public/private partnership. If pure
nefits under the private insurance policy, they will be nrolled in a special

asers utilize the

I

* These are Partners
and are available fror
requirements and wil
and requirements for
minimum required be
State Medicaid progn m. Under this program, thk Medicaid applicant eithe

specified in New York State's Title XIX State Plan that is based on the disrgard of an amount of

resources equal to th e^jj` amount of private insuran de benefits paid by a selectedi insurance carrier on

behalf of the applicar^ .

HCFA ID: 7985E

a resource test as usu4lly required under 42 CFR1435. 840 and 42 CFR 435.

specified in New York State's Title XIX State Plan, or will be subject to a

test different than usurally required under 42 CFI 435.840 and 42 CFR 435.

141, and as otherwise
ore limited resource

will not be subject to

41, and as otherwise

Approval Date1TN No.: 09-59
Supersedes

DEC 2 1 2

TN No. 91-79B

	

Effective Date
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OMB No.: 0938-

STATE PLAN- UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: New York State Department of Health

MORE LIBERAL METHODS OF TREATING INCOME
UNDER SECTION 1902 (r) (2) OF THE ACT

[ ] Section 1902 (f) State

	

[ X ] Non-Section 1902(f)State

1. Deemed income of parents of pregnant women described in
1902(a)(10)(A)(i)(IV) and 1902 (1)(2) of the Act is disregarded when
determining eligibility for pregnant women.

2. In determining eligibility for pregnant women and infants under age 1, as
referenced under Section 1902(a)(10)(i)(IV), disregard the difference between
185% and 200% of the Federal Poverty Level by family size as revised
annually in the Federal Register.

3. In determining eligibility for children under age 21 who are in the care and
custody of the local social services district commissioner or in the can and
custody of the Commissioner of the Office of Children and Family Services,
as authorized by Sections 1902(a)(l0)(A)(ii)(1) and 1905(a)(i) of the Act and
by 42 CFR Section 435.222(b)(1) and as described in Attachment 2.2-A, page
13, paragraph B.(b)(1)(d), disregard all income.

For Medically Needy, New York will use disregard four or five, whichever is
more beneficial to the household.

4. In determining the Medicaid eligibility of persons under Section 1902
(a)(1 0)(c) of the Social Security Act, disregard monthly income that falls
between:

- the maximum monthly amount that can be paid under Section 1903(f) of
the Act (one hundred thirty-three and one-third percent of the highest amount
that would ordinarily have been paid to a household of the same size under the
aid to families with dependent children program. Maximum monthly amounts
are calculated by rounding the annual amounts under each section to the next
$100, then divided by 12) and,

- the maximum monthly amount that can be paid to AFDC-related groups
other than pregnant women and infants described in Supplement 1 to
Attachment 2.6(A), page 1, paragraph A,1, multiplied by one hundred thirty-
three and one-third percent, rounded to the next $100.

TIN: 08-07

	

Approval Date:

	

T 0 1 0

Supersedes TN#:

	

07-19

	

Effective Date:

	

JAN 01 ZOOS



Revision: HCFA-PM-91-4

	

(BPD)

	

SUPPLEMENT 8A to Attachment 2.6-A

August
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0MB No.: 0938-

5. In determining the Medicaid eligibility of persons under Section 1902

(a)(10)(c) of the Social Security Act, disregard monthly income that falls

between:
The difference between the income limits required by Section 1903(f) of the

Act and the combined monthly federal and state income standard for S SI -eli i ble

individuals and couples multiplied by twelve and rounded up to the next highest

one hundred dollars.

TN#:

	

08-07

	

Approval Date: Q
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Effective Date:
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OMB No.: 0938-

	

SLATE PLAN Z.-ME R ':-E )= r

	

SCCT...r'^i. SEG..Rrn' A=

State:

	

New York

MORE LIBERAL IMETHOM OF

	

INCCm.::
1902 (r) (2) of THE Acr

Section 1902(f) State [X' `ton-Sticn 1902(f) S`.-:e

	The income above the maximum income level of a disabled individual
eligible under Section 1902 (a) (10) (A) (ii) (xii) and below the State's
Medically Needy Income Level is disregarded when determining the
eligibility of TB infected individuals for TB related services.

N No. M

	

_
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Revision:
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Supplement 8A to Attachment 2.6-A
February 2000

	

ADDENDUM

State Plan Under Title XIX of the Social Security Act

State: New York

LESS RESTRICTIVE METHODS OF TREATING INCOME
UNDER SECTION 1902(r)(2) OF THE ACT

X

	

For all eligibility groups not subject to the
limitations on payment explained in section 1903 (f) of the Act*: All
wages paid by the Census Bureau for temporary employment related to
Census 2000 activities are excluded.

® Less restrictive methods may not result in *exceeding gross
income limitations under section 1903(f).

T

	

00

N
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OMB No.:

	

0938

STATE PLAN UNDER TIT

State:

MORE LIBERAL MMODS OF TREATING RESOURCES
UNDER SE ON 1902(R)(2) OF THE ACT

E XIX OF THE SOCIAL SECURITY ACT

New York
FFICIAL

IX] Non-Section 1902(f) StateSection 1902(f) State
Disregard

wings of infants under
le 21 of less than $500

ust funds of an infant
der age 21 of less
an $1000

car - no cap

How Morej iberal

Additional

	

roe is not
considered In the determination
of eligibility

Additional reso rce is not
considered In

	

determination
of eligibility

No limit

Groups
Covered

All MN

All MN

All MN
°1 WIIA-8C
TWWIIA- MI

Approve!
Protected by

Existtnp Mate policy
since Octoberl .
1982 & 18 NYCRR
360-4.6(b) (5)

Existing State policy
since October 1,
1982

18 NYCRR
360-4.7(a)(2)(iv)

	

,sentlal personal
cperty - no cap

valueof income

!source eligibility
hieved effective with

first day of the month
eluding retroactive
nod) in which
sources are reduced to
a allowable level.

No limit

up - to - u^

	

S,000

Federal policyicy

	

ibits
eligibility for enti -e month if
applicant has a case resources
on 12.01 am of he first day of
the month. Fed l policy also
prohibits gainin resource
eligibility for retroactive
month(s) if

	

resources
existed in that

	

nth.

All MN

	

TWWIIA -BC
TWWIIA MI

MN

All MN
TWWIIA-BC
TWWIIA-MI

18 NYCRR
360-4.7(a)(2)

360-4A4d) .

Existing State Policy
since October -1,
1982

11 ^ Approval Date
26

JUL01Z
Effective Date:

;11A=Tict to Work and Work Intent' s Improvement Act
IIA 8C=Basic Coverage Group
RA MI=Medical improvement group
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SUPPLEMENT 8b to Attachment 2.6-A
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OMS No.: 0938-

STATE PLAN UNDER TITLE IX OF THE SOCIAL SECURITY ACT

State:

	

thew

	

MORE LIBERAL METH OF TREA71NG RESOURCES
UNDER SECTIO 1902(R)(2) OF THE ACT

] Section 1902(f) State

	

I

	

[ X ] Non -Section 1902 (f) State

Disregard

Equity value of
income-producing
property up to
$12,000

Equity value of
r onbusiness Income-
producing property
from $6,000 to
$12,000

Equity value ®fUP-to- $12.000
not considered in the
determination of eligi'ility

Equity value can exc$ed
$6,000 up to $12,00

SSI-related MN
TWWIIA BC
TWWIIA - MI

IS NYCRR
360-4.4

TN 0 3-
ersedes TN

6
approval Date'

JUL 0 1 2003
Effective Date:
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STATE -FLAN UNDER TITLE X OF THE SOCIAL SECRIT'Y ACT

State:

	

New York

MORE LIBERAL METEMS OF TREATIM RESOURCES

MMM SECTION 1902 (r) (2) OF THE ACT

[ ] Section 1902(f) State

	

[X] Non-Section 1902(f) State

Deemed resources of parents of pregnant women described under

1902 (a) (10) (A) (i) (IV) and 1902 (1) of the Act are disregarded when

determining eligibility for pregnant women.

Deemed resources of parents of medically needy pregnant women are

disregarded when determining eligibility for pregnant. women.

TN No. -79 15
JUN 26

des Approval Date

	

Effective, Date Off 0 1

TN No. NELA)
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Revision:
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August 1991
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STATE PLAN UNDER TITLE XIX OF THE'SOCIAL SECURITY ACT
State:

	

New York
MORE LIBERAL:METHODS:OF TREATING RESOURCES

UNDER.SECTION 1902.(r)(2) OF TIRE-ACT

11 Section 1902(f) State

	

fXJ Non-Section 1902 f) State
Groups Approved/

'` D s e acd Ho*More-Liberel Covered Protected
f - , - ,. Disreards=fR resources- All MN

I o r ; [are-not;

	

nsidered in .; .,
eligibleM4.-Only ..> : ;. the determination of
recipients whohave Medicaid eligibility for.
l:arttci.pated in] a person individuals who
viho exhausts fhe

_
exhausted available

minimum required private insurance ,
L enefits under a "total benefits ,pcovid' d by'
asset protection" lone- LTC-SDP and who are
term care insurance New York State
policy approved under residents at the time of
the NYS Partnership for Medicaid application]
l:.ong Term Care otherwise countable
[Security under 42 CFR 435.845.
Demonstration Project
(LTC-SDP)]

2. An amount of Disregards resources All MN
resources equivalent to otherwise countable
the value of benefits under 42 CFR 435.845.
nseeived :under a "dollar .
for dollar" long-term

are insurance policy
approved under""t"he' ..

	

.

	

.
kIYS PVffiershtp'for : x

	

..

	

.

	

;..

	

;,

	

.. =

person wlio exhausts ttie
niinimtim°required.:.,
benefits-under such a

[These are l]Long-term are insurance policies [(LTC ) meeting New York State's uidelines and are
available from selected in ce carriers. Policies must guarantee certain LTCP requ ements and will carry]
bearing-the [project] logo f the NY PwtnershiD for Term Care have been a

	

roved by the NYS
Department of Insurance [ identify them] as meeting ( he necessary requirements fo participation in this
public/private partnership. If purchasers 'exhaust the) i

	

um benefigs standards [ der the private insurance
policy, they will be enroll d in a special State Medicaid ' program. Under this pro the Medicaid applicant
will not be subject to "a res urce test as usually required der:42 CFR-435.840 and4 CFR 435 ,841, and as
otherwise specified in No York State's Title XIX Sta Plan].

	

"total asset

	

rotecti ' .

	

rovid
minimum benefit of at le t three y ears of nursin

	

facili care. A "dollar for dollar"`F' ti v `rovides a minimum
benefit `of one and a lialf it less than- hiee years of nu ` in facilz

	

'cam

TN#: 04-39 Approval Date:--" 2 3

Supercedes TNI :

	

ite Effective Date: DEC 31 ZOG4

HCFA ID: 798



RevisLcn: H(=-A-FM-91-4
August 1991

3Fv )
SLFFF_

	

r 3b

	

_

Page 4
t' too.: 0938-

S'i7^2E' PL? L'.r'DER "^..

	

Og ye,W SO.-..AL SE(7-141

State:

	

N e w `eor

MORE

	

OF' TFMd=C _ RESOURCES
ONCIER

	

Cad 1902 (r) (2) OF THE Wr

Secti::n 1902 (f) State

	

(Xi Non-Sectjcn 19-02(f) St---

	The Resource amount above the maximum resource level of a disabled individual
eligible under Section 1902 (a) (10) (A) (ii) (XII) and below the State's :•iecica? ? v
Needy Resource Level is disregarded when determining the M.A eligibi '_ity c=
TB infected individuals for TB related services.
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Supplement 8b to Attachment 2.6-A, Page 5

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State:

	

New York

MORE LIBERAL METHODS OF TREATING - RESOURCES
UNDER SECTION 1902 ( r ) (2) OF THE ACT

()

	

Section 1902 (f)

	

State

	

(X)

	

Non-Section 1902(f)
State

When determining the MA eligibility of Qualified Individuals under Section
1902(a)(10)(E)(iv) of the Act, the resource amounts are to be disregarded.

When determining the eligibility of Qualified Medicare Beneficiaries and Specified Low

Income Medicare Beneficiaries under the Section 1902 (a) (10) (E) of the Act, the
resource amounts are to be disregarded.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State:

	

New York ..

MORE LIBERAL METHODS OF TREAT &G - RESOURCES
UNDER SECTION 1902 (d (2) OF THE ACT.

(X) Non-Section 1902 {fl State

In determining eligibility for children under age 21 who are in the care and custody of the

local social services district commissioner: or. in the. care and custody of the

Commissioner of the Office of Children. and. Family Services, as authorized, by Sections

1902(a)(10)(A)(ii)(I) and 1905(a)(i) of the Act and by. 42-CFR 435.222(b)(1), and as

described in Attachment 2.2-A,;page 13, +paragraph B.(b)(1)(d), disregard all resources.

2. In determining the Medicaid eligibility of Persons under Section 1902 (a)(10)fc) of the

Social Security Act, disregard resources that fall between:
- one :half.of the annual maximum income- amount that can be paid under Section

1903(f) of the Act (one hundred thirty-three and one-third percent of the highest

monthly amount that would ordinarily have been paid to a household of the same size

under the aid to families with dependent children i

	

am, rounded to the next $100,

multiplied by a 21: and ..

	

......

	

:.
- one half: of the annual maximum income amount that can be paid to AFDC-

related coups other than pregnant women and infants described in Supplement 1 to

attachment 2.6(A). page 1; paragraph A,1, (one hundred thirty-three and one-third

percent of the highest monthly amount multiplied by 12, rounded to the next $100).
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State:

	

NEW YORK

TRANSFER OF ASSETS

1917 (c)

	

The agency provides for the denial of certain Medicaid services by
reason of disposal of assets for less than fair market value.

1. institutionalized individuals may be denied certain Medicaid
services upon disposing of assets for less than fair market value
on or after the look-back date.

The agency withholds payment to institutionalized individuals for
the following services:

Payments based on a level of care in a nursing facility;

Payments based on a nursing facility level of care in a
medical institution;

Home and community-based services under a '1915 waiver.

2. Non- institutionalized individuals:

The agency applies these provisi ons to the following non-
institutionalized eligibility groups. These groups can be

	

no more restrictive than those set forth in section 1905 (a)
of the Social Security Act:

The agency withholds payment to non-institutionalized individuals
for the following services:

Home health services (section 1905(a)(7));

Home and community care for functionally disabled and
elderly adults (section 1905(a)(22));

Personal care services furnished to individuals who are not
inpatients in certain medical institutions, as recognized
under agency law and specified in section 1905(a)(24).

The following other long-term care services for which
medical assistance is otherwise under the agency plan:
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State :

	

101 YORK

TRANSFER OF ASSETS

Penalty Date- -The beginning date of each penalty period imposed for

an uncompensated transfer of assets is:

the first day of the month in whi
ch the asset was

transferred;

x the first day of the month following the
 month of transfer.

4. -Penalty Period - - Institutionalized Individuals--

In.determining the penalty for an instit
utionalized individual, the

agency uses:

the average monthly cost to a private 
patient of nursing

facility services in the agency;

	

the average monthly cost to a private 
patient of nursing

	

facility services in the community in which the individual

is institutionalized.

5. Penalty- Period- - Non-instituti
onalized Individuals--

The agency imposes a penalty period de
termined by using the same

method as is used for an institutional
ized individual, including

the use of the average monthly cost of 
nursing facility services;

imposes a shorter penalty period than would be imposed for

institutionalized individuals, as outli
ned below:

3.

-x-
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JAN i - 1995

Superse

	

Approval Date

	

Effective Date

TN No.



Revision: ECFA-PM-95-1

	

(ME)
March 1995

	SUPP
LEMENT 9 (a) to ATTACHMENT 2.6-A

Page 3

State:

	

NEW YORK

6'.
itv care--

od for amounts of transfer less than cost of nursi

TRANSFER OF ASSETS

a. Where the amount of the transfer is less than the monthly

cost of nursing facility care, the agency:

does not impose a penalty;

imposes a penalty for less than a full month, based on

the proportion of the agency's private nursing facility

rate that was transferred.

	

b.

	

Where an individual makes a series of transfers, each less

than the private nursing facility rate for a month, the

agency:

does not impose a penalty;

X imposes a series of penalties, each for less, than a

full month.

7. Transfers made so that penalty periods would o
verlap--

The agency:

	

X

	

totals the value of all assets transferred to produce a

single penalty period;

calculates the individual penalty periods and imposes them

sequentially.

8. Transfers made so that penalty periods would n
ot overlap--

The agency:

	

X

	

assigns each transfer its own penalty period;

uses the method outlined below:

TN No.
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state:

	

NEW YORK

TRANSFER OF ASSETS

9. Penalty Periods - transfer by a spouse that results in a -Penalty

period for the individual--

(a) The agency apportions any existing penalty period between

the spouses using the method outlined
 below, provided the

spouse is eligible for Medicaid. A penalty can be assessed

against the spouse, and some portion of the penalty against

the individual remains.

in the case of a transfer by a spouse of
 an individual which results

in a period of ineligibility for the ind
ividual, if the spouse becomes

eligible for M7 before such period of ineligibility ends, the remainin

portion of the period of ineligibility- w
ill be divided equally between.

the individual and the spouse so long as both remain eligible for N.

(b) if one spouse is no longer subject
 to a penalty, the

remaining penalty period must be served by the remaining

spouse.

10. Treatment of income an asset--

When income has been transferred as 
a lump sum, the agency will

calculate the penalty period on the lump sum value.

	

X

	

The agency will impose partial month 
penalty periods.

When a stream of income or the right
to a stream of income has been

transferred, the agency will impose
 a penalty period for each

income payment.

	

X

	

For transfers of individual income p
ayments, the agency

will impose partial month penalty per
iods.

	

X

	

For transfers of the right to an income st
ream, the agency

will use the actuarial value of all paymen
ts transferred.

The agency uses an alternate method
to calculate penalty

periods, as described below:

A9%
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States

	

New York

ASS

11. I sition of a nalty would work an undue hardshi

The agency does not app y the ttransfer o assts provisions in any

case in which the agency determines that such an application would

work an undue hardship. The agency will use the following

procedures in making undue hardship determinati s

The form, "Explanation of the Effect of Transfer of Assets on

bedical Assistance Eligibility", is made available to all individuals

who request such information and must be given to all MA-only

	

applicants at -the time of the initial application. The form must also

be sent when an A/R is denied/discontinued due to a prohibited transfe

This form notifies A/R's that an undue hardship provision. exists. .

	

At any time during or after the application process, an A/R or his/her

representative may request that a detexm nation based on undue hardshi

be made. The local district mist base its decision on the criteria

set forth below. Local districts nest determine wYr_ther an undue

	hardship waiver will. be granted within 30 days o
f such a request by m

A/R or his/her representative. A longer time period may be allowed

in situations where additional tine is needed due to difficulties

or delays in obtaining evidence.

The mandated client notice that informs the A/R of his/her denial/

discontinuation for MA due to transfer of assets, provides detailed

information on the process under which an adverse action detenninatic

can be appealed via fair hearing process.

The following criteria will be used to determine whether the agency

will not count assets transferred because the penalty would work

an undue hardships

Undue hardship cannot be claimed; if the client failed to fully

cooperate, to the best of his/her ability, as determined by the socii

services district, in having all of the transferred assets returned

or the trust declared void (where possible). Cooperation may includa

but is not limited to, assisting in.providing all legal records

pertaining to the transfer creation. of the trust, assisting the

district, wherever possible, in providing information regarding the

transfer amount, to whom it was transferred, any docxarents to supper

the transfer or any other information related to the circumstances

of the transfer; or

Additionally, undue hardship cannot be claimed when after payment

of medical expenses, the individual's or couple's inccsre and/or

resources is above the allowable AA exemption standard for a househc

of the same size; or

when the only result is the individual's or the individual 's spouse

claim that the assets are needed to maintain a pre-existing life

style; or

when application of the transfer of assets provision merely causes

TN No.
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Approval Date
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ll. imposition of a PenaltZ would wo rk undue

	

dehi
®agency

	

® not apply the transfer of as, is provisions in any

case in which the agency d

	

es that such

	

application would
work

	

undue	ship. The agency will use the following
procedures in making undue hardship d ®

	

ti®nst

(continued from previous page)

Fair hearings are provided pursuant to federal regulations
(Goldberg v. Kelly)

The following criteria will used to determine the agency

will not count assets transferred because the penalty would work
an undue hardships

(continued frcen previous page)

the individual inconvenience; or

when such application. might restrict his or her lifestyle but would
not put him/her at risk of serious deprivation.
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-STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: New York

TRANSFER OF ASSETS

1917( c) FOR TRANSFERS OF ASSETS FOR LESS THAN FAIR MARXET VALUE NADE

ON OR AFTER FEBRUARY 8, 2006, the agency provides for the

denial of certain Medicaid services.

1. Institutionalized individuals are denied coverage of

certain Medicaid services upon disposing of assets for

less than fair market value on or after the look-back

date.

The agency does not provide medical assistance coverage

for institutionalized individuals for the following

services:

Nursing facility services;

Nursing facility level of care provided in a

medical institution;

Home and community- based services under a

1915(c) or (d) waiver.

2. Non-institutionali-zed individuals:

The agency applies these provisions to the

following non- institutionalized eligibility

groups. These groups can be no more restrictive

TN#: 06-71
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURI
TY ACT

State: New -York

TRANSFER OF ASSETS

than those set forth in section 1905(a) of the

Social Security Act:

The agency withholds payment to non-institutio
nalized

individuals for the following services:

Home health services (section 1905(a)(7));

Home and community care for functionally

disabled elderly adults {section 1905(a)(22));

Personal care services furnished to indivi
duals

	

who are not inpatients in certain medical

institutions, as recognized under agency law
.. and

specified in section 1905(a)(24). -

The following other long-term care services fo
r

which payment for medical assistance is

otherwise made under the agency plan:

3. Penalty Date--The beginning date of each pernal
ty period

imposed for an uncompensated transfer of asset
s is the

later of:

® the first day of a month during or after

which assets have been transferred for

less than fair market value;

The State uses the first day of the

Approval Date:

	

DEC l 20

Effective Date: .10 ft
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: New York

TRANSFER OF ASSETS

month in which the assets were

transferred

X

		

The State uses the first day of the

month after the month in which the

assets were transferred

or

® the date on which the individual is

eligible for medical assistance under the

	

State plan and is receiving institutional

level care services described in

paragraphs 1 and 2 that, were it not for

the imposition of the penalty period,

would be covered by Medicaid;

AND

which does not occur during any other

period of ineligibility for services by

reason of a transfer of assets penalty.

4. Penalty Period - Institutionalized Individuals-

In determining the penalty for an, institutionalized

individual, the agency uses:

the average monthly cost to a private patient of

nursing facility services in the State at the

time of application;

X_

		

the average monthly cost to a private patient of

nursing facility services in the coanmunity in

which the individual is institutionalized at the

time of application.

go,

	

5.

	

Penalty Period - Non-institutionalized Individuals--
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURI
TY ACT

State: New York

TRANSFER OF ASSETS

The agency imposes a penalty period determined 
by using

the same method as is used for an institutional
ized

individual, including the use of the average mo
nthly

cost of nursing facility services;

imposes a shorter penalty period than would be

imposed for institutionalized individuals, as

outlined below:

6. Penalty period for amounts of transfer less than cost of

nursing facility care--

Where the amount of the transfer is Less than 
the

monthly cost of nursing facility care, the age
ncy

imposes a penalty for less than a full month,

based on the option selected in item 4.

The state adds together all transfers for less

than fair market value made during the look-ba
ck

period in more than one month and calculates a

single period of ineligibility, that begins on

the earliest date that would otherwise apply if

the transfer had been made in a single lump sum
.

7. Penalty periods - transfer by a spouse that re
sults in a

penalty period for the individual--

(a) The agency apportions any existing penalty

period between the spouses using the method

outlined below, provided the spouse is eligibl
e

for Medicaid. A penalty can be assessed against

the spouse, and some portion of the penalty

against the individual remains.

(b) If one spouse is no longer subject to a penalty
,.

the remaining penalty period must be served by

the remaining spouse.

8. Treatment of a transfer of income-

When income has been transferred as a lump sum
, the

agency will calculate the penalty period on. th
e lump sum

value.

TN#: 06-71
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: New York

TRANSFER OF ASSETS

When a. stream of income or the right to a stream of

income has been transferred, the agency will impose a

penalty period for each income payment.

X_ For transfers of individual income payments, the

agency will impose partial month penalty periods

using the methodology selected in 6. above.

	

X_

	

For transfers of the right to an income stream,

	

T

	

the agency will base the penalty period on the

combined actuarial value of all payments

transferred.

9. .Imposition of a penalty would work an undue hardship--

The agency does not impose a penalty for transferring

assets for less than fair market value in any case in

which the agency determines that.such imposition would

work an undue hardship. The agency will use the

following criteria in making undue hardship

determinations:

Application of a transfer of assets penalty would

deprive the individual:

(a) Of medical care such that the individual's health

or life would be endangered; or

(b) Of food, clothing, shelter, or other necessities of

life.

10. Procedures for Undue Hardship Waivers

The agency has established a process under -which

hardship waivers may be requested that provides for:

(a) Notice to a recipient subject to a penalty

TN#: 06-71 Approval Date:

	

DEC 1 2 2006

Supersedes TN#: NEW

	

Effective Date:
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: New York

TRANSFER OF ASSETS

that an undue hardship exception exists;

(b) A timely process for determining whether an undue

hardship waiver will be granted; and

(c) A process, which is described in the notice, under

which an adverse determination can be appealed.

These procedures shall permit the facility in which the

institutionalized individual is residing to file an und
ue

hardship waiver application on behalf of the individual
 with

the consent of the individual or the individual's perso
nal

representative.

11.

	

Bed Hold Waivers For Hardship Applicants

The agency provides that while an application

for an undue hardship waiver is pending in.the

case of an individual who is a resident of a

nursing facility:

Payments to the nursing facility to hold

the bed for the individual will be made

for a period not to exceed

	

days (may

not be greater than 30).
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: New York

TRANSFER OF ASSETS
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State:

	

New York

TRANSFER OF RESOURCES *

1902(f) and 1917

	

The agency provides for the denial of eligibility by
of the Act

	

reason of disposal of resources for less than fair market
value.

A. Except as noted below, the criteria for determining the
period of ineligibility are the same as -criteria
specified in section 1613(c) of the Social Security Act
(Act).

1. Transfer of resources other than the home of an

	

individual who is an inpatient in a medi-cal
institution.

a. L/ The agency uses a procedure which provides
for a total period of ineligibility greater
than 24 months for individuals who have
transferred resources for less than fair
market value when the uncompensated value of
disposed of resources exceeds $12,000. This
period bears a reasonable relationship to
the uncompensated value of the transfer.
The computation of the period and the
reasonable relationship of this period to
the uncompensated value is described as
follows:

Where the UCV is mare than $12,000, the time limit
for consideration of the UCV amount toward resources
shall be extended for one month for each additional
$2,000 in excess of the $12,000.

The amount of the UCV may be diminished by an amrnunt
equal to the amount of n ical expenses incurred in

this period.

*The State is in ccstliance with the transfer of assets
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY AC:

YorkNewState:

b. L '

		

The period of ineligibility is less than 24
months, as specified below:

Where the UCV is $12,000 or less the UCV amount rust
counted towards the resource limit for a period of 24
months from the date of the transfer, or until the
amount of medical expenses equals the UCV.

c. % I The agency has provisions for waiver of
denial of eligibility in any instance where
the State determines that a denial wou.ld
work an undue hardship.
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0938-

STATE

State:

PLAN UNDER TITLE XIX OF THE SOC :AL SECURITY ACT

Kew VOXk

2. Transfer of the home of an individual wnco is a:..
inpatient in a medical institution.

L^;'

	

A period of ineligibility applies to inpatients
in an SNF, ICF or other medical institution as
permitted under section 1917(c)(2)(B)(i).

a. Subject to the exceptions on page 2 of this
supplement, an individual is ineligible for 24
months after the date on which he disposed of
the home. However, if the uncompensated value
of the home is less than the average amount
payable under this plan for 24 months of care
in an SNF, the period of ineligibility is a
shorter time, bearing a reasonable relationship
(based on the average amount payable under this
plan as medical assistance for care in an SNF)
to the uncompensated value of the home as
follows:
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: Nea York

b. L_/

	

Sub ject to the exceptions an page 2 of
this supplement, if the uncompensated
value of the home'is more than the
average amount payable under this plan as
medical assistance for 24 months of care
in an SNF, the period of ineligibility is
more than 24 months after the date on
which he disposed of the home. The
period of ineligibility 'bears a
reasonable relationship (based upon the
average amount payable under this plan as
medical assistance for care in an SNF) to
the uncompensated value of the home as
follows:
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STATE PLAN UNDER TITLE X:X OF THE SDC:AL SECURITY ACT

State:

	

New York

No individual is ineligible by reason of item A.2
if--

(i) A satisfactory showing is made to the agency
(in accordance with any regulations of the
secretary of Health and Human Services) that
the individual can reasonably be expected to be
discharged from the medical institution and to
return to that home;

(ii) Title to the home was transferred to the
individual 's spouse or child who is under age
21, or (for States eligible to participate in

	

the State program under title XVI of the Social
Security Act) is blind or permanently and
totally disabled or (for States not eligible to
participate in the State program under title
XVI of the Social Security Act) is blind or
disabled as defined in section 1614 of the Act;

(iii) A satisfactory showing is made to the agency
(in accordance with any regulations of the
Secretary of Health and Human Services) that
the individual intended to dispose of the home
either at fair market value or for other
valuable consideration; or

(iv) The agency determines that denial of
eligibility would work an undue hardship.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL. SECURITY ACT

State:

	

New York

3. 1902(f) States

L-_ 1 Under the provisions of section 1902(f) of the
Social Security Act, the following transfer of
resource criteria more restrictive than those
established under section 1917(c) of the Act,
apply:

B. Other than those procedures specified elsewhere in the
supplement, the procedures for imple menting denial of

eligibility by reason of disposal of resources for less

than fair market value are as follows:

1. If the uncompensated value of the transfer is $12,000

or less:

2. If the uncompensated value of the transfer is more

than $12,000:

to
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	STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State r New York

3. If the agency sets a period of ineligibility of leas
than 24 months and applies it to all transfers of
resources (regardless of uncompensated value):

4. Other procedures:

P
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STATE PLAN UNDER TITLE

State r New York

XIX OF THE SOCIAL SECURITY ACT

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Condition or Requirement

A. General Conditions of Eligibility

Each individual covered under the plan:

1. Is financially eligible (using the methods and
standards described in Parts B and C of this
Attachment) to receive services.

42 CFR Part 435,

	

2. Meets the applicable non-financial eligibilitySubpart F

	

conditions.

a. For the categorically needy:

(i}

	

Except as specified under items A.2.a.(ii)
and (iii) below, for AFDC- related
individuals, meets the non-financial
eligibility conditions of the AFDC
program.

(ii) For SSI-related individuals, meets the
non-financial criteria of the SSI program
or more restrictive SSI-related
categorically needy criteria.

(iii) For financially eligible pregnant
women, infants or children covered under
sections 1902(a)(10)(A)(i)(IV),
1902(a)(10)(A)(i)(VI),
1902(a)(10)(A)(i)(VII), and
1902(a)(10)(A)(ii)(IX) of the Act, meets
the non-financial criteria of section
1902(1) of the Act.

(iv) For financially eligible aged and
disabled individuals covered under section
1902(a)(10)(A)(ii)(X) of the Act, meets
the non-financial criteria of section
1902(m) of the Act.

TN No. v Ow

	

fW - 6

	

JAN

	

1 - 1992seded-

	

Approval Date

	

Effective Date APR
TN No.

	

21'_g

Citation(s)

42 CFR Part 435,
Subpart G

1902(1) of the
Act

1902( m) of the
Act
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State : New York

Citation Condition or Requirement

b. For the medically needy, meets the nonfinancial
eligibii:ty conditions of 42 _FR Part 435.

c. For financially eligible qualified Medicare
beneficiaries covered under section
1902(a)(10)(E)(i) of the Act, meets the
non-financial criteria of section 1905(p) of
the Act.

d. For financially eligible qualified disabled and
working individuals covered under section
1902( a)(10)(E)(ii) of the Act, meets the
non-financial criteria of section 1905(s).

3. Is residing in the United States and--

a. Is a citizen;

b. Is an alien lawfully admitted for permanent
residence or otherwise permanently residing in the
Nationality Act United States under color of law, as
defined in 42 CFR 435.408;

c. Is an alien granted lawful temporary resident
status under section 245A and 210A of the
Immigration and Nationality Act if the individual
is aged, blind, or disabled as defined in section
1614(a)(1) of the Act, under 18 years of age
or a Cuban /Haitian entrant as defined in section
501(e)(1) and (2)(A) of P.L. 96-422;

TN No.
Supersedes

	

Approval Date

	

R t 1
TN No.

OMB No.: 0938-

1905(p) of the
Act

1905(s) of the
Act

42 CFR
435.402

Sec. 245A of the
Immigration and

1902(a) and
1903(v) of
the Act and
245A(h)(3)(B)
of the Immigration
& Nationality Act

no
E ffective Date OCT 1 1 91

HCFA ID: 7985E

)



A:""ACHMEN; 6 . i -A
Page 3
OMB No.:

	

0938-

Reves.on:

	

HCFA-PM -9 --

	

3P3

A;:C;:S- 1991

State: New York

Citation

	

Condition or Requirement

d. Is an alien granted lawful temporary resident statusunder section 210 of the immigration-and Nationality

	

Act not within the scope of c. above (coverage mustbe restricted to certain emergency services duringthe five-year period beginning on the date the alienwas granted such status); or

e. Is an alien who is not lawfully admitted forpermanent residence or otherwise permanently residingin the United States under color of law (coveragemust be restricted to certain emergency services.
42 CFR 435.403

	

4. Is a resident of the State, regarcless of whether1902(b) of the

	

or not the individual maintains the residenceAct

	

permanently or maintains it at a fixed address.

L}V State has interstate residency agreement withthe following States:

Georgia

State has open agreement(s).

Not applicable; no residency requirement.

TN No. V W-

	

^,,,,, t r, 1992

	

OCT 1 1991Supersedes

	

Approval Date

	

Effective DateTN No. a En=
HCFA ID: 7985£

LI
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State/Territory: New York

Citation

	

Condition or Requirement

42 -CGFR 435.1008

	

5. a. Is not an inmate of a public institution. Public
institutions do not include medical institutions,
intermediate care facilities, or publicly operated
community residences that serve no more than 16
residents, or certain child care institutions.

42 CFR 435.1008

	

b. Is not a patient under age 65 in an institution
1905(a) of the

	

for mental diseases except as an inpatient under
Act

	

age 22 receiving active treatment in an accredited
psychiatric facility or program.

Not applicable with respect to individuals
under age 22 in psychiatric facilities or
programs. Such services are not provided unde.
the plan.

42 CFR 433.145

	

6. Is required, as a condition of eligibility, to assign
1912 of the

	

his or her own rights, or the rights of any other perso
Act

		

who is eligible for Medicaid and on whose behalf the
individual has legal authority to execute an assignment
to medical support and payments for medical care from
any third party. (Medical. support is defined as suppor
specified as being for mical care by a court or
administrative order.)

ft moo ®

Su rsedes

	

Approval Date

	

, '.
d

	

Effective Date OCT 1 1991

HCFA ID: 7985E
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State /Territory: n U York

Citation

	

Condition or'Requirement

An applicant or recipient must also cooperate in
establishing the paternity of any eligible child and in
obtaining medical support and payments for himself or
herself and any other person who is eligible for
Medicaid and on whose behalf the individual can make an
assignment; except that individuals described in
S1902(l)(1)(A) of the Social Security Act (pregnant
women and women in the post -partum period) are exempt
from these requirements involving paternity and
obtaining support. Any individual may

	

exempt from
the cooperation requirements by demonstrating good cause
for refusing-to cooperate.

An applicant or recipient must also cooperate in

	

identifying any third party who may be liable to pay fox

	

care that is covered under the State plan and providing
information to assist in pursuing these third parties.
Any individual may be exempt from the cooperation
requirements by demonstrating good cause for refusing tc
cooperate.

Assignment of rights is automatic because of State
law.

42 CFR 435.910 7. Is required, as a condition of eligibility, to furnish
his/her social security account number (or numbers, if
he/she has more than one number).

®

	

mail=

	

OCT 1 S91
Supersedes

	

Approval Date

	

Effective Date

no. I's FZ ;
HCFA ID: 7985E
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state:

	

New York

Citation

	

Condition or Requirement

1902(c)(2)

	

8. Is not required to apply fo
r AFDC benefits under

title IV-A as a condition o
f applying for, or

receiving, Medicaid if the 
individual is a pregnant

woman, infant, or child tha
t the State elects to

cover under sections 1902(a
)(10)(A)(i)(IV) and

1902(a)(10)(A)(ii)(IX) of t
he Act.

1902(e)(10)(A)

	

9. Is not required, as an i
ndividual child or pregnant

and (B) of the

	

woman, to meet requirements
 under section 402(a)(43)

Act

	

of the Act to be in certain
 living arrangements.

(Prior to terminating AFDC 
individuals who do not meet

such requirements under a S
tate's AFDC plan, the agenc

y

determines if they are othe
rwise eligible under the

State's Medicaid plan.)

Q3 W 2 Q.
TN NO.
Supersed®

	

Approval Date

	

Effective Data OCT 1 1991

TN No. HCFA ID: 798SE
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®

	

No.: 0938-

State

Condition or Re iuirement

U.S. Supreme Court
Case, New Fork State

	

Department of Social
Services v. Dublino 11.

Is required to Apply for enrollment in an employer-based
cost-effective group health plan, if such plan is available to the
individual. Enrollment is a condition of eligibility except for
the individual who is unable to enroll on his/her own behalf
(failure of a parent to enroll a child does not affect a child's
eligibility).

Is required to apply for coverage under Medicare Parts A, B
and/or D if it is likely that the individual would meet the

	

eligibility criteria for any or all of those programs. The

	

state,

	

agrees to pay any applicable premiums and cost-sharing
(except those applicable under Part D) for individuals required
to apply for Medicare. Application for Medicare is a condition
of eligibility unless the state does not pay the Medicare
premiums, deductibles or co-insurance (except those applicable

	

under Part I)) for persons covered by the Medicaid eligibility
group undertwhich the individual is applying.

DEC 0 e

Approval Date:

Supersedes TN#.

	

91 -76

	

Effective Date: M N . 2006

TN#:

	

05.56

HCFA`1D- 7985E
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Page 4
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Condition or Requirement

Postefigibilq' Treatment of Institutionalized

1. The following items are not considetred in
postehgibiltty process:

a. SSI and S$? beiefits paid under §1611(eXI)(E)
and (G) of the Act to nxlividuals who recerve cm
in a hospital, nursing home, SNF, or ICF.

b. Austrian Rep ion Paymemi

	

i ^.

	

tion
payments made

	

500 - s of the
general Social Inpawce Apt . dies only if

toState follows SSI program ru with respect
the payments.

	

C. German Reparations Payments (i

made by the Fed Republic of

d. Japanese and Aleutim

	

'on Pay ts.

e. Netherlands R

	

'on P

	

based on Nan, but
not Japanese, p

	

ion during World War II).

f. Payments from the

	

Orange S

	

Fundettlemcd
or a y other

Whe

	

fished pursuant to the
ement in the In re

	

^r
liability litigation, M.D.L. No. 381 .I).N.Y:)

g, Radiation Exposure Compensation.

h. VA pe
S
nsions limited to $90 per month under

38 U.S.C. 5503,

1902(o) of
the Act

Bondi
Suluvanv (SSP

1902(rx 1) of
the' Act

on paym
nn

105/206 of
P. L. 100-383

1. (a) of
P.L. 103-286

10405 of
P.L. 101-239

6(hx2) of
P. . 101426

12005 of.
P. L. 103-66

TNNO-. can -^13-

6



ision:Revision:

State:

	

New York

Citation
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Pap 4a
0

	

No.:0938 73

Condition or Requirement

HCPA-PM-97®2
1997

2. The following monthly amounts for personal needs are
deducted from total monthly income in the application
of an institutionalized individual's or c ple's
income to the cost of institutionalized cam:

Personal Needs Allowance (PNA) ofnot less than' $30
For Individuals and S60 For Couples For All
Institutionalized Persons.

a Aged, blind, disab:
Indivi

	

$
5

Couples

	

S

For the following persqns with

Supplement 12 to attachment 2.6-A dmfibes the
greater need; describes the b&W or Tor= l for
determining the deductible amount when a specific
amount is not listed above; lists the criteria to
be met; and, where apron ' e, identifies
organizational unit which d

	

that a citerion is

b. AFDC related'
Children S
Adults S Inn

For the following pazoft wan
i-ArA

Supplement 1o

	

k: desagm the
greater need; describes the is or formula for
getermining tuc deductible mount when a spedft
amount is not listed abovr, lists the criteris.to, be met;
and, where approxiste, identifies the o
nit which deterniines that a critaion is met.

c. Individual under age 21 covered in the plan as

st
specified in Item S. 7. of Agaghm!

1. $35,f person .s t in an Article 28 Facility.

16

1924 of the Act

	

435.725
435.733
435.832
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Citation

ATTACHMENT 2.6-A,
Page 4b
O No..093

	

73

Condition or Requirement

For the fbilowing persons with or need:

Supplement 12 to

	

d bes the
greater need; describes the basis or formula for
determining the deductible amount when a specific
amount is not listed above; has the criteria to
be met; and, where appropriate, identifies the
o

	

tional unit w ch determines

	

a
criterion is MOL

1924 of the Act

	

3. In addition to the amounts under item 2. , the following
amounts are deducted from the rennainin$ income of
L'stitutionalized individual with a community spouw.

a. The monthly income allowance for tbe. community
calculated use the formula in § 1924(dx2), is the anxxmt by
which the maintenance needs standard exceeds the community
spouse's income. The maintenance needs standard cannot exceed
the maximu..,n prescn'bed in §1924 (dX3XC). The maintenance
needs standard consists of a poverty level component plus an
excess shelter allowance .

	

.

The poverty level component is
using

percentage (set out §4(dx3}B) of the
Act) of the official poverty level.

The poverty level component is
calculated using a percentage greater
than the applicable

	

equal to
%, of the official poverty level

s- subject to maximum maintenance needs standard).

X The maintenance needs standard for all
conmu

	

spouses is set at the
perzutt

	

§ 1924(dX3XC).

Except that, when applicable, the State will set the
, byspouse's monthly income allow

	

at the anount
ex 'onel m ce needs, 'shed at a fair hear exceed
the community spouse's income, or at the unount of any court-
ordered support.

TN No.-ULL'O'
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Page 4c
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Condition or Requirement

Revision: CFA-PM-97®2
1997

State. New York

Citation

D

	

In determining any excess shelter allowancei
utility expenses are calculated using:

the standard utility allowance under
§5(e) of the Food Stamp Act of 1977; or

the actual unreimbur le anxxint of the
community .

	

's utility
any portion of such amount in

	

in
condominium or coo tive chffi

	

b: The monthly income allowance for other dependent
y members living with the community spouse is:

X

	

one-third of the amount by which the
pov level component (cal

and 1924(d 3XAXi) of the Act,
using the applicable cents

Te

	

thespecified in § 1924 d)(3)(B)

	

s
Jdependent family m

	

,s monthly
income. .

a greater amounted calculated as follows:

The following definition is used in lieu of the
definition provided by the Secretary to detamine the
dependency offamdy members under §1924 (dXl):

c, Amomts for health care expenses described below
that are incurred by and for the institutionalized
individual and are not subject to payments by a third party:

O Medicaid, Medicare, and other health insu
premiums, deductibles, or coin
or copayments.

(ii) Nccc&wy medical or remedW can
recognized under State law but not covered
under the State plan. (Reasonable limits on
amoua are desc

	

in S

	

3 to
_NT 2.6.k )

VAT 15 fill
l

Approval DEC_.Su

U

	

1 1999

TN No. '

	

- .
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Page 5
O

	

No.:093E 73

4. In addition to any amounts deductible under the it
above, the foUowin monthly amounts are deducted from
the remaining monthly income of an institutio
individual or an institutiotulized couple:

& An amount for the maintenance needs of each member of a
family livin8 in the institutionalized individual's home with
no community spouse living in the hom. The amom must be
based on a reasonable assessment of need but must not exxAW
the higher of the:

o AFDC level; or
o Medically needy level:

(Check one)

-- AFDC leve!s in Supplement 1

	

Medic needy level in Supplement I
-- Other:

b, Amounts for health care penses described below that have not been
deducted under 3.c. above (i.e. for an institutionalized lndividwitwith1 = ^^ by and for the inWtutionalized
or instilonalized couple, and are not subject to the paymem by a third
Party:

(I) Medicaid, Medicare:, and other h

	

in
deductibles, or coinsurance charges, or copayments.

(it) Necessmy medical or remedial care reco State law but
not covered under the State plan. (Reas6wble limits on antount are
described in Supplement 3 to &JI&C'IRdEff 2.6-A.)

435.725

	

5. At the option of the State, as,specified below, the following
435.733

	

is deducted from any remumg monthly income of an
435.932

	

institutionalized individual or an institutio

	

:

A monthly amount for the maintenance of the home of the indi '

	

or
couple for not longer than 6 montba if a ph 'dw has certified that ft
individual, or one member of the ' i

	

nai

	

couple, is likely to return
to the home within that period:

No.

X Yes (the applicable

	

is shown on page Se.)

* The State uses the higher of the standard for LT Inane Families (AFDC), or
medically needy i n

'ST1at NO

	

-,-
A N, oval 1

	

15 l'!!

	

)AN i 1999

ado.

	

3 3

435.725
435.733
435.932



Revision: HCFA PM-97-2
December 1997

State: New York

x

ATTACHNEM 2.6-A
Page 5a
0MB No.:0938-0673

Amount for maintenance of ho is:

	

S medically needy level for one in Supplement 1

Amount for maintenance of borne is the actual mmaintenance
costs not to exceed S

Amount for maintenw= of home is deductible when
countable incom is detaminW under § 1924(d)(1) of the Act
only if the individuals ' home and the community qxxw 's
home are different.

	

Amount for maintenance of home is not deductible when
-countable incorne is determined

	

§1924 (dXl) of the
Act.
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STATE PLAN UNDER TITLE XIX OF THE SOC:AL SECURITY ACT

State: New Xorit

ELIGIBILITY CONDITIONS AND REQUIR`M-ENTS

Citation(s)

	

Condition or Requirement

42 CFR 435..711

	

C. Financial Eligibility435.721, 435.331
For individuals who are AFDC or SSI recipients, theincome and resource levels and methods for
determining countable income and resources of the
AFDC and SSI program apply, unless the plan providesfor more restrictive levels and methods than SSi forSSI recipients under section 1902 (f) of the Act, ormore liberal methods under section 1902(r)(2) of theAct, as specified below.

For individuals who are not AFDC or SSI recipients ina non-section 1902( f) State and those who are deemedto be cash assistance recipients, the financialeligibility requirements specified in this section Capply.

Supplement l to ATTACHMENT 2.6-A specifies the incomelevels for mandatory and optional categorically needygroups of individuals, including individuals withincomes related to the Federal income poverty
level--pregnant women and infants or children coveredunder sections 1902(a)(10)(A)(i)(IV),
1902(a)(10)(A)(i)(VI), 1902(a)(10)(A)(i)(VII), and
1902(a)(10)(A)(ii)(IX) of the Act and aged and
disabled individuals covered under section
1902 (a)(10)(A)(ii)(X) of the Act--and for mandatorygroups of qualified Medicare beneficiaries covered
under section 1902(a)(10)(E)( i) of the Act.

.N No.

	

APR 1 - 1992Supersedes-

	

Approval Date JAN 2 0 190

	

Effective Date
TN NO.

	

qj- 20
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Page 6a

state:

	

New Yonc
OMB No.: 0938-

Citation

	

Condition or Requirement

L/ Supplement 2 to ATTACHMENT 2.6-A specifies the resource
levels for mandatory and optional categorically needy
poverty level related groups, and for medically needy
groups.

Suoolement 7 to'ATTACHMENT 2.6-A specifies the income
levels for categorically needy aged, blind and disabled
persons Who are covered under requirements more restrictive
than SSI.

Supplement 4 to ATTACHMENT 2.6-A specifies the methods for
determining income eligibility used by States that have
more restrictive methods than SSI, permitted under section
1902(f) of the Act.

L/ Sucolement 5 to ATTACHMENT 2.6-A specifies the methods for
determining resource eligibility used by States that have
more restrictive methods than SSI, permitted under section
1902(f) of the Act.

[X/

	

Supplement Sa to ATTACHMENT 2.6-A specifies the methods for
determining income eligibility used by States that are more
liberal than the methods of tie cash assistance programs,
permitted under section 1902(r)(2) of the Act.

X/

	

Supplement 6b to ATTACHMENT 2.6-A specifies the methods for
determining resource eligibility used by States that are;
more liberal than the methods of the cash assistance
programs , permitted under section 1902(r)(2) of the Act.

Supers

	

Approval Date

	

? n A 190
Effective Date OCT 1 1991

TN No.
HCFA ID: 7985E
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ATTAC

	

2.6-AMARCH 1987
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0

	

Ro.: 0938-0193

Citation Condition or Requirement

	

3 C30

a. except as specified under it em C.l.e. below, in
determining countable income for AFDC related
individuals, the disregards and exemptions in
the State's approved AFDC plan are applied.

	

435.721

	

435.831
and 1902(w)(1)(3)
and (m)(4) of
the Act,
P.L. 99-509
(Secs. 9402(a)
and (b))

b. In determining countable income for aged
individuals, including aged individuals with
incomes up to the Federal nonfarm poverty line
described in section 1902(m)(1) of the Act,
the following disregards

	

applied:

X The disregards of the SSI program.

	

'

The disregards of the State supplement ary
payment program, as follo :

_ The disregards of the SSI program, except
for the following restrictions, applied
under the provisions of section 1902(f) of
the Act:

	

1t
Except for the less restrictive disregards as specified in Supplement `5..to
Attachment 2.6A of the State Plan Amendment 85-25.

-
Effective Dato

	

f '

HCFA ID: 1038P/0015P

TV No. -us
Supersedes
TV No.

	

Approval Data DEC
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(MB)
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?age 7

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SE(.UR1 TY AC:

State: New York

7LGI3ILITY CONDITIONS AND REQUIREMENTS

C.tation(s)

	

Condition or Requirement

1902(r)(2)

	

1. Methods of Determining Incomeof the Act
a. AFDC-related individuals (except for poverty

level related pregnant women, nfants, and
children).

(1) in determining countable income for
AFDC-related individuals, the following
methods are used:

(a) The methods under the State's
approved AFDC plan only; or

x

	

(b) The methods under the State's
approved AFDC plan and/or any more
liberal methods described in
Supplement 8a to ATTACHMENT 2.6-A.

(2) In determining relative financial
responsibility, the agency considers only
the income of spouses living in the same
household as available to spouses and the
income of parents as available to children
living with parents until the children
become 21.

(3) Agency continues to treat women
eligible under the provisions of sections
1902(a)(10) of the Act as eligible, without
regard to any changes in income of the
family of which she is a member, for the
60-day period after her pregnancy ends and
any remaining days in the month in which the
60th day falls.

A:T.iC:'.M--'NT 2.6-A

1902(e)(6)
the Act

TN No.
Supersedes
TN No.
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Approval Date JAN 2

	

Effective Date APR i - 1992
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL, SECURITY ACT

State: New York

ELIGIBILITY CONDITIONS AND REQUIREF NTS

Citation(s)

	

Condition or Requirement

42 CFR 435.721

	

b. Aced individuals. In determining countab'_-e435.831, and

	

income for aged individuals, including aged1902( m)(1)(8)(m)(4)

	

individuals with incomes up to the Federaland 1902 (r )(2)

	

poverty level described in sectionof the Act

	

1902(m)(1) of the Act, the following methods
are used:

x The methods ;f the SSI program only.

The methods of the SSI program and/or any
more liberal methods described in Supplement
8a to ATTACHMENT 2.6-A.

tic,)

	

17
TN No.
Supersede

	

Approval Date J Z

	

Effective Date APR 1- 1992
TN No. T4 P1W
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Bo.: 0938-0193

c. In determining countable income for blind
individual s, the following disregards are
appli :

X The disregards of the SSI program.

The disregards of the State suppl ementary
payment program ,

	

follows:

The disregards of the SSI prog ram , except
for the following restrictions appli ed
under the provisions of section 1902(f) of
the Act.

d. In determining countable income for disabled
individuals, including disabled individuals
with incomes up to the Federal nonfarm poverty
line described in section 1902(m)(1) of the Act
the following disregards are applied:

X The disregards of the SSI program.

	

435.721
435.831
and 1902(m)(1)(B)
and (m)(4) of
the Act,
P .L. 99-509
(Sacs. 9402(x)
and (b))

!/
$ Except for less restrictive disregards as specified in Supplement to
Attachment 2.6A of the State Plan Amendment 85-25.

IB No.

	

Approval Date
DEC 5 1991

	

Effective Date _Supersedes
I

HCFA ID: 1038P/0015P
ft^
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State:

	

New York

Citation

	

Condition or Requirement

For individuals other than optional State
supplement recipients, more restrictive methods
than SSI, applied under the provisions of section
1902(f) of the Act, as specified in Eupoiement 4
to ATTACHMENT 2.6-A; and any more liberal methods
described in 5uo21emgnt 8a to ATTACHMENT 2.6-A.

L/ For institutional couples, the methods specified
under section 1611(e)(5) of the Act.

For optional State supplement recipients under
5435.230, income methods more liberal than SSI, as
specified in Suopl.ement 4 to ATTACHN£NT 2.6-A.

/ /

	

For optional State supplement recipients in
section 1902 (f) States and SSI criteria States
without section 1616 or 1634 agreements--

- SSI methods only.

SSI methods and/or any more liberal methods
than SSI described in Supplement 86 to
ATTACK ENT 2.6-A.

	

Methods more restrictive and/or more liberal
than SSI. More restrictive methods are
described in Supplement 4 to ATTACHMENT
2.6-A and more iberal methods are described
in Supplement Ba to ATTACHKENT2.'6-A.

In determining relative financial responsibility,
the agency-considers only the income of spouses
living in the same household as available to
spouses.

TN N
Supersed 2

	

Approval Dat e VAR , 1 1997

	

effective Date OCT 1 1991
TN No. 1 _ni A

HCFA ID: 7985E

AT ACHMENT 2 . 6 -A
Page 8
OMB No.: 0938-

1
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UPC)

	

ATTACHMT 2.6-
MARCH 19 7

	

Page 8 (17b-1)
0 No.: 0938-0193

citation.

	

Condition or Requirement

1902(1)(3)(E)

	

a. For pregnant women and infants or children

of the Act,

	

covered under the provisions of section

P.L. 99-509

	

1902(a)(10)(A)(ii)(IX) of the Act--

(Sec. 9401(b))
(1) In determining countable income, the

following disregards and exemptions are

those in the State's approved AFDC plan; or

those in the State's approved title IV-E

plan, as appropriate.

1902(a)(6) of

	

X (2) The agency continues to treat women

the Act,

	

eligible under the provisions of

P.L. 99-509

	

section 1902(a)(10)(A)(ii)(IZ) of the Act

(Sec. 9401(d)) as eligible, without regard to any changes

in income of the family of which she is a

member, until the end of the 60-day period

beginning on the last day of her pregnancy.

Approval Data
MAY 1 4 IB M

	

Effective Date JAN ) 1

NCFA ID: 1038P/0015P

No.
Supersedes

o. New



( SPD)Revision: HCFA-PM-9:--

A:::,;:ST

	

1991

State: New York

	

ATTAC-H*4ENT 2 . 6 - A
Page 9

OMB No.: 0938-

Citation Condition or Requirement

c. Blind individuals. in determining countable
income for blind individuals, the following
methods are used:

The methods of the SSI program only.

X

	

SSI methods and/or any more liberal methods
described in Suoolement 8a to ATTACHMENT

For individuals other than optional State
supplement recipients, more restrictive
methods than SSI, applied under the provisions
of section 1902 (f) of the Act, as specified in
$uoolement 4 to ATTACHMENT 2.6-A, and any more
liberal methods described in Suoolement 8a to
ATTACHMENT 2.6-A.

For institutional couples, the methods
specified under section 1611(8)(5) of the Act..

For optional State supplement recipients under
§435.230, income methods more liberal than SSI,
as specified in Suoolsmsnt 4 to ATTACHMENT

For optional State supplement recipients in
section 1902(f) States and SSI criteria States
without section 1615 or 1634 agreements--

SSI methods only.

SSI methods and/or any more liberal methods
than SSI described in Suvol ent 8a to
ATTACHMENT 2.6-A.

Methods more restrictive and/ or more
liberal-than SSI. More restrictive methods
are described in Suoolement 4 to ATTACHMENT

and more liberal methods are described
in Suoo18ment 8a to ATTACHMENT 2.6-A.

	

04
TN No.

	

cam. o a :^
Supersed

	

Approval Date

	

Effective Date OCT 1, 1991
TN No.

HCFA ID: 7985E

42 CFR 435.721 and
435.831
1902(m)(1)(B),

(m)(4), and

1902(r)(2) of

the Act

I
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Page 10

State: New York

Citation

OMB No.: 0938-

Condition or Requirement

I

In determining relative responsibility, the agency
considers only the income of spouses living in the
same household as available to spouses and the income
of parents as available to children living with
parents until the children become 21.

d. Disabled individuals. In determining
countable income of disabled
individuals, including individuals
with incomes up to the Federal poverty
level described in section 1902(m) of
the Act the following methods are used:

The methods of the S5I program.

	

x SSi methods and/or any more liberal methods
described in Supplement 8a to ATTACHMENT
2.6-A.

For institutional couples: the methods
specified under section 1611(e)(5) of the Act.

For optional State supplement recipients under
5435.230: income methods more liberal than
S5I, as specified in 5uoolement 4 to ATTACHMENT
2.6-A.

For individuals other than optional State
supplement recipients (except aged and disabled
individuals described in section 1903(m)(1) of
the Act): more restrictive methods than SSi,
applied under the provisions of section 1902(f)
of the Act, as specified in Supplement 4 to
ATTACHMENT 2.6-A; and any more liberal methods
described in Supplement 8a to ATTACHMENT 2.6-A.

TN No.
Supersede*.,, Approval Date

	

1 1 19
TN No.

42 CFR 435.721,
	and 435.831

1902(m)(1)(B),
(m)(4), and
1902(r)(2) of
the Act

CT 1 1991
Effective Date

HCFA ID: 7985E
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(BPO;

	

ATTACHME:rBT 2.1-A

AST 1991

	

Page 11

NEW YORK

	

OMB No.: 0938-

State:

Citation

	

Condition or Requirement

For optional State supplement recipients in

section 1902(f) States and SSI criteria States

without section 1616 or 1634 agreements--

55I methods only

55I methods and/or any more liberal methods

than SSI described in Suoclemesnt 091 to

ATTACHMENT 2-6-A.

Methods more restrictive and/or more liberal

than SSI, except for aged and disable
d

individuals described in sect ion 1902(m)(1)

of the Act. More restrictive methods
 are

	

described in Suoolement 4 to ATTACHMENT

2.5-A and more liberal method.$ are sp
ecified

in Supplement 8a to ATTACHMEN'T' 2.6-A.

In determining relative financial res
ponsibility, the

agency considers only the income of spouses living in

the same household as available to sp
ouses and the

	

income of parents as available to chi
ldren living

with parents until the children beco
m 21.

TN No.

	

OCT 1 1991

Supersedes

	

pproval Date

	

Effective Dar-*

TN No. =- -W HCFA ID: 798SE
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(MB)

	

ATTAC:' r'NT 2.5-A

?age lla

STATE PLAN UNDER TITLE XIX OF HE SOCIAL SECURITY ACT

State: New York

SiICIBZLITY CONDITIONS AND REQU:?=MENTS

Citation(s) Condition or Requirement

1902(1)(3)(E)

	

e. Poverty level pregnant women, infants, and
and 1902(r)(2)

	

children. For pregnant women and infants zr
of the Act

	

children covered under the provisions of
sections 1902(a)(10)(A)(1)(IV), (VI), and (VZI)
and 1902(a)(10)(A)(ii)(IX) of the Act--

(1) The following methods are used in
determining countable income:

The methods of the State's approved AFDC
plan.

The methods of the approved title IV-E plan.

X The methods of the approved AFDC State plan
and/or any more liberal methods described in
Supplement Sa to ATTACHMENT 2.6-A.

_ The methods of the approved title IV-E plan
.and/or any more liberal methods described in
Supplement 8a to ATTACHMENT 2.6-A.

FEBRUARY 1992

TN N°'

	

JAN 1

	

APR 1- 1992Supersedes	Approval Date

	

Effective Date
TN No.

	

91-7,79



Revision: HCFA-?M-92-1

	

(:=8)

	

A:TAc- N
FE3RL•^..Ry 992

	

Page

	

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

state: New York

ELIGI3ILiTY CONDITIONS AND REQUIREMENTS

Citation(s)

	

Condition or Requirement

(2) In determining relative financial
responsibility, the agency considers t::_•,
the income of spouses living :n the same
household as available to spouses and t::e
income of parents as available to c__dren
living with parents until the children
become 21.

(3) The agency continues to treat women
eligible under the provisions of sections
1902(a)(l0) of the Act as eligible, without
regard -to any -changes' in income of the
family of which she is a member, for the
60-day period after her pregnancy ends and
any remaining days in the month in which the
60th day falls.

1905(p)(1),

	

f. Qualified Medicare beneficiaries. In
1902(m)(4),

	

determining countable • iicome for qualified
and 1902(r)(2) of

	

Medicare beneficiaries covered under section
the Act

	

1902(a)(10)(E)(i) of the Act, the following
methods are used:

x The methods of the SSI'program only.

SSI methods and/or any more liberal methods
than SSI described in Supplement 8a to
ATTACHMENT 2.6-A.

For institutional couples, the methods
specified under section 1611(e)(5) of the
Act.

1902(e)(6) of
the Act

Effective Date APR 1 - 1992
TN No.

	

_(_

TN No.
Supersedes

	

Aooroval Date



?ace Za
state:

C .:at_....

V QCU YO ,%k

Ccnd:__:n _. Requ_re:-•ent

.ne .as= :!a •^ c f :-e

;n-._a. - e=::a. -^-••er
	evel.

..t.e .. .score,

	

e re _se_.e•,e.s are n,.. effective

	

_::e f_rs.:a• :. .e. -nests

	

the end of thera ns_:_::n per_zd.

_ d: _d_als n _ rece:v_nq title I: inccme,-e rev:_sed poverty .eveis are effective no :a:er:nan _ne date of rub:.:at.on.
1905(e) of the Act ,:) Qua:_f_ed drsaa:e d and working individuals.

:n determining _ c.;ntable income forqualified d_sab.ed and wo rking individuals

	

covered under :902 (a)(10)(E)(ii) of the Act,the methods of ~.e SSI program are used.
1905(p) of the Act

	

(2) Specified low-_-come Medicare beneficiaries.

in determining countable income for
specified low-income Medicare beneficiariescovered under :902(a)(10)(E)(iii) of theAct, the same method as in f. is used.

TN No.
2 - 27

SESupersedbs

	

Approval :a:_
TN No. _•.!e__•:e pate

	

R 1 19
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Page 12b
New York

	

0MB No . :
State/Territory:

Citation

	

Condition or Requirement

1902(u)

	

(h)

	

COBRA Continuation Beneficiaries
of the Act

In determining countable income for COBRA

	

continuation beneficiaries, the following
disregards are appli :

X The disregards of the SSI program;

The agency uses methodologies for treatment of
income more -restrictive than the SSI program.
These more restrictive methodologies are
described in Supplement 4 to Attachment 2.6-A.

NOTE: For COBRA continuation beneficiaries specified
at 1902(u)(4), costs incurred from medical car f
or for any other type. of remedial care shall
not be taken into account in determining
income, except as provided in section
1612(b)(4)(B)(ii).

fN n

	

OCT 19qSu r

	

Approval Date MAR 1 1 195

	

Effective Date

	

1

210T24

HCFA ID: 7985E



Revision: FFJflI4I
ATTACHMENT 2.o-A
Page 12c
OMB No.:

Stattfl erritory:

	

New York

Condition or Requirement

Working Individuals with Disabilities - BBA
In determining countable income and resources for
working individuals with disabilities under the BBA, the
following methodologies are applied:

The methodologies of the SSI program.

The agency uses methodologies for treatment of
Income and resources more restrictive than the
SSI program. These more restrictive
methodologies are described in Supplement 4
(income) and/or Supplement 5 (resources) to
Attachment 2.6-A.

The agency uses more liberal income and/or
resource methodologies'than the SSI program.
More liberal methodologies are described in

	

Supplement 8a to Attachment 2.6-A. More liberal
resource methodologies are described in
Supplement 8b to Attachment 2.6-A.

Citation

1902(a)(10)(A)

	

(I)
(ii)(XIII) of the Act

Effective DateJUL 0 1
HCFA ID:



FFICIA I
ATTACHMENT 2.6-A
Page 12d
OMB No.:

efTen-itory :

	

New York

Condition or Requirement

Working individuals with Disabilities - BasicCoverage Group - TWWIJA

In determining financial eligibility for working individualswith disabilities under this provision, the followingstandards and methodologies are applied:

The agency does not apply any income orresource standard.

NOTE: If the above option is chosen, no furthereligibility-related options should be elected.

X The agency applies the following income and/orresource standard(s):

Net available monthly income, using SSImethodology for a one-person or a two-personhousehold, may not exceed 250 percent ofthe applicable Federal Poverty Level.Countable resources may not exceed $10.000for a one-person or a two-person household.

TN No.

	

,UL 0 12003Superse

	

Approval Date JUN Z 6

	

Effective DateTN No.

	

HCFA ID:

Revision:

Citation

1902(a)(10)(A)

	

(ii)
(ii)(XV) of the Act

Stat



OFFICIAL
ATTACHMENT 2.6-A
Page 12e
OMB NO.:

Sta^elTerritory:

	

New York

Condition or Requirement

Income Methodoloc lies

	

In determining whether an individual meets the
income standard described above, the agency
uses the following methodologies.

X The income methodologies of the SSI
program.

The agency uses methodologies for
treatment of income that are more
restrictive than the SSI program. These .
more restrictive methodologies are
described in Supplement 4 to Attachment
2.6-A.

The agency uses more liberal income
methodologies than the SSI program.
More liberal income methodologies are
described in Supplement 8a to
Attachment 2.6-A.

`°---NJ

	

JLTN No.
Superse

	

Approval C ate

	

Effective Date
TN No..

	

HCFA ID:

Revision:

Citation

1902(a)(1 0)(A)
(ii)(XV) of the Act (cont.)
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ATTACHMENT 2.6-A
Page 12f
OMB NO.:

St eiTerritory:

	

New York

Condition or Requirement

Resource Metholologies

In determining whether the individual meets the
resource standard described above, the agency
uses the following methodologies.

Unless one of the following items is checked the'
agency, under the authority of section 1902{r)(2)
of the Act, disregards all funds held in retirement
funds and accounts, including private retirement
accounts such as IRAs and other individual
accounts, and employer-sponsored retirement
plans such as 401 (k) plans, Keogh plans, and
employer pension plans. Any disregard
involving retirement accounts is separately
described in Supplement 8b to Attachment 2.6-
A.

The agency disregards funds held in
employer-sponsored retirement plans, but
not private retirement plans.

The agency disregards funds in
retirement accounts in a manner other
than those described above. The
agency's disregards are -specified in
Supplement 8b to Attachment 2.6-A.

Supe se

	

Approval Jate

	

Effective Date JUL 0 1 Z003TN No.

	

I

	

HCFA ID:

Revision:.

Citation

1902(a)(1 0)(A)
(ii)(XV) of the Act (cont.)



.evision:

Citation

1902(a)(1 0)(A)
(ii)(XV) of the Act (cont)

OFFICIAL
ATTACHMENT 2.6-A
Page 12g
OMS NO.:

Stat 'en-itory:

	

New York

Condition or Requirement

X The agency does not disregard funds in
retirement accounts.

X The agency uses resource
methodologies in addition to any
indicated above that are more liberal than
those used by the SSI program. More

	

liberal resource methodologies are
described in Supplement 8b to
Attachment 2.6•A.

The agency uses the resource
methodologies of the SSI program.

The agency uses methodologies for
treatment of resources that are more
restrictive than the SSI program. These
more restrictive methodologies are
described in Supplement 5 to Attachment
2.6-A.

Effective Date. JUL 0 1 2003

HCFA ID:
Approval Date

KIM

F



OFFICIAl
ATTACHMENT 2.6-A
Page 12h
OMB No.:

/Territory:

	

New York

Condition or Requirement

(iii)

	

Working Individuals with Disabilities -
Employed Medically Improved Individuals -
TWWIIA

In determining financial eligibility for employed
medically improved individuals under this
provision, the following standards and
methodologies are applied:

The agency does not apply any income or
resource standard.

NOTE: If the above option is chosen, no
further eligibility- related options should be
elected.

X The agency applies the following income
and/or resource standard(s):

	

Net available monthly income, using SSI
methodology for a one-person or two-person
household. may not exceed 250% of the
applicable federal Poverty Level. Countable
resources may not exceed $10,000 for a one-
person or a two-person household.

Approval ate Effective
Date JUL fl 1 2903

TN No. HCFA ID:

Revision :

Stat

Citation.

1902(a)(10)(A)
(ii)(XVI) of the Act

TN No. e.
SupersedejVp



Viision:

Citation

1902(a)(1O)(A)
ii)(XVI) of the Act (cont.)

OFFICIAL
ATTACHMENT 2.6-A
Page 12i
OMB NO.:

StateITert tory:

	

New York

Condition or Requirement

Income Methodologies

In determining whether an individual meets the
income standard described above, the agency
uses the following methodologies.

X The income methodologies of the SSI
program.

The agency uses methodologies for
treatment of income that are more
restrictive than the SSI program. These
more restrictive methodologies are
described in Supplement 4 to Attachment
2.6-A.

The agency uses more liberal income
methodologies than the SSI program.
More liberal methodologies are,
described in Supplement 8a to
Attachment 2.6-A.

J No.

	

V 11 X
iperse

	

Approval Date
d

Effective Date

	

0 1 2
HCFA ID:

6



Revision :

Citation

1902(a)(10)(A)
(ii)(XVI) of the Act (cont.)

OFFICIAL
ATTACHMENT 2.6-A
Page 12j
OMB No.:

Stat /Territory:

	

New York

Condition or Requirement

Resource Methodologies

In determining whether the individual meets the
resource standard described above, the agency
uses the following methodc:vgies.

Unless one of the following items is checked the
agency, under the authority of section 1902(r)(2)
of the Act, disregards all funds held in retirement
funds and accounts, including private retirement
accounts such as IRAs and other individual
accounts, and employer-sponsored retirement
plans such as 401 (k) plans, Keogh plans, and
employer pension plans. Any disregard
involving retirement accounts is separately
described in Supplement 8b to Attachment 2.6-
A.

The agency disregards funds held
employer sponsored retirement plans, but
not private retirement plans..

The agency disregards funds in
retirement accounts in a manner other
than those listed above. The agency's
disregards are specified in supplement
8b to Attachment 2.6-A.

TN No.
Superse
TN No.

JUL 0 1 2003
Effective Date
HCFA ID:

eAN 2.6 2003



OFFICIAL
ATTACHMENT 2.6-A
Page 12k
OMB No.:

State/Teory:

	

New York

Condition or Requirement

X The agency does not disregard funds in
retirement aunts.

X The agency uses resource
	methodologies in addition to any.

Indicated above that are moreAberal than
those used by the SSI program. ' More
liberal resource methodologies are
described in Supplement 8b to
Attachment 2.6-A.

The agency uses the resource
methodologies of the SSI program.

The agency uses methodologies for
treatment of resources that are more
restrictive than the SSI program. These
more restrictive methodologies are
described in Supplement 5 to Attachment
2.6-A.

"N No. '-

	

J JL

	

J.

	

JUL Q t, 2003
>uperse

	

. Approval Date 2 8

	

Effective Date
No.

	

HCFA ID:

;sion:

Citation

1902(a)(1 0)(A)
(ii)(XVI) of the Act (cont.)

I
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Page 121
OMB NO.:

!
S!T erritory:

	

New York

Condition or Requirement

	

Definition of Employed - Employed Medically
Improved Individuals - TWWIIA

X The agency uses the statutory definition
of "employed", i.e., earning at least the
minimum wage, and working at least 40
hours per month.

The agency uses an alternative definition
of "employed" that provides for
substantial and reasonable threshold
criteria for hours of work, wages, or other
measures. The agency's threshold*
criteria are described below:

TN No.

	

JUN 2 6 20

	

.JUL 0 1 2003Supers

	

Approval D to

	

Effective Date
TN No.

	

HCFA ID:

revision:

Citation

19020 )(1 0)(A)
.(ii)(XVI) and 1905(v)(2)
of the Act



OFFICIAL
ATTACHMENT 2.6-A
Page 12m
OMB No.:

State! erritory:

	

New York

Citation Condition or Requirement

1902(a)(10)(A)(ii)(XIII),

	

a went of Premiums or Other Cost Sharing Charges
(XV), (XVI ), and 1916(g)
of the Act

or Individuals eligible under the BBA eligibility group
escribed in No. 25 on page 23f of Attachment 2.2-A:

The agency requires payment of premiums or
other cost-sharing charges on a sliding scale
based on income. The premiums or other cost-
sharing charges, and how they are applied, are
described. below:

revision:

TIN No.
Superb

	

• Approval Da
TN No.

ZN3
Effective Date J

UL 0 1

HCFA ID:



OFFICIAL
ATTACHMENT 2.6-A
Page 12n
OMB No.:

	

StatelTerritory:

	

New York

Citation

	

I

	

Condition or Requirement

1902(a)(10)(A)(ii)(Xll1),

	

F r individuals eligible under the Basic Coverage
XV}, (XVI), and 1916(g)

	

G up described in No. 26 on page 23f ofo
of the Act (cont.)

	

A achment 2.2-A, and the Medical Improvement Group
d scribed in No. 27 on page 23f of Attachment 2.2-A:

N TE: Regardless of the option selected below, the
a ency MUST require that individuals whose annual
a dusted gross income, as defined under IRS statute,
eceeds $75,000 pay 100 percent of premiums.

X The agency requires individuals to pay
premiums or other cost-sharing charges on a
sliding scale based on income. For Individuals
with net annual income below 450 percent of the
Federal poverty level for a family of the size
involved, the amount of premiums cannot exceed
7.5 percent of the individual's income.

The premiums or other. cost-sharing charges,
and how they are applied, are described on
page 12o.

elision:

No.TN
_ _ _Approval DateSupersed , a ____Approval

T°' No.
Effective Date JUL 0 1 2013

HCFA ID:

JUN 2 6 20



1C1At
Revision: ATTACHMENT 2.6-A

Page 12o
OMB No.:

State/Territory:

	

New York

Citation Condition or Requirement

Sections 1902(a)(10)(A)
(ii)(XV), (XVI), and 1916(g)
of the Act (cont.)

Premiums and Other Cost-Sharing Charges

	

For the Basic Coverage Grot'p and the Medical
Improvement Group, the agency's premium or
other cost-sharing charges, and how they are
applied, are described below.

A person whose net available income is at
least 150 percent of the applicable Federal
Poverty Level must pay a premium equal to
the sum of 3 percent of the person's net
earned income and 7.5 percent of the
person's net unearned income. No premium
shall be required from a person whose net
available income is less than 150 percent of
the applicable Federal income official Poverty
Level.

-A--'L

	

JUN

	

2003
Approval D. to Effective Date Jul p' 1 20113

HCFA ID:
Super
TN No.

I TN No.
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Citation Condition or Requir

(4) Other deductions from income appli ed under

the Medicaid plan .

(5) Required incurred medical and remedial

services.

5. Resource Exemptions - Categorically and

Medically Needy

a. Except

	

specified in item C.S.e. below, in

determining countable resources for AFDC

related individuals, the disregards and

exemp tions in the State' s approved AFDC plan

are applied.

b. In determining countable resources for aged

individuals, including aged Individuals wi
th

incomes up to the Federal nonfarm poverty line

described in section 1902 (m)(1) of the Act, the

following disregards
	appli

ed:

X The disregards of the SSI program .

The disregards of the SSI program, except

for the following restrictions, applied

under the provisions of section 1902(f) of

the Act:

c. In determining countable resources for blind

individuals, the following disregards are

applied:

X The disregards of the SSI program .

The disregards of the SSI prog ram , except

for the following restrictions applied

under the provisions of section 1902(f) of

the Act:

4-Except for less restrictive disregards a
s specified in Supp1ement5%to

	

Attachment 2.6A of the State Plan 85-25.

	

/;1

TV 8o

	

J^.

	

1987

Supersedes

	

Approval Date DEC 5 1991

	

Effective Date

Va.

	

QQ HCFA ID: 1038P/0015P

1902(a)(10)
and 1902(m)(1)

(C) of the Act

P.L. 97-248

(Section 137) and

P.L. 99-509

(Section 9402)
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Page 13

State:

	

New York

	

ONS No.: 0938-

Citation Condition or Requirement

1902(k) of the

	

2. Medicaid Qualifying Trusts
Act

In the case of a Medicaid qualifying trust
described in section 1902(k)(2) of the Act, the
amount from the trust that is deemed available to the
individual who established the trust (or whose spouse
established the trust) is the maximum amount that the
trustee(s) is permitted under the trust to distribute to
the individual. This amount is deemed available to the
individual, whether or.not the dis tribution is actually
made. This provision does not apply to any trust or
initial trust decree established before April 7, 1986,
solely for the benefit of a mentally retarded individual
who resides in an intermediate care facility for the
mentally retarded.

,L1 The agency does not count the funds in a trust as
described above in any instance where the State
determines that it would work an undue hardship.
Suoolement 10 of AT'3°ACHI N'r 2.6-A s pecifies what
constitutes an undue hardship.

1902(a)(10)

	

3. Medically needy income levels (MNIL.s) are based on
of the Act

	

family size.

Supplement 1 to ATTACHMENT 2.6- A specifies the MNILs for
all covered medically needy groups. If the agency
chooses more restrictive levels under section 1902(f) of
the Act, Supplement 1 so indicates.

TN No.

	

•'

	

i;,^t,
Su rs fts_

	

Approval Date
Kn 1 ®

	

Effective Date ®CT i 1991
TN No.

HCFA ID: 7985€

r
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ONS No.: 0938-0193

Citation Condition or Requirement 37 35

d. In determining countable resources for disabl ed

individuals, including disabled individuals

with incomes up to the Federal nonf arm poverty

line described in section 1902(m)(1) of the

Act, the following dis regards are applied:

X The disregards of the SSI prog

	

*

® The disregards of the SSI program, except

for the following restrictions applied

under the provisions of section 1902(f) of

the Act:

e. In determining countable resources of women

during pregnancy and during the 60-day perio
d

beginning on the last day of pregnancy cover
ed

under the provisions of section

1902(a)(10)(A)(ii)(IX) of the Act, the

following disregards are applied:

Not applicable. No resource standard is

applied.

The disregards of the SSI program .

The following disregards which

different but not more restrictive than the

disregards of the SSI program:

Except for less restrictive disregards as sp
ecified in Supplement *5 to Attachment

2.6A of the State Plan 85-25.

1902(x)(10) and

1902(m) (1) (C)

of the Act,

P.L. 97-248

(Section 131) and

P.L. 99-509

(Section 9402)

1902(1)(3)(B) of

the Act,
P.L. 99-509

(Section 9401(b))

TV Bo.
Supersedes

go.

Approval Date
DEC 5 1991 Effective Date JUL

I

HCFA ID: 1038P/0015P
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Revision: PA® 7

	

OEM
1987

Citation

ATTACHMENT 2.6 -A
Page 13 (17b-1)
ON8 Mo.: 0938-0193

Condition or Requirement

1902(1)(3)(8) of

	

e. In determining countable-resources of womenthe Act,

	

during pregnancy and during the 60-day periodP.L. 99-509

	

beginning on the last day of pregnancy covered(Section 9401(b))

	

under the provisions of section
1902(a)(10)(A)(ii)(IX) of the Act, the
following disregards are applied:

X Not applicable. No resource standard is
applied.

The disregards of the SSI program.

The following disregards which are
different but not more restrictive than the
disregards of the SSI program:

TN No. 0-3

	

JANSupersedes

	

Approval Date
dd 1

® o^^

	

Effective DateNo. N

HCPA ID: 1038P/0015P
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AuCtsr 1991

	

Page 14
OMB No.: 0938 -

State: New York

Citation . Condition or Requirement

42 CFR 435.732,

	

4. Handling of Excess Income - Spend -down for the
435.931

		

Medically Needy in All States and the -Categorically
Needy in 1902(f) States only

a. Medically Needy

(1) Income in excess of the MNIL is considered as
available for payment of medical care and
services. The Medicaid agency measures
available income for periods of either 1 or
_9 month(s) (not to exceed 6 months) to
determine the amount of excess countable income
applicable to the cost of medical care and
services.

(2) If countable income exceeds the Ad9IL
standard, the agency deducts the following
incurred expenses in the following order:

(a) Health insurance premi ums , deductibles and
coinsurance charges.

(b) Expenses for necessary medical and remedial
care not included in the plan.

(c) Expenses for necessary medical and remedial
care included in the plan.

_ Reasonable l imits on amounts of expenses
deducted from income under a.(2)(a) and
(b) above are listed below.

1902(a)(17) of the

	

Incurred expenses that are subject to
Act,

	

payment by a third party are not deducted
unless the expenses are subject to payment
by a third party that is a publicly funded
program (other than Medicaid) of a State or
local government.

97TN No.

	

1 1991
Supersede

	

pproval Date

	

Effective Date®L'TRV=WW

	

IAAG
TN No

HCFA D: 7985E

}
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Page 14a

State/Territory:
New York

	

OMB No.

Citation

	

Condition or Requirement

a. Medically Needy (Continued)

X

	

(3) If countable income exceeds the MNIL
standard, the agency deducts spenddown
payments made to the State by the
individual.

1903(f)(2) of
the Act

TN NO 1-- 7 Q Approval Date MAR 1 1 19M

	

Effective DateOCT 1 1990
Supers
TN zi . IM AMIM

	

HCFA ID: 7985E/
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Attachment 2.6 A
March 1996

	

Page 14aa

State/Territory Net York

Citation

	

Condition or Requirement
•m

Medically Needy (continued)

1902(a)(17)

	

States'are permitted to exclude

	

435.-831(g)(2)

	

from incurred medical expenses

	

436.831(g)(2)

	

those bills for services furnished
more than three months before a
Medicaid Application

Yes, the State elects to .exclude
such expenses.

X

	

Noe the State does not elect to
exclude such expenses.

to

av

AM

	

A% * IM

	

I

®

	

ApprovaLl date.uG
0 5

TN No

	

Effective Date

	

.
Supersedes
TN No.



Revision: HCFA-PM- 91 -4

	

(SPO)
AtaST 1991

State:

	

New York

ATTACHMENT 2-6-A
Page 15
OMB No.: 0938-

Citation

	

condition or Requirement

b. QGS&gorigally Needy - Section 1902 (f) States

The agency applies the following policy under the
provisions of section 1902 (f) of the Act. The
following amounts are deducted from income to
determine the individual' s countable income:

(1) Any S5I benefit received.

(2) Any State supplement received that is within
the scope of an agreement described in sections
1616 or 1634 of the Act, or a State supplement
within the scope of section
1902(a)(10)(A)(ii)(XI) of the Act.

(3) Increases in OASDI that are deducted under
SS435 .134 and 435.135 for individuals specified
in that section, in the manner elected by the
State under that section.

(4) Other deductions from income described in this
plan at Attachment 2.6-A. Supplement 4.

(5) Incurred expenses for necessary medical and
remedial services recognized under State law.

1902(a)(17) of the

	

Incurred expenses that are subject to payment
Act, P.L. 100-203

	

by a third party are not deducted unless the
expenses are subject to payment by a third
party that is a publicly funded program (other
than Medicaid) of a State or local government.

91
TN No.

	

,f
Supersede

	

Approval Data

	

• ':r^

	

Effective DateOVTT 1 1991
TN No.

	

` r
HCFA ID: 7985E

42 CFR
435.732
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State/Territory: New York

	

OMB No.

Citation

	

Condition or Requirement

4.b. Categorically Needy - Section 19021f,) States
Continued

1903(f)(2) of

	

(6) Spenddown payments made to the State by
the Act

	

the individual.

NOTE: FFP will be reduced to the extent a State is
paid a spenddown payment by the individual.

Approval Date
MAN ! i

	

Effective Date OCT 1 L49tTUnc*9 IL 78
Supers
TW go.

	

HCFA ID: 7965E/
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A:-:ACHMENT' 2.6-A
A(C',;ST 1991

	

Page 16

New York

	

OMB No.: 0939-
State:

Citation

	

Condition or Requirement

5.

	

ods for'Detarmin n Resources

	

a. AFDC -related individuals .(exce•ct for poverty level
related Pregnant women infants and children).

(1) In determining countable resources for
AFDC-related individuals, the following methods
are used:

(a)

	

The methods under the State's approved AFDC
plan; and

L.we (b)

	

The methods under the State's approved AFDC
plan and/or any more liberal methods
described in Supplement-8b to ATTACHMENT
2.6-A.

(2) In determining relative financial
responsibility, the agency considers only the
resources of spouses living in the same
household as available to spouses and the.
resources of parents as available to children
living with parents until the children beco me
21.

i 7
TN No.

	

T 1 1991Supersed
a"O

	Approval Date

	

Effective DateM.PQ
TN No. 1921 -WIA

	

HCFA ID: 7985E
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(BPD)

	

ATTACHMENT 2.6-A

A'LCtST 1991

	

Page 16a

New York

	

OMB No.: 0938
State:

Citation .

	

Condition or Requirement

5. Methods for Determining Res -0-um-C-01

1902(a)(10)(A),

	

b. Aged individuals. For aged individuals cove:-id
1902(a)(10)(C),

	

under section 1902(a)(10)(A)(ii)(X) of the Act,
1902(m)(1)(3)

	

the agency used the following methods for
and (C), and

	

treatment of resources:
1902 (r) of the Act

The methods of the SSI program.

X

	

SSI methods and/or any more liberal methods
described in <<^*+r1 ement 8b ro ATTACHMENT
2.6-A.

Methods that are more restrictive (except for
individuals described in section 1902(m)(1) of
the Act) and/or more liberal than those of the
SSI program. Sunelement 5 to ATTACHMENT 2.6-A

describes the more restrictive methods and
Supplement Sb to ATTMHME T 2.6-A specifies the

more liberal methods.

6
9

TN No
supersedes

	

Approval Date

	

Effective Date T 1 1991
TN No.

	

WLAOM
HCFA ID: 7985Z

i
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{BPD)

	

ATTACHMENT 2.6-A
ACCeST 1991

	

Page 17
New York

	

OMB No.: 0938-
State:

citation

	

Condition or Requirement

In determining relative financial responsibility,
the agency considers only the resources of spouses
living in the same household as available to
spouses.

1902(a)(10){A),

	

c. Blind individuals. For blind individuals
1902(a)(10)(C),

	

the agency uses the following methods for
1902(m)(1)(B), and

	

treatment of resources:
1902(r) of the
Act

	

The methods of the SSI program.

	

SSI methods and/or any more liberal
methods described in Supplement Bb to
ATTACHMENT 2.6-A.

Methods that are more restrictive and/or
more liberal than those of the SSI program.
Supplement 5 to ATTACHMENT 2.6-A describe the
more restrictive methods and Supplement 812 to
ATTACHMENT 2.6-A specify the more liberal
methods.

In determining relative financial responsibility, the
agency considers only the resources of spouses living
in the same household as available to spouses and the
resources of parents as available to children living
with parents until the children become 21.

TN No.

	

pa 9 4 900

	

OCT 1
Supersedes

	

Approval Date a

	

Effective Date .^.._..
M

JJTN No. 21 -^2
HCFA ID: 7985E



Revision: HCPA-PH-87-4
1987

(BRRC) ATTACHKMfT 2.6-A

Page 18 If-,A

11 U No.: 0938-0193

Citation Condition or Requirement

10. Treatment of Income and Resources - Categorically

and Medically Needy and Qualified Medicare

Beneficiaries

a. DC related individuals (other than under

Items 9.e. and f. below)

The agency uses the s ame methodologies for

treatment of income and resources

	

used in

the State's approved AFDC State plan.

b. Aged individuals, including individuals covered

under section 1902(a)(10)(A)(ii)(Z) of the Act

X The agency uses the s ame methodologies for

treatment of income and resources as used

in the SSI program (or the optional State

supplement program which meets the

requirements of 42 C 435.230,

appropriate).

_ The agency uses methodologies for treatment

of income and resources that differ from

those of the SSI program . These

differences result from restrictions

applied under section 1902(f) of the Act.

The methodologies are described in

Supplement 5 to ATTACHMM 2.6-A.

c. Blind individuals

x The agency uses the same methodologies for

treatment of income and resources

	

used

in the SSI program (or the optional State

supplement program which meets the

requirments of 42 CTR 435.230,

appropriate).

The agency uses methodologies for trea tment

of income and resources that differ from

those of the SSI program . These

differences result from restrictions

applied under section 1902(f) of the Act.

* Except for less restrictive disregards as specified in Supplement ^rtoo Attachment

2.6A of the State Plan 85-25.

TV go.

	

®EC 5 1991

	

1987
Supers

	

Approval Date

	

Effective Date

No. HCFA ID: 1038P/0015P

1902(a)(10)(A).
1902(a)(10)(C),

and 1902(m)(1)(B)

and (C) of the

Act, P.L. 99-509

(Section 9402(a))
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(8 C)

	

ATTACHHM 2.6-4
1987

	

Page 19 Af • .
0

	

Ro.: 0938.-0193

Citation Condition or Requirement

The methodologies are described in
Supplement 5 to ATTACHMENT 2.6-A.

d. Disabled individuals, including individuals
covered under section 1902(a)(10)(A)(ii)(X) of
the Act.

x The agency uses the Sams methodologies for *
treatment of income and resources as used
in the SSI program (or the optional State
supplement program which meets the

requirements of 42 CFR. 435. 230, as

appropriate).

® The agency uses methodologies for treatment

of Income and resources that differ f rom

those of the SSI program. These
differences result from restrictions
applied under section 1902(f) of the Act.
The methodologies are described in
Supplement 5 to ATM	2.6-A.

1902(l)(3)

	

a. Individuals who are pregnant women covered

of the Act,

	

under section 1902(a)(10)(A)(ii)(3)(A) of the

P.L. 99-509

	

Act.
(Section 9401(b))

(1) Treatment of Income

The agency uses the same methodologies for
treatment of income as used under-

The State's approved AFDC plan.

_ The approved title IV-3 plan.

'(2) Treatment of Resources

_ The agency uses the same methodologies
e for treatment of resources as used in

the SSI programs.

I/OF /;k.
*Except for less restrictive disregards as specified in °Supp1ew.an` S. to
Attachment 2.6A of the State Plan 86-25.

DE C S 1991

	

Effective Date` UL -
1 198

Approval Date

HCFA ID: 1038P/0015R

	

1902(a)(10)(A),
1902(e)(10)(C),
and 1902(m)(1)(B)
and (C) of the
Act, P.L. 99-509
(Section 9402(a))

-No
Supersedes

m Ho. NAMIJ
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(BPD)
A1;CUS -1 1991

New York

ATTACHMENT 2.6-A
Page 18
OMB No.: 0938-State:

Condition or Requirement

d. 'Disabled individuals including individuals
covered under section 1902(a)(10)1A)1ii)(X) ofIh!e Act. The agency uses the following
methods for the treatment of resources:

® The methods of the SSI program .
X

	

SSI methods and/or any more liberal methodsdescribed in Suoolement 8a to ATTACHMENT 2- 6 -A.

Methods that are more restrictive (except forindividuals described in section 1902(m)(1) ofthe Act) and/or more liberal that those underthe SSI program. More restrictive methods aredescribed in Supplement I to ATTAC)'SENT 2-6-h
and more liberal methods are specified inSupplement 8b to ATTACHMENT 2.6-A.

In determining relative financial responsibility, theagency considers only the resources of spouses living.in the same household as available to spouses and theresources of parents as available to children livingwith parents until the children become 21.

e. poverty level Pregnant women covered under
sections 1902(a)(10)(A);i)1IV) and
1902(a)(10)(A)(ii)(IX)iA) of the Act.

The agency uses the following methods in
the treatment of resources.

- The methods of the SSI program only.

- The methods of the SSI program and/or any moreliberal methods described in Supplement S orSupplement 8b to ATTACHMENT 2.6-A.

TN No.

	

1 1W® i

	

Effective DateAR -MSupers a

	

Approval Date
TN N.

HCFA ID: 7985E

Citation

1902(a)(10)(A),
1902(a)(10)(C),
1902(m)(1)(3)
and (C), and
1902(r)(2) of
the Act

1902(1)(3)
and 1902(r)(2)
of the Act

I
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(BPD)

	

Aa':AC-HM£N': 2.6-A
ALC;:S® 1991

	

Page 19
New York

	

OMB No.: 0938-
State:

Citation

	

Condition or Requirement

Methods that are more liberal than those of
SSI. The more liberal methods are specified in
Suoolement 5a or Suoolement 8b to ATTACHMENT
2.6-A.

x

	

Not applicable. The agency does not consider
resources in determining eligibility.

In determining relative financial responsibility, the
agency considers only the resources of spouses living
in the same household as available to spouses and the
resources of parents as available to children living
with parents until the children become 21.

190.2(1)(3) and

	

f. Poverty level infants covered under, section1902(r)(2) of

	

1902(a1t1011A1ti1(IV' of the Act.the Act
The agency uses the following methods for
the treatment of resources:

The methods of the State's approv ed AFDC
plan.

Methods more liberal than those in the
State's approved AFDC plan (but not more
restrictive), in accordance with section1902(1)(3)(C)

	

1902(1)(3)(C), of the Act, as specified inQt the Act

	

Supplement 5a of ATTACHMENT 2.6-A.

Methods more liberal than those in the
1902(r)(2)

	

State's approved AFDC plan (but not more
of the Act

	

restrictive), as described in Suoolement 5a or
Supplement 8b to ATTACHMENT 2.6-A.

X

	

Not applicable. The agency does not consider
resources in determining eligibility.

TN No

Supersede w

	

Approval Date

	

1

	

Effective Date -nPT 1- 1001
TN No.

HCFA ID: 7985E
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(M8)
FEBRUARY 1992

A:°iiC: :iT

	

-A
?age :9a

STATE PLAN UNDER TSTLZ XIX OF THE 'SOCIAL.. SECLRITY ACT
State: New York

!L:0131L:TY CONDIT_ONs AND REQUIREMENTS

Condition or Requirement

g.

	

1. Poverty level children covered under sect:^ni90(a)A) (i) (VI) of the Ac_.

The agency uses the following methods for thetreatment of resources:

The methods of the State's approved AFDCplan.

Methods more liberal than those in the1902(1)(3)(C)

	

State' s approved AFDC plan (but riotof the Act

	

more restrictive), in accordance withsection'1902(1)(3)(C) of the Act, asspecified in Supplement 5a of ATTACHMENT2.6-A.

Methods more liberal than those in the1902(r)(2)

	

State's approved AFDC plan (but notof the Act

	

more restrictive), as described in
Supplement 8b to ATTACHIMNT 2.6-A.

X Not applicable. The agency does not
consider resources in determining
eligibility.

In determining relative financial
responsibility, the agency considers onlythe resources of spouses living in the samehousehold as available to spouses and theresources of parents as available tochildren living with parents until the
children become 21.

Citation(s)

1902(1)(3) and
1902(r)(2) of
the Act

TN NO.
190

	

APR i- 1992
Supersedes'

	

Approval Date

	

Ef fect ivet mve DateTN No.

	

1-19
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(M3)

	

ATTACH iNT 2.6-A.rrBRIA.RY 1992

	

?age I'So'

STATE PLAN UNDER T_TL3 XIX OF .: SOCIAL SECURITY ACT

state: New York

ELIC13ILITY CONDITICNS AND R=QUIREK--NTS

Citation(s)

	

Condition or Requirement

1902(1)(3) an d

	

g.

	

2. Poverty level children under section1902(r)(2) of

	

19

	

(a)(, )(A)(z)(VII)the Act

The agency uses the following methods for thetreatment of resources:

	

The methods of the State's approved AFDCplan.

1902(l)(3)(C)

	

! methods more liberal than those in thethe Act

	

State's approved AFDC plan (but not more
restrictive) as specif ied in Supplement5a of ATTACHMENT 2.6-A.

1902(r)(2)

	

_ Methods more liberal than those in theof thq Act

	

State 's approved SDC plan (but not morerestrictive), as described in Supplement8a to ATTACHMENT 2.6-A.

X Not applicable. The agency does not
consider resources in determining
eligibility.

In determining relative responsibility, theagency considers only the resources of stcusesliving in the same household as available tospouses and the resources of parents as
available to children living with parents untilthe children becomis 21.

JAN _

	

APR i - 1992proval Date

	

Effective Date
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( )

	

ATTACHMENT 2.6-AOctober 1991

	

Page 20
0MB No.:State /Territory:

	

.' York

Citation

	

Condition or Requirement

1905(p)(1)

	

5. h. For Qualified Medicare beneficiaries covered under(C) and (D) and

	

section 1902(a)(10)(E)(i) of the, Act the agency USE1902(r)(2) of

	

the following methods for treatment of resources:the Act
The methods of the SSI program only.

	

X

	

The methods of the SSI program and/or more libez
methods as described in Supplement 8b to
ATTACHMENT 2.6-A.

1905(s) of the

	

I. For qualified disabled and working individualsAct

	

covered under section 1902(a)(10)(E)(ii) of
the Act, the agency uses SSI program methods
for the treatment of resources.

1902(u) of the

	

J. For COBRA continuation beneficiaries, the agency usAct

	

the following methods for treatment of resources:

	

X

	

The methods of the SSI program only.

More restrictive methods appli ed under section
1902(f) of the Act as descri bed in Suppl ement 5
Attachment 2.6-A.

MAR 1 I OCT 1 1991
Approval Date

	

Effective DateSupersedes

HCFA ID: 7985Eof --h
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(MB)

	

ATTAC? 1ENT 2.6-A
.WY 1993

State:

	

New York

Page 20a

Citation Condition or Requirement.

1902( a)(140)(E )(iii)

	

k. Specified low-income Medicare beneficiaries
covered under section 1902(a)(10)(E)•{iii) of the
Act--

The agency uses the same method as in 5.h. of
Attachment 2.6-A.

6. Resource Standard - Categorically Needy

a. 1902(f) States (except as specified under items
6.c. and d. below) for aged, blind and disabled
individuals:

Same as SSI resource standards.

More restrictive.

The resource standards for other individuals are
the same as those in the related cash assistance
program.

b. Non-1902 (f) States (except as specified under
items 6.c. and d. below)

The resource standards are the same as those in
the related cash assistance program.

Supplement 8 to ATTACHMENT 2.6-A specifies for
1902(f) States the categorically needy resource
levels for all covered categorically needy
groups.

of the Act

TN No.
Supersedes

	

Approval Date
TN No.

	

1 °° /

S EP

	

Effective Date APR ,l- 10
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(MB)

	

ATTAC:NT 2.6-AFEBRtiARY 1992

	

Page 21

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: New York

ELIGIBILITY CONDITIONS AND REQUIRi:r'NTS

Citation(s)

	

Condition or Requirement

1902(l)(3)(A),

	

c. For pregnant women and infants(8) and (C) of

	

covered under the provisions of sectionthe Act

	

1902(a)(10)(A)(i)(IV) and 1902(a)(10)(A)(ii)(IX)of the Act, the agency applies a -resourcestandard.

Yes. Supplement 2 to ATTACF?-'NT 2.6-A
specifies the standard which, for pregnant
women, is no more restrictive than the
standard under the SSI program; and for
infants is no more restrictive than the
standard applied in the State's approved
AFDC plan.

No. The agency does not apply a resource
standard to these individuals.

1902(l)(3)(A)

	

d. For children covered under the provisionsand (C) of

	

of section 1902(a)(10)(A)(i)(Vt) of the Act,the Act

	

the agency applies a resource standard.

Yes. Supplement 2 to ATTACHMENT 2.6-A
specifies the standard which is no more
restrictive than the standard applied in the
State's approved AFDC plan.

x No. The agency does not apply a resource
standard to these individuals.

1 -
TN No.-o .

	

JAH

	

APRSupersedes-

	

Approval Date

	

Effective D &A-0TN No.
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(BPD)

AUGUST 1991

State:

	

New York

Citation

ATTAC LMENT 2.6-A
Page 21a
OMB No.: 0938-

Condition or Requirement

1

1902(m)(1)(C)

	

e. For aged and disabled individuals described in

and (m)(2)(3)

	

section 1902(m)(1) of the Act who are covered

of the Act

	

under section 1902(a)(10)(A)(i
i)(X) of the

Act, the resource standard is:

Same as SSI resource standards.

Same as the medically needy resource standards,

which are higher than the SSI resource

standards (if the State covers the medically

needy).

Suoolement 2 to ATTACHMENT 2.
6-A specifies the

resource levels for these individuals.

9-1 -7S
TN No.
Supersede Approval Date

	

Effective Date

	

T 1 1991

TN No. HCFA ID: 7985E



Revision: ATTACHMENT 2.6-A
Page 22

State:

	

New York

Citation Condition or Requirement

7. Resource Standard - Medically Needy

a. Resource standards are based on family size.

1902(a)(l0)(C)(i)

	

b. A single standard is employed in determining resource
of the Act

	

resource eligibility for all groups.

c. In 1902(f) States, the resource standards are more
restrictive than in 7.b. above for--

Aged
Blind
Disabled

Supplehient 2 to ATTACHMENT 2.6-A specifies the
resource standards for all covered medically needy
groups. If the agency chooses more restrictive levels
under 7.c., Supplement 2 to ATTACHMENT 2.6-A so
indicates.

1902(a)(l0)(E),

	

8. Resource Standard - Qualified Medicare Beneficiaries,
1905(p)(1)(D), 1905(p)(2)(B)

	

Specified Low-Income Medicare Beneficiaries and
and 1860D-14(a)(3)(D)

	

Qualifying Individuals
of the Act

For Qualified Medicare Beneficiaries covered under section
1902(a)(10)(E)(i) of the Act, Specified Low-Income
Medicare Beneficiaries covered under section
1902(a)(10)(E)(iii) of the Act, and Qualifying Individuals
covered under 1902(a)(10)(E)(iv) of the Act, the resource
standard is three times the SSI resource limit, adjusted
annually since 1996 by the increase in the consumer price
index.

TN No: 10-15

	

Approval Date

	

W IM, Effective Date April 1, 2010
Supersedes TN No. 93 -27



Revision:

	

ULLIPIAN

	

ATTACHMENT 2.6-A
Page 22a

State: New York

Citation

	

Condition or Requirement

1902(a) (10) (E) (ii), 1905(s)

	

9. Resource Standard - Qualified
and 1860D-14(a)(3)(D) of

	

Disabled and Working
the Act

	

Individuals.

Fpr qualified disabled and
working individuals covered
under section 1902 (a) (10) (E) (ii) of
the Act, the resource standard
for an individual or a couple (in
the case of an individual with a
spouse) is two times the SSI
resource limit.

1902(u) of the Act 10. For COBRA continuation
beneficiaries, the resource
standard is:

X Twice the SSI resource
standard for an individual.

More restrictive standard as
applied under section 1902(f)
of the Act as described in
Supplement 8 to Attachment 2.6-A.-

TN No: 10-15

	

Approval Date

	

Effective Date April 1, 2010
Supersedes TN No. 91-78



State: New York

Attachment 2.6-A
Page 23

Citation

	

Condition or Requirement

1902 (u) of the Act

	

11. Excess Resources*

a. Categorically Needy, Qualified
Medicare Beneficiaries, Qualified
Disabled and Working Individuals,
and Specified Low-Income
Medicare Beneficiaries, and
Qualifying Individuals

b. Categorically Needy Only

X This State has a section 1634
agreement with SSI. Receipt of SSI
is provided for individuals while
disposing of excess resources.

c. Medically Needy

Any excess resources make the
individual ineligible.
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Revision: HCFA-PM- 91

	

(BPD)

	

ATT&CHMENT 2.6-A

	

AUCUST 1991

	

Page 24

New York

	

OMB No.: 0938-
State:

Citation

	

Condition or Requirement

42 CFR

	

11.

	

Effective Date of Eligibility

435.914
a. Groups Other Than Qualified Medicare Beneficiaries

(1) For the prospective period.

Coverage is available for the full month if the
following individuals are e ligible at any time
during the month.

X

	

Aged, blind, disabled.

_

	

AFDC-related.

Coverage is available only for the period
during the month for which the following
individuals meet the eligibility requirements.

Aged, blind, disabled.
AFDC-related.

(2) For the retroactive. period.

Coverage is available for three months before
the date of application if the following
individuals would have been eligible had they
applied:

Aged, blind, disabled.
AFDC-related.

Coverage is available beginning the first day

of the third month before the date of
application if the following individuals would
have been eligible at any time during that
month, had they applied..

Aged, blind, disabled.
AFDC-related.

4_V- 2
TN No:
Supersede.

	

_ Approval Date

	

MAR 111992 ..Effective Date OCT 1 1991

TN No.
HCFA ID: 7985E
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Revision: HCFA-FM-92-1

	

(MB)

	

ATTAC.-=-NT 2...-A

FEBRUARY 1992

	

?age 23

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: New York

TiIGI3ILiTY CONDITIONS AND RE'QUIREM.4-'NTS

Citation(s)

	

Condition or Requirement

1920(b)(.) of

	

X (3) For a presumptive e
ligibility period

the Act

	

for pregnant women only.

Coverage is available for ambulator
y

prenatal care for the period that

begins on the day a qualified pro
vider

	

determines that a woman meets any of

the income eligibility levels spec-;f 
ed

in ATTACHMENT' 2.6-A of this approved

plan. I the woman files an

application for Medicaid b
y the last

day of the month following the month 
in

which the qualified provider made the

determination of presumpti
ve

eligibility, the period
ends on the day

that the State agency makes the

determination of eligibility based on

that application. If the woman does

not file an application
for Medicaid by

the last day of the month following the

month in which the qualifi
ed provider

made the determination, the per
iod ends

on that last day.

b. For qualified Medicare beneficiaries

defined in section 1905(p)
(1) of the

Act coverage is available
beginning with

the first day of the month
 after the month

in which the individual
is first determined

to be a qualified Medicare
 beneficiary under

section 190S(p)(1). The eligibility

determination is valid for
--

X 12 months

6 months

months (no less than 6 months and

no more than 12 months)

1902(e)(8) and

1905( a) of the

Act

TN No. V ;V JAN t 0 1
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Approval 'Date
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Revision: fCTA- PM-95-1

	

(MB)

	

ATT

	

NT 2.6-A

March 199S '

	

Page 26

Citation

	

Condition or Requirement

1902(a)(18)

	

12. Pre-OBRA 93 Transfer of Resources -

and 1902(f) of

	

Categorically and Medically Needy, Qu
alified Medicare

the Act

	

Beneficiaries, and Qualified Disabled and Working

Individuals

The agency complies with the provis
ions of section

1917 of the Act with respect to t
he transfer of

resources.

Disposal of resources at less than fair market value

affects eligibility for certain services as detailed

in Suoolement 9 to Attachment 2.6-A.

1917(c)

	

13. Transfer of Assets - All eligibility 
groups

The agency complies with the provis
ions of section

1917(c) of the Act, as enacted by OBRA
 93, with regard

to the transfer of assets.

Disposal of assets at less than fa
ir market value

affects eligibility for certain serv
ices as detailed

in Sucolement 9(a) to ATTACHMENT 2
.6-A, except in

instances where the agency determines that
 the

transfer rules would work an undue ha
rdship.

1917( d)

	

14. Treatment of Trusts - All eligibilit
y groups

The agency complies with the provis
ions of section

1917 (d) of the Act, as amended by OBRA 93,
 with regard

to trusts.

The agency uses more restrictive methodologies

	

under section 1902(f) of the Act, and
 applies

those methodologies in dealing with t
rusts;

The agency meets the requirements in section

1917(d) (f) (B) of the Act for use o
f Miller

trusts.

instance where the agency determines t
hat the transfer

would work an undue hardship, a
s described in

nnlement 10 to ATTACHMENT 
2.6-A.

Su

TN No.

TN NO. _

The agency does not count the funds in a trust in any

Supersedes 111-79
Effective Date JAN 1- 9

Approval Date
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December 1997

e. New York
Stat
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Page 26a
d

	

No. 193$-0 673

1924 of the Act 13. The agency complies with the provisions of §1924 with respect to

incor and resource

	

and postelig bitrty der

	

ions for

individuals who are expect to be institutib

	

for as least 30

consecutive days and who have a spouse living in the community.

when applying the formula used to detennOw the amount of

resources in r =W eligibility det tlosaa, the S standard for

community spouses is:

the maximum standard pamfted by ,

the minimum standard permitted by , or

$74,820 a standard that is an amount between the mmirdown ad the

maxi num.

JAN 1 1998
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® 4.17 Liens and Adjustments or Recoveries

	

53
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54
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57
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67
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Section 6 - Financial Administration ........................................ 83
o 6.1 Fiscal Policies & Accountability

	

83
o 6.2 Cost Allocations

	

84
o 6.3 State Financial Participation (SFP)

	

85
o Local Participation

Section 7 - General Provisions ............................................ 86
® 7.1 Plan Amendments

	

86
o 7.2 Nondiscrimination

	

87
o 7.3 Maintenance of AFDC Efforts

	

88
o 7.4 State Governor's Review

	

89

List of Attachments
1.1-A Attorney General's Certification (that DOH is the Single State Agency)
1.1-B Waivers under the Intergovernmental Cooperation Act

o Waiver 1 - Department of Mental Hygiene
o Waiver 2 - Department of Mental Hygiene & Narcotics Addiction

Control Commission
• Waiver 3 - Department of Health

1.2-A Organization and Function of State Agency
1.2-B Organization and Function of Medical Assistance Unit
1.2-C Professional Medical and Supporting Staff
1.2-D Description of Staff Making Eligibility Determination
2.1-A Definition of an HMO that is NOT Federally Qualified
2.2-A Groups Covered and Agencies Responsible for Eligibility Determinations

Mandatory Coverage-Categorically Needy & Other Required Special Groups
Optional Groups Other Than the Medically Needy

o NF or ICF/MR with HCBS, incl. PACE

	

11
o Continuous and Presumptive Elig. For Children

	

23d
o Breast and Cervical Early Detection Program

	

23e
o TWWIIA

	

23f
® Optional Coverage of the Medically Needy

	

24
® Populations which will be Excluded or Exempt from Managed Care

• Supplement 1- Reasonable Classifications of Individuals Under the Age of 21, 20, 19, and 18
® Supplement 3 - Method of Determining Cost Effectiveness of Caring for Certain Disabled

Children at Home
2.6 - A Eligibility Conditions and Requirements (States Only)

General Conditions of Eligibility
Requirement to apply for Medicare A/B/D

	

3c
Working Individuals with Disabilities-BBA

	

12c
Working Individuals with Disabilities-Basic Coverage Group-TWWIIA

	

12d
Working Individuals with Disabilities-Employed Medically Improved

Individuals-TWWIIA

	

12h
Spend-down/Excess income

	

14
Determination of Resources

	

16a
o Supplement 1 - specifies the income levels for mandatory and optional

categorically needy groups of individuals
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Attachment E, page 1-40, Standard of need for determining eligibility

	

® Supplement 2 - specifies the resource levels for mandatory and optional
categorically needy poverty level related groups

® Supplement 3 - reasonable limits on amounts for necessary or remedial care not covered under
Medicaid

® Supplement 4 - specifies the methods for determining income eligibility used by states that differ
from those of the SSI program

® Supplement 5 - specifies the methods for determining resource eligibility used by states that have
more restrictive methods than SSI
Supplement 5a -- methods for treatment of resources for individuals with incomes related to
federal poverty levels

o Supplement 6 - standards for optional state supplementary payments
® Supplement 7 - specifies the income levels for categorically needy aged, blind and disabled

persons who are covered under requirements more restrictive than SSI
o Supplement 8 - resource standards for 1902(f) states - categorically needy
® Supplement 8a - specifies the methods for determining income eligibility used by states that are

more liberal than the methods of the cash assistance programs
® Supplement 8b - specifies the methods for determining resource eligibility used by states that are

more liberal than the methods of the cash assistance programs
® Supplement 9 - transfer of resources
® Supplement 9a - transfer of assets

Supplement 9b - transfer of assets for less than fair market value
Supplement 10 - the agency does not apply the trust provisions in any case in which the agency
determines that such application would work an undue hardship

o Supplement 11 - cost effectiveness methodology for COBRA continuation beneficiaries
o Supplement 12 - resources policies permitted under section 1902(r)(2) of the SS Act

Transitional Medical Assistance

	

7
o Supplement 12a - variations from the basic personal needs allowance
o Supplement 13 - Eligibility for Qualified Alien/PRWORA
o Supplement 16 - Asset Verification System (TN 09-40)

3.1-A Amount, Duration and Scope of Medical and Remedial Care and Services Provided to the
Categorically Needy

1.

	

Inpatient hospital services
2a. Outpatient hospital services
2b. Rural health clinic services and other ambulatory services
2c. Federally Qualified Health Center (FQHC) services and other ambulatory services furnished by

an FQHC
2d. Ambulatory services offered by health center with specific funding for pregnant or less than 18
3.

	

Other laboratory and x-ray services
4a. Nursing facility services (other than services in an institution for mental diseases) for

individuals 21 years of age or older
4b. Early and periodic screening, diagnostic and treatment services for individuals under 21 years

of age
4c. Family planning services and supplies for individuals of child-bearing age
5a. Physicians' services
5b. Medical and surgical services furnished by a dentist

Page 4 of 28



6a. Podiatrists' services
®

	

List of Available Organ Transplants
6b. Optometrists' services
6c. Chiropractors' services (EPSDT only)
6d. Other Practitioners' services
7.

	

Home Health Services
7a. Intermittent or part-time nursing services, provided by a home health agency or by a registered

nurse when no home health agency exists in the area.
7b. Home health services provided by a home health agency.
7c. Medical supplies, equipment and appliances suitable for use in the home.
7d. Physical therapy, occupational therapy, or speech pathology and audiology services provided

by a home health agency or medical rehabilitation facility.
8.

	

Private duty nursing services
9.

	

Clinic services
10.

	

Dental services
11.

	

Physical therapy and related services
11 a. Physical therapy
11 b. Occupational Therapy
11 c. Services provided for individuals with speech/hearing/language disorders (speech pathologist

or audiologist
12.

	

Prescribed drugs, dentures, and prosthetic devices; and eyeglasses prescribed by a physician
skilled in diseases of the eye or by an optometrist

12a. Prescribed drugs
12b. Dentures
12c. Prosthetic devices
12d. Eyeglasses
13.

	

Other diagnostic, screening, preventive and rehabilitative services, i.e. other than those
provided elsewhere in the plan

13a. Diagnostic services
13b. Screening services
13c. Preventive services
13d. Rehabilitative services
14.

	

Services for individuals age 65 or older in institutions for mental diseases
14a. Inpatient hospital services
14b. Skilled nursing facility services (not provided)
14c. Intermediate Care Facility services (ICF) (not provided)
15a. Intermediate care facility services (other than such services in an institution for mental

diseases) for persons determined, in accordance with section 1902(a)(31)(A) of the Act, to be
in need of such care

15b. Including such services in a public institution (or distinct part thereof) for the mentally retarded
or persons with related conditions

16. Inpatient psychiatric facility services for individuals under age 22
17. Nurse-midwife services
18. Hospice care
19. Case management services and special tuberculosis related services
19a. Case management services as defined in, and to the group specified, in Supplement 1 to

Attachment 3.1-A.
19b. Special tuberculosis related services.
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20.

	

Extended services for pregnant women
21.

	

Ambulatory prenatal care for pregnant women furnished during a presumptive eligibility period
22.

	

Respiratory care services (not provided) (State statute does not recognize service, but it is
available to EPSDT population through the clinic and home health benefit)

23.

	

Pediatric or family nurse practitioners' services (New York State covers all nurse practitioner
specialties recognized under State Law)

24.

	

Any other medical care and any other type of remedial care recognized under State Law
24a. Transportation
24b. Services provided in Religious Nonmedical Health Care Institutions (not provided)
24c. Reserved

24d. Nursing facility services for patients under 21 years of age
243.

	

Emergency hospital services
24f.

	

Personal Care Services
25.

	

Home and Community Care for functionally disabled elderly individuals (not provided)
26.

	

Personal care services for individual who is not an inpatient or resident of hospital, nursing
facility, ICF for the mentally retarded or institution for mental disease

27.

	

Primary Care Case Management
Table of Covered Services for Pregnant Women

28.

	

Program of All-Inclusive Care for Elderly (PACE) services

Attachment 3.1A - Supplement - Prior Approval - Medical and Remedial Care Services Provided to the
11 1 be it

Inpatient care, services and supplies in general hospital
Out of state placement at Specialized Care Facilities
Certain procedures which may be considered cosmetic or experimental (refer to MMIS
Physician Provider Manual)

6.

	

Must be in accordance with DOH regulations.
6a. FFS podiatry payments for Medicaid-eligible individuals under age 21 under the EPSDT

program
Nursing facilities, Intermediate Care Facilities for the Developmentally Disabled (ICF/DDs) and
Article 28 or 31 inpatient facilities and certified clinics which include foot care services
Limited laboratory tests in office setting, performed by podiatrist; radiological services within
podiatry scope of practice; amputation and bunion surgery performed by podiatrist in hospital
setting ...........................................................................................................

	

2
4b.

	

Early and Periodic Screening, Diagnostic and Treatment Services (EPSDT) - School
Supportive Health Services and Pre -School Supportive Health Services........ 2(xii)(A)-2(xii)(P)

6d.

	

Clinical psychologists (appropriate referral required)
Pharmacists as Immunizers ..........................................................................

	

2(xiv)(a)
6d.

	

Nurse Practitioners' Services ................

	

2(xv)
6b. Orthoptic training .............................................................................................

	

2(a)
6c. Chiropractor services, limited to EPSDT recipients ................................................

	

2(a)
6d. Clinical psychologists ......................................................................................

	

2(a)
7a. Home care services provided by CHHA, including nursing, home health aide, PT/OT/ST, DME

specialty items .............................................................................................

	

2(a)
7b. Assisted Living Program ...............................................................................

	

2(a)(i)
7c. Certain specialty items, including items identified in the MMIS DME provider manual, most

repairs to DME, PERS, Personal Care Aide services, home health services...........

	

2(a)(ii)
7d. Physical therapist, occupational therapist, speech pathologist definitions ................

	

2(a)(ii)

1.
4a.
5.
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8. Private duty nursing ......................................................................................

	

2(a)(ii)
Clinic services - Article 28 .............................................................................

	

2(a)(iii)
Dental care ...............................................................................................

	

2b
Some prescription drugs require prior authorization or dispensing validation.
State established preferred drug program with PA for drugs not on preferred list.
MA reimbursement available, limited to the following:
1. Outpatient drugs of manufacturer compliant with rebate agreement
2. Supplemental rebate program 0 includes National Medicaid Pooling Initiative (NMPI)
3. Changes to NMPI must be submitted to CMS.
4. Rebate required for new drug, unless drug is subject to allowable exclusion categories.
5. Rebate information not disclosed by state for purposes other than rebate invoicing and
verification.
6. Part D drugs not covered for Medicare A/B-eligible individuals
7. Federally excluded drugs are covered ........................................................

	

2b-2c
12b. Prior approval required for all dentures ...........................................................

	

2c
12c. Prior approval required for prosthetic and orthotic devices over a dollar amount established by

DOH .......................................................................................................

	

2c
Prior approval required for artificial eyes ...............
Prior approval required for orthotics including hearing .......................................

	

2c
12d. Prior approval required for certain special lenses and unlisted eye services...

	

2c
13a. Diagnostic Services, per 13d, Rehabilitative Services-Early Intervention....

	

2c
13b. Screening Services, per 13d, Rehabilitative Services-Early Intervention......

	

2c
13c. Preventive services, per 13d, Rehabilitative Services-Early Intervention......

	

2c
13d. Rehabilitative Services (13d)

1.

	

Directly Observed Therapy ...................................................................

	

2c
o Off-site services for developmentally disabled persons as specified ..............

	

2d
o "Early Intervention" services for children who have or are suspected of having

developmental delay or disability, limited to EPSDT, provided by or on behalf of a county
or the City of New York, provided by or on behalf of a county or the City of NY pursuant to
an Individualized Family Services Plan (IFSP):

1. Screening
2. Evaluation
3. Audiology
4. Nursing
5. Nutrition Services
6. OT
7. PT
8. Psychological Services
9. Social Work services
10. Anticipatory Guidance (special instruction and Allied Health Professional
assistance)
11. Speech pathology services
12. Assistive technology services
13. Vision services
14. Collateral contacts for all of the above services .............................

	

2d
o Rehabilitative services for residents of community-based residential programs licensed

by OMH (1. community residences, 2. family-based treatment, 3. teaching family
homes) .........................................................................................

	

3a-3b
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o

	

Assertive Community Treatment ......................................

	

................

	

3b-1
o

	

Personalized Recovery Oriented Services (PROS) .................................... 3b-2 - 3b-'
18.

	

Rehabilitative Services, continued - "Off-site" ....................................................

	

3(c)
Limitations on Hospice Services (notations regarding palliative care, waiving Medicaid

reimbursement, provider qualifications [RN, home health aide, physical therapy, occupational
therapy, speech pathologist, personal care aide, housekeeper/homemaker, pastoral

care coord., social workers, nutritionist, audiologist, respiratory therapist], etc.).... 3(c)-3(c)(iii)
19.

	

Limitations on Tuberculosis related services-DOT - only for clients being treated for TB..3(c)(iii)

	

22.

	

Limitations on Respiratory Care - may be rendered to EPSDT population by medical necessity,

furnished through clinic and home benefits, .....................................................

	

3(c)(iii)

	

24a.

	

Non-emergent transportation
o managed by each county's LDSS
o includes personal mileage reimbursement ............................................

	

3(d)

	

24d.

	

Skilled nursing facilities, except when admitted directly, and requires that facility be a Medicare
provider .....................................................................................................

	

3(d)
26.

	

Personal Care Services ............................................................................

	

3(d)-3(d)(A)
Consumer Directed Personal Assistance Program (CDPAP) ..............................

	

3(d)(i)
27.

	

Primary Care Case Management Program ....................................................

	

3e

General
a) Prior approval required for medical care and services to be provided outside New York
State

b) When a request for prior approval has been modified or denied, recipients are to be notified
that they may request a fair hearing .................................................................

	

4

Additional Limitations-Utilization Threshold, based on medical necessity, applies to the
noted services 2a, 2b, 2c, 2d (2a-Outpatient hospital services, 2b-Rural health clinic services
and other ambulatory services, 2c-Federally Qualified Health Center (FQHC) services and
other ambulatory services furnished by an FQHC, 2d-Ambulatory services offered by health
center with specific funding for pregnant or less than 18)... Utilization Threshold, based on
medical necessity, applies to services 3, 5( 3-Other laboratory and x-ray services, 5-
Physicians' Services ........................................................................................

	

5
Utilization threshold decremented when patient seen by physician including for those times
when seen by physician and electronic prescription /fiscal order is transmitted........	5(a)
Utilization Threshold, based on medical necessity, applies to services 9, 11 a-11 c, 12a
(9-Clinic Services, 11a-11c-Physical, Occupational and Speech therapy services, 12a-
Prescribed drugs) .......................................................................................

	

6-7

o Supplement 1 - Case Management Services
o Target Group A - Male/female adolescent under 21 years of age, who is categorically needy or

medically needed, deemed to be at risk of pregnancy or parenthood and meets defined criteria
- not statewide, noncomparable

	

Pages 1-Al to 1-A12
o Target Group B - Persons enrolled in Medical Assistance who have diagnosis of MR/DD, in

need ongoing comprehensive service coordination, do not reside in ICF, etc. - statewide,
noncomparable

	

Pages 1-81 to 1-B9
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o Target Group C - Categorically or medically needy individuals who are HIV-infected, HIV-
antibody positive infants up to age 3 years prior to confirmation of seroconversion, all high risk
individuals for period of up to 6 months - statewide, noncomparable- Pages 1-C1 to 1-C13

o Target Group D - Medical Assistance eligibles who are served by OMH Intensive Case
Management Program, and who are seriously and persistently mentally ill (SPMI), requiring
intensive personal intervention and are difficult to treat - statewide, noncomparable

Pages 1-D1 to 1-D10
o Target Group D1 - description similar to above, except services are comparable

Pages 1-D11 to 1-D22
o Target Group D2 - Medical Assistance eligibles who are served by OMH's Blended and

Flexible Case Management Program who are SPMI, requiring intensive personal intervention
and are difficult to treat -statewide, comparable

	

Pages 1-D23 to 1-D34
o Target Group E - Medically or categorically needy individual who is either female of child

bearing age and pregnant or parenting, and infants less than one year old - not statewide,
noncomparable

	

Pages 1 to 1-E6
o Target Group F - Categorically or medically needy who meet certain criteria (residing in areas

of NYS designated as underserviced and economically distressed through Neighborhood
Based Alliance initiative - not statewide, noncomparable

	

Pages 1-F1 to 1-F8
o Target Group G - Categorically or medically needy eligibles who are infants/toddlers birth to

age 2 who have or are suspected to have a developmental delay or a diagnosed physical or
mental condition that has potential to result in developmental delay; who have been referred to
Early Intervention and are known to NYS DOH; who are in need of ongoing and
comprehensive case management -statewide, noncomparable

	

Pages 1-G1 to 1-G9
o Target Group H - Medical Assistance eligibles who are served by OMH's Supportive Case

management program, who are seriously mentally requiring intensive personal intervention
and are difficult to treat - statewide, noncomparable

	

Pages 1-H1 to 1-H11
o Target Group I - Children 3-21 years who are federally eligible Medical Assistance EPSDT

recipients, for whom protection is provided under Individuals with Disabilities Education Act
(IDEA) or Section 504 of the Rehabilitation Act of 1973 - statewide, noncomparable

Pages 1-111 to 1-18
o Targeted Case Management, Target Group M - First-time mothers and their newborns

Not statewide (NYC and Monroe County), noncomparable

	

Pages 1-M1 to 1-M8
Supplement 3 - PACE Services - Eligibility, Rates and payments, Enrollment/Disenrollment

Pages 1-7

3.1-B Amount, Duration and Scope of Services Provided to Medically Needy Group(s)
1.

	

Inpatient hospital services
2a. Outpatient hospital services
2b. Rural health clinic services and other ambulatory services
2c. Federally Qualified Health Center (FQHC) services and other ambulatory services furnished by

an FQHC
2d. Ambulatory services offered by health center with specific funding for pregnant or less than 18
3.

	

Other laboratory and x-ray services
4a. Nursing facility services (other than services in an institution for mental diseases) for

individuals 21 years of age or older
4b. Early and periodic screening, diagnostic and treatment services for individuals under 21 years

of age
4c. Family planning services and supplies for individuals of child-bearing age
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5a. Physicians' services
5b. Medical and surgical services furnished by a dentist
®

	

List of Available Organ Transplants
6a. Podiatrists' services
6b. Optometrists' services
6c. Chiropractors' services (EPSDT only)
6d. Other Practitioners' services
7.

	

Home Health Services
7a. Intermittent or part-time nursing services, provided by a home health agency or by a registered

nurse when no home health agency exists in the area.
7b. Home health services provided by a home health agency.
7c. Medical supplies, equipment and appliances suitable for use in the home.
7d. Physical therapy, occupational therapy, or speech pathology and audiology services provided

by a home health agency or medical rehabilitation facility.
8.

	

Private duty nursing services
9.

	

Clinic services
10.

	

Dental services
11.

	

Physical therapy and related services
11 a. Physical therapy
11 b. Occupational Therapy
11 c. Services provided for individuals with speech/hearing/language disorders (speech pathologist

or audiologist
12.

	

Prescribed drugs, dentures, and prosthetic devices; and eyeglasses prescribed by a physician
skilled in diseases of the eye or by an optometrist

12a. Prescribed drugs
12b. Dentures
1 2c.

	

Prosthetic devices
12d.

	

Eyeglasses
13.

	

Other diagnostic, screening, preventive and rehabilitative services, i.e. other than those
provided elsewhere in the plan

13a. Diagnostic services
13b. Screening services
13c. Preventive services
13d. Rehabilitative services
14.

	

Services for individuals age 65 or older in institutions for mental diseases
14a. Inpatient hospital services
14b. Skilled nursing facility services (boxes not checked -not provided)
14c. Intermediate Care Facility services (ICF) (boxes not checked-not provided)
15a. Intermediate care facility services (other than such services in an institution for mental

diseases) for persons determined, in accordance with section 1902(a)(31)(A) of the Act, to be
in need of such care

15b. Including such services in a public institution (or distinct part thereof) for the mentally retarded
or persons with related conditions

16. Inpatient psychiatric facility services for individuals under age 22
17. Nurse-midwife services
18. Hospice care
19. Case management services and special tuberculosis related services
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19a. Case management services as defined in, and to the group specified, in Supplement 1 to
Attachment 3.1-A.

19b. Special tuberculosis related services.
20.

	

Extended services for pregnant women
20a. Pregnancy-related and postpartum services for a 60-day period after the pregnancy ends and

for any remaining days in the month in which the 60th day fails.
20b. Services for any other medical conditions that may complicate pregnancy.
21.

	

Certified pediatric or family nurse practitioners' services
22.

	

Respiratory care services
23.

	

Any other medical care and any other type of remedial care recognized under State law,
specified by the Secretary.

23a. Transportation
23b. Services provided in religious nonmedical health care institutions - NOT PROVIDED
23c. Reserved
23d. Nursing facility services for patients under 21 years of age
23e. Emergency hospital services
23f. Personal care services in patient's home
24.

	

Home and community care for functionally disabled elderly individuals - NOT PROVIDED
25.

	

Personal Care Services for an individual who is not inpatient or resident of hospital, nursing
facility, ICF for mentally retarded or institution for mental disease, with specifics.

26.

	

Primary Care Case Management
27.

	

Program of All-Inclusive Care for the Elderly (PACE) to the medically needy

Attachment 3.1 B - Supplement - Prior Approval - Medical and Remedial Care Services Provided to
the Medically Needy (prior approval) (must be in accordance with regulations of the Department of
Health)

1.

	

Inpatient care, services and supplies in general hospital
4a.

	

Out of state placement at Specialized Care Facilities
5. Certain procedures which may be considered cosmetic or experimental (refer to MMIS

Physician Provider Manual)
6. Must be in accordance with DOH regulations.
6a.

	

FFS podiatry payments for Medicaid-eligible individuals under age 21 under the EPSDT
program
Nursing facilities, Intermediate Care Facilities for the Developmentally Disabled (ICF/DDs) and
Article 28 or 31 inpatient facilities and certified clinics which include foot care services
Limited laboratory tests in office setting, performed by podiatrist; radiological services within
podiatry scope of practice; amputation and bunion surgery performed by podiatrist in hospital
setting ............................................................................................................

	

2
4b.

	

Early and Periodic Screening, Diagnostic and Treatment Services (EPSDT) - School
Supportive Health Services and Pre-School Supportive Health Services........ 2(xii)(A)-2(xii)(P)

6d.

	

Clinical psychologists (appropriate referral required)
Pharmacists as Immunizers .....................

6d.

	

Nurse Practitioners' Services ...........................................................................

	

2(xv)
6b. Orthoptic training .............................................................................................

	

2(a)
6c. Chiropractor services, limited to EPSDT recipients ................................................

	

2(a)
6d. Clinical psychologists ......................................................................................

	

2(a)
7a.

	

Home care services provided by CHHA, including nursing, home health aide, PT/OT/ST, DME
specialty items ...............
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7b. Assisted Living Program... ................................

	

....................... __ ..........

	

2(a)(i)
7c. Certain specialty items, including items identified in the MMIS DME provider manual, most

repairs to DME, PERS, Personal Care Aide services, home health services..........

	

2(a)(ii)
7d. Physical therapy, occupational therapy, or speech pathology and audiology services provided

by a home health agency or medical rehabilitation facility ..................................

	

2(a)(ii)
8. Private duty nursing ...................................................................................

	

2(a)(ii)
9. Clinic services - Article 28 .................................
10. Dental care .............................................................................................

	

2(a)(iii)

2b

1. Outpatient drugs of manufacturer compliant with rebate agreement
2. Supplemental rebate program 0 includes National Medicaid Pooling Initiative (NMPI)
3. Changes to NMPI must be submitted to CMS.
4. Rebate required for new drug, unless drug is subject to allowable exclusion categories.
5. Rebate information not disclosed by state for purposes other than rebate invoicing and
verification ..............................................................................................

	

2b
6. Part D drugs not covered for Medicare A/B-eligible individuals
7. Federally excluded drugs are covered ......................................................

	

2c
12b.

	

Prior approval required for all dentures ......................................................

	

2c
12c.

	

Prior approval required for prosthetic and orthotic devices over a dollar amount established by
................................................................................

Prior approval required for artificial eyes ......................................................
Prior approval required for orthotics including hearing aids ..............................

12d.

	

Prior approval required for certain special lenses and unlisted eye services.......
13a.

	

Diagnostic Services, per 13d, Rehabilitative Services-Early Intervention...........
13b.

	

Screening Services, per 13d, Rehabilitative Services-Early Intervention...........
13c.

	

Preventive services, per 13d, Rehabilitative Services-Early Intervention...........
13d.

	

Rehabilitative Services (13d)
1.

	

Directly Observed Therapy ...............................................................

	

2d
o Off-site services for developmentally disabled persons as specified..........

	

2d
o "Early Intervention" services for children who have or are suspected of having

developmental delay or disability, limited to EPSDT, provided by or on behalf of a county
or the City of New York, provided by or on behalf of a county or the City of NY pursuant to
an Individualized Family Services Plan (IFSP):

1. Screening
2. Evaluation
3. Audiology
4. Nursing
5. Nutrition Services
6. OT
7. PT
8. Psychological Services
9. Social Work services
10. Anticipatory Guidance (special instruction and Allied Health Professional
assistance)
11. Speech pathology services
12. Assistive technology services

12a.

	

Some prescription drugs require prior authorization or dispensing validation.
State established preferred drug program with PA for drugs not on preferred list.
MA reimbursement available, limited to the following:

	

............................

2c

2c

2c

2c

2c

2c
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13. Vision services
14. Collateral contacts for all of the above services ..........................

	

2d
o Rehabilitative services for residents of community-based residential programs licensed by

OMH (1. community residences, 2. family-based treatment, 3. teaching family

	

Homes) .......................................................................................

	

3a-3b
o

	

Assertive Community Treatment .......................................................

	

3b-1
o Personalized Recovery Oriented Services (PROS) ............................... 3b-2 - 3b-3

18.

	

Rehabilitative Services, continued - "Off-site" ....................................................

	

3(c)
Limitations on Hospice Services (notations regarding palliative care, waiving Medicaid
reimbursement, provider qualifications [RN, home health aide, physical therapy, occupational
therapy, speech pathologist, personal care aide, housekeeper/homemaker, pastoral
care coordinator, social workers, nutritionist, audiologist, respiratory therapist],
etc.) ...................................................................................................

	

3(c)-3(c)(iii)
19.

	

Limitations on Tuberculosis related services-DOT - only for clients being treated for TB..3(c)(iii)

	

22.

	

Limitations on Respiratory Care - may be rendered to EPSDT population by medical necessity,
furnished through clinic and home benefits ......................................................

	

3(c)(iii)

	

23a.

	

Non-emergent transportation
o managed by each county's LDSS
o includes personal mileage reimbursement .........................................

	

3(d)

	

23d.

	

Skilled nursing facilities, except when admitted directly, and requires that facility be a Medicare
provider .....................................................................................................

	

3(d)
25.

	

Personal Care Services ............................................................................... 3(d)-(d)(A)
Consumer Directed Personal Assistance Program (CDPAP) ................................

	

3(d)(i)
26.

	

Primary Care Case Management Program .......................................................

	

3e

General
a) Prior approval required for medical care and services to be provided outside New York
State
b) When a request for prior approval has been modified or denied, recipients are to be notified
that they may request a fair hearing .................................................................

	

4

Additional Limitations -Utilization Threshold, based on medical necessity, applies to the
noted services 2a, 2b, 2c, 2d (2a-Outpatient hospital services, 2b-Rural health clinic services
and other ambulatory services, 2c-Federally Qualified Health Center (FQHC) services and
other ambulatory services furnished by an FQHC, 2d-Ambulatory services offered by health
center with specific funding for pregnant or less than 18)...Utilization Threshold, based on
medical necessity, applies to services 3, 5( 3-Other laboratory and x-ray services, 5-
Physicians' Services ........................................................................................

	

5
Utilization threshold decremented when patient seen by physician including for those times
when seen by physician and electronic prescription/fiscal order is transmitted........

	

5(a)
Utilization Threshold, based on medical necessity, applies to services 9, 11a-11c, 12a
(9-Clinic Services, 11a-11c-Physical, Occupational and Speech therapy services, 12a-
Prescribed drugs) .......................................................................................

	

6-7

3.1-C Standards and Methods of Assuring High Quality Care
a. provided in accordance with individual's medical needs based on prescription or recommendation of
attending physician, dentist, other licensed practitioner eligible to participate in the program.
b. all professional persons must be properly licensed under state law.
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c. institutions (e.g. hospitals, nursing homes), health related facilities (e.g. ICFs), medical facilities
(clinics, laboratories), health agencies (community visiting nurse associations) must be licensed.
d. procedures considered specialty must be performed by qualified specialists.
e. home nursing services must conform to DOH standards.
f. recommendation of appropriate specialist required when necessary (e.g. the more unusual prosthetic
devices, rehabilitation therapy, orthodontia, etc.).
g. each local welfare district must establish an adequate system of patient records demonstrating
diagnoses and services provided.

C. Benchmark benefit package and benchmark equivalent benefit package, State elects to provide
Alternative Benefit Plan A Medication Therapy Management (MTM) Program
1. populations and geographic area covered
2. description of benefits
3. service delivery system
4. employer sponsored insurance - box not marked
5. assurances
6. economy and efficiency of plans
7. compliance with the law
8. implementation date

	

Page 2-11

3.1-D Provisions for Providing Medical Assistance Transportation
A. Prior authorization

1. Prior authorization required, specifics
2. Criteria used, specifics

B. Payment
1. Criteria, specifics Page 1-2

3.1-E Standards for the Coverage of Organ Transplant Services
- Services must be performed in hospitals approved by Commissioner of Health, and must be member of
Organ Procurement and Transplantation Network.
-

	

Hospital must participate in patient registry program
-

	

Hospital must ensure written policies are developed.
- Chapter 589 of Laws of 1990 amended Public Health Law, specifics listed
-

	

Hospital must maintain record of all patients referred, additional criteria listed

3.1-F Enrollment into Managed Care Entities, and Chronic Illness Demonstration Project
A. Section 1932(a)(1)(A) of SSA
B. General description of Chronic Illness Demonstration Project - Program and public process
C. State assurances and compliance with Statute and regulations
D. Eligible groups
E. Identification of Mandatory Exempt Groups
F. Other eligible groups - voluntary enrollment
G. All other eligible groups
H. Enrollment process
1. State assurances on enrollment process
J. Disenrollment
K. Information requirements for beneficiaries
L. List all services excluded for each model (MCO & PCCM)
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M. Selective contracting under 1932 state plan option

	

Page 1-13

3.2-A Medicare -Part A and B - Dual eligibles (Coordination of Title XIX with Part A and Part B of Title XVIII)
A. Part B buy-in agreements with Secretary of HHS - specifics
B. Part A group premium payment arrangement
C. Payment of Part A and Part B deductible and coinsurance costs
Coordination of Title XIX with Part B of Title XVIII

	

Page 1-2

4.11-A Standards for Institutions and Suppliers of Services
HEALTH
Citation: 10NYCRR Health, Volume A
Chapter II, Administrative Rules and Regulations
Subchapter D - Laboratories - Part 58

Citation: 10NYCRR Health, Volume A-1
Subchapter J - Controlled Substances - Part 80
Subchapter K - Hospitals and related facilities - Part 81-83, 85
Subchapter L - X-ray technology and Chiropractic use of X-ray - Part 89
Subchapter M - Physician's assistance, prohibited discrimination in hospital staff appointments and
privileges, Part 94
Subchapter N - Practice of Nursing Home administration and Home Nursing and Health services and
agencies - Part 96
Subchapter P - Health Maintenance Organization - Part 98

Citation: 10NYCRR Health, Volume C
Chapter V, Medical Facilities
Subchapter A - Medical Facilities - Minimum standards - Article 1 through Article 7, Part 400-401,
405, 410-416, 420-421, 425-427, 430-431
Subchapter B - Hospital Establishment - Part 600, 610, 620, 630, 640, 650, 660, 670
Subchapter C - State Hospital Code - Article 1 through 8, Part 700, 702-703, 705-716, 720, 730-734,
740-742, 750-755, 760-767, 770-771, 780-782
Chapter VI Emergency Services - Part 800

	

Page 1-5

MENTAL HYGIENE
Citation: 14NYCRR Mental Hygiene, Volume A
Chapter 1, General, Part 4, 8, 9
Chapter II, All Facilities
Subchapter A - Admission and Transfer of Patients - Part 15-18
Subchapter B - Institutional Care and Treatment - Part 21-22, 24-25, 27
Subchapter C - Termination of Inpatient Care - part 36-37
Subchapter D - Safety - Part 45
Subchapter E - Facility Planning and Review - Part 51-53
Chapter III, Department Facilities - Part 55-56
Chapter IV, Regulation and Safety Control
Subchapter A - General Provisions - Part 70-73
Subchapter C - Construction of Facilities - Part 77-78
Subchapter D - Operation of Facilities - Part 82-85
Chapter VII, Mental Hygiene Facilities Improvement Fund - Part 150
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Chapter VIII, Drugs - Part 201-202
Chapter X Alcoholism - Part 303-306, 330, 368-369, 395

Citation: 14 YC R, Mental Hygiene, Volume B
Chapter XIII Office of Mental Health - Part 540-542, 561, 575, 583-586

Chapter XIV Office of Mental Retardation and Developmental Disabilities - Part 676, 679-681, 688,

690

Chapter

	

Commission on Quality of Care - Part 700

Chapter V Division of Substances Abuse Services - Part 1000, 1010, 1020, 1030, 1040, 1060

Page 6-9

Citation: 18NYCRR Social Services, Volume B

Chapter II Regulations of the Department of Social Services

Subchapter C - Social Services - Article 2-3, 5-6, Part 428, 441-444, 447-449, 451, 476-477, 481-484

Page 10

4.14-5 Utilization Control in Intermediate Care Facilities
1. Review in ICFs is provided through facility-based reviews.

2. Review in ICFs for mentally retarded is through NYS OMRDD, Division of Quality Assurance staff,
as well as independent contracted organizations.

Agencies and with Title V Grantees
Cooperative Agreement
1.

	

Federal Relations

II.

	

Medical Assistance eligibility

Ill.

	

Medical standards and program oversight

IV. Program management and administration

V. Rates and fees

VI. Reports, forms and procedures

VII. Grievance proceedings and appeals - recipients

VIII. Monitoring and enforcement of agreement

IX. Administrative Proceedings - providers

X. Civil proceedings

XI. Criminal prosecution

XII. Federal advances

XIII. Staffing

XIV. Miscellaneous

XV. Terms of Agreement

	

Page 1, la-1m

Summary of agreement, outlines provision of coverage under Medical Assistances, NYSDSS duties,

NYSOMH duties, NYSDAA duties, DMA and CCH duties, DSS and OVR responsibilities, DSS and SED,

DSS/SED/OMRDD responsibilities

	

Page 2-9b

4.17-A Liens and Adjustments or Recoveries
1. Process for determining institutionalized individual - see Supplement to 4.17-A

2. Criteria for establishing institutionalized individual's child provided care

3. Definitions of terms

4. Undue hardship
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5. Procedures for waiving estate recoveries - see Supplement to 4.17-A
6. Cost-effectiveness
7. Collection procedures

Supplement to Attachment 4.17A
1. Determination of when it's presumed individual will not return home
5. Notification

4.18-A The Method Used to Collect Cost-Sharing Charges for Categorically Needy
Individuals (Co-Payments)
Supplement l Co-Pay Exclusions

4.18-C Charges Imposed on the Medically Needy for Services-(Co-Pays)
® Supplement 1- Copay Exclusions

4.18-D Premiums Imposed on Low Income Pregnant Women and Infants

4.18-E Optional Sliding Scale Premiums Imposed on Qualified Disabled and Working
Individuals

Part 4.19-A of the State Plan

4.19-A Part I - Establishing Payment Rates-Inpatient Hospital Care (10 NYCRR 86-1)
Preface-General Reimbursement Provision

	

Page
o

	

Section 86-1.1-Definitions Reserved ..............................................................

	

1
®

	

Section 86-1.2-Medical Facility Rates Reserved ..................................................

	

2
o

	

Section 86-1.3--Financial and Statistical Data Required .........................................

	

3-4b
o

	

Section 86-1.4--Uniform System of Accounting and Reporting ..................................

	

5
o

	

Section 86-1.5--Generally Accepted Accounting Principles .......................................

	

6
•

	

Section 86-1.6--Accountant's Certification .............................................................

	

7
•

	

Section 86-1.7--Certification by Operator ..............................................................

	

8
o

	

Section 86-1.8-Audits .....................................................................................

	

9-11
•

	

Section 86-1.9--Patient Days ..............................................................................

	

12-14
®

	

Section 86-1.10-Effective Period of Reimbursement Rates ....................................

	

15
o

	

Section 86-1.11-Computation of Basic Rate ........................................................

	

16-40
Reserved ..............................................................................

	

23-30, 33-34, 37
•

	

Section 86-1.12-Volume Adjustment .................................................................

	

41-43
®

	

Section 86-1.13-Groupings .............................................................................

	

44
®

	

Section 86-1.14-Ceilings on Payments ..............................................................

	

45-46
®

	

Section 86-1.15-Calculation of Trend Factor .......................................................

	

47-48
•

	

Section 86-1.16-Adjustments to Provisional Rates Based on Errors .........................

	

49
o

	

Section 86-1.17-Revisions in Certified Rates .......................................................

	

50-60
Reserved .....................................................................................................

	

52, 56, 59
•

	

Section 86-1.18-Rates for Services ...................................................................

	

60
• Section 86-1.19-Rates for Medical Facilities Without Adequate Cost Experience........

	

61
o

	

Section 86-1.20-Less Expensive Alternatives ......................................................

	

62
®

	

Section 86-1.21-Allowable Costs ......................................................................

	

63-64
®

	

Section 86-1.22-Recoveries of Expense .............................................................

	

65

Page 1-2

Page 1-3
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®

	

Section 86-1.23-Depreciation ..........................................................................

	

66-66(a)
®

	

Section 86-1.24-Interest ..................................................................................

	

67-67(c)
®

	

Section 86-1.25-Research ...............................................................................

	

68
®

	

Section 86-1.26-Educational Activities .................................................................

	

69
o Section 86-1.27-Compensation of Operators and Relatives of Operators ..................

	

70
o

	

Section 86-1.28-Related Organizations ...............................................................

	

71-71(a)
o

	

Section 86-1.29-Return on Investment ...............................................................

	

72
o

	

Section 86-1.30-Capital Cost Reimbursement ......................................................

	

73-74(a)
Reserved ..............................................................................

	

74

Section 86-1.31-Termination of Service ..............................................

	

...........

	

75

Section 86-1.32-Sales, Leases and Realty Transactions ........................................

	

76-76(e)
o

	

Section 86-1.33-Hospital Closure/Conversion Incentive Programs ...........................

	

77
o

	

Section 86-1.34-Pilot Reimbursement Projects ...... (§222(a) of SSA ........................

	

78
o

	

Section 86-1.35 Reserved................................................................................

	

79
o

	

Section 86-1.36 Financially Distress Hospital Pool Reserved .................................

	

80-83
®

	

Section 86-1.37-Fund Administration .................................................................

	

84-88

Reserved .....................................................................................................

	

87
o Section 86-1.38-Alternative Reimbursement Method for Mergers or Consolidations....

	

89-91
o Section 86-1.39-Workers' Compensation & Not Fault Reimburse Rates-Reserved....

	

92
® Section 86-1.40-Alternative Reimbursement Method for Medical Facilities with Extended Phase-in

nn nr

® Section 86-1.41-Hospital-Based Ambulatory Surgery Rates--Reserved ....................

	

96

Section 86-1.42-Hospital-Based Physician Reimbursement ...................................

	

97-98
o

	

Section 86-1.43-Medicare Adjustment--Reserved ................................................

	

99
® Section 86-1.44-Computation of Rates of Payment for Licensed Freestanding Ambulatory Surgery

Centers--Reserved ...............................................................................................

	

100
o

	

Section 86-1.45-Federal Financial Participation .................................................

	

101
o

	

Section 86-1.46--Certified Home Health Agency Rates Reserved ..................................

	

101a
® Section 86-1.47--Allowance for CHHA providing a disproportionate share of bad debt and charity

care... Reserved ...............................................................................................

	

101b
o

	

Section 86-1.48--Reserved ................................................................................

	

101C
o

	

Section 86-1.49--Reserved ................................................................................

	

102
o

	

Hospital Inpatient reimbursement -Effective 12/1/2009 ............................................
• Definitions
o

	

Statewide base price ..........................................................................................

o

	

Exclusion of outlier and transfer costs ....................................................................

•

	

Service Intensity Weights (SIW) and average length-of-stay (LOS) ..............................
o

	

Wage Equalization Factor (WEF) ..........................................................................

o

	

Add-ons to the case payment rate per discharge ......................................................
o

	

Outlier and transfer cases rates of payments ...........................................................

Alternate level of care payments (ALC) ...................................................................

Exempt units and hospitals ..................................................................................

Trend Factor ................................................................................................... .

Capital expense reimbursement ...........................................................................
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patients ...................................................................................................
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Pregnant Women .......................................................................................
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D&TCs .....................................................................................................
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Reservations .............................................................................................
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Methodology .................................................................................................
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Home ....................................................................................................
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Children ....................................................................................
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services ....................................................................................................
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36 ...........................................................................................................
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4(c)(1)
o

	

Prescribed Drugs ........................................................................................
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Reserved .....................................................................................................
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Costs .......................................................................................................
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Evals .................................................................................
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Health Care Financing Administration

Medicare

	

Medicaid

	

SCRIP

Medicaid Services

Title XIX, of the Social Security Act requires that in order to receive Federal
matching funds, certain basic services must be offered to the categorica_ l
neeopulation in any State program:

® inpatient hospital services;
® outpatient hospital services;
• physician services;
® medical and surgical dental services;
® nursing facility (NF) services for individuals aged 21 or older;
• home health care for persons eligible for nursing facility services;
• family planning services and supplies;
• rural health clinic services and any other ambulatory services offered by a

rural health clinic that are otherwise covered under the State plan;
® laboratory and x-ray services;
® pediatric and family nurse practitioner services;
® federally-qualified health center services and any other ambulatory

services offered by a federally-qualified health center that are otherwise
covered under the State plan;

® nurse-midwife services (to the extent authorized under State law); and
® early and periodic screening, diagnosis, and treatment (EPSDT) services

for individuals under age 21.

If a State chooses to include the medically needy population, the State plan
mu pre, as a minimum, e o owing services:

e prenatal care and delivery services for pregnant women;
® ambulatory services to individuals*under age*'i8Tand individuals entitled

to institutional services;
• home health services to individuals entitled to nursing .facility services;

and

	

y;.

if the State plan includes services either in institutions for mental
'diseases or in intermediate care facilities for the mentally retarded
(ICF/MRs), iirmus_ t offer either of the following to each th the medically

	

«ti;
needy groups: the services contained in 42 CFR sections 440.10 through
440.50 and 440.165 (to the extent that nurse-midwives are authorized to
practice under State law or regulations); or the services contained in any
seven of the sections in 42 CFR 440.10 through 440.165.

States may also receive Federal funding if they elect to provide'other optional
services. The most commonly covered optional services under the Medicaid
program include:

® clinic services;
® nursing facility services for the under age 21;
® intermediate care facility/mentally retarded services;
® optometrist services andeyeglasses;

What's New Site Index
I

http://www.hcfa.gov/medicaid/mservice.htm
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e prescribed drugs;
® TB-related services for TB infected persons;
® prosthetic devices; and
® dental services.

States may provide home and community-based care waiver services to certain
individuals who are eligible for Medicaid. The services to be p rovided to these
persons may include case management, personal care services, respite care
services, adult day health services, homemaker/home health aide, habilitation,
and other services requested by the State and approved by HCFA.

The Breast and Cervic

	

Prevention and Treatment Act of 2000 gives
States the option to provide medical services to certain women who have been
found to have breast or cervical cancer or precancerous conditions. For further
information, see the Medicaid BCCPT information website. States may also
receive .enhanced funding for this new option.

Amount and Duration of Medicaid Services

Within broad federal guidelines, States determine the amount and duration of
services offered under their Medicaid programs. The amount, duration, and
scope of each service must be sufficient to reasonably achieve its purpose.
States may place appropriate limits on a Medicaid service based on such criteria
as medical necessity or utilization control. For example, States may place a
reasons a emit on the number of covered physician visits or may require prior
authorization to be obtained prior to service delivery.

Health care services identified under the EESD.T program as being "medically
)necessary" for eligible children mint be provided by Medicaid, even if those

services are not included as part of the covered services in that State's plan.

With certain exceptions, a State's Medicaid plan must allow recipients freedom
of choice among health care providers participating in Medicaid. States may
provide and pay for Medicaid services through various prepayment
arrangements, such as a health maintenance organization (HMO). In general,
States are required to provide comparable services to all categorically needy
eligible persons.

There is an important exception related to home and community-based services
"waivers" under which States offer an alternative health care package for
persons who would otherwise be institutionalized under Medicaid. States are not
limited in the scope of services they can provide under such waivers so long as
they are cost effective (except that, other than as a part of respite care, they
may not provide room and board for such recipients).

Payment for Medicaid Services

Medicaid operates as a vendor payment program, with payments made directly
to the providers. Providers participating in Medicaid must accept the Medicaid
reimbursement level as payment in full. Each State has relatively broad
discretion in determining (within federally-imposed upper limits and specific
restrictions) the reimbursement methodology and resulting rate for services,
with three exceptions: (1) for institutional services, payment may not exceed
amounts that would be paid under Medicare payment rates; (2) for
disproportionate share hospitals (DSHs), different limits apply; and (3) for

http://www.he'fa.gov/medicaid/niservice .htm
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hospice,care

States may impose nominal deductibles, coinsurance, or.copayments on some
Medicaid recipients for ce rtain services. Emergency services an amily planning
services must be xe em2t from such copayments. Certain Me icai recipients
must be excluded -frDm Tfiis cost sharing: pregnant women, children under age

W 460 18, hospital or nursing home patients who are expected to contribute most of
their income to institutional care, and categorically needy HMO enrollees.

The amount of total Federal outlays for Medicaid has no set limit (cap); rather,
the Federal government must match whatever the individual State decides to
provide, within the law, for its eligible recipients. However, reimbursement
rates must be sufficient to enlist enough providers so that Medicaid care and
services are available under the plan at least to the extent that such care and
services are available to the general population in that geographic area.

States must augment payment to qualified hospitals that provide inpatient
services to a disproportionate number of Medicaid recipients and/or other low-
income persons under what is known as the disproportionate share hospital

	

(DSH) program. Legislation passed in 1991 has curtailed some States DSH
payments.

The portion of the Medicaid program which is paid by the Federal government,
known as the Federal Medical Assistance Percentage (FMAP), is determined
annually for each State by a formula that compares the State's average per
capita income level with the national average. By law, the FMAP cannot be
lower than 50 percent nor greater than 83 percent. The wea lth ier States have a
smaller s are o

	

eir costs reim urse

	

e ederalt government also shares in
the State's expenditures for administration of the Medicaid program. Most
administrative costs are matched at 50 percent for all States. However, higher
matching rates (75, 90 and 100 percent) are authorized by law for certain

	

functions and activities. State FMAPs are listed in the chapter with financial
`statistics.

Medicaid Trends

Initially, Medicaid was a medical care extension of federally funded income
maintenance programs for the poor, with an emphasis on the aged, the
disabled and dependent children and their mothers. Over time, however,
Medicaid has been diverging from a firm tie to eligibility for cash programs.
Recent legislation ensures Medicaid coverage to an expanded number of low-
income pregnant women, poor children, and some Medicare beneficiaries who
are not eligible for any cash assistance program, and would not have been
eligible for Medicaid under earlier Medicaid rules. Legislative changes focus on
enhanced outreach toward specific groups of pregnant women, and children,
increased access to care, and improved quality of care. Legislation also
continued specific benefits beyond the normal run of Medicaid eligibility and
placed some restrictions on States' ability to limit some services.

In addition to the increase in numbers of beneficiaries from new legislation, the
most pronounced Medicaid service - related trends in recent years have been the
continued sharp increase in expenditures for intensive acute care and for home
health and nursing facility services for the aged and disabled.

The most significant trend in service delivery is the rapid growth in managed

5
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care enrollment ithin Medicaid. In 1995 almost a quarter of all Medicaid
recipe

	

a in managed care plans. One vehicle for the expansion
of managed care, and of new eligibility groups, is the 1915(b) waiver fir

	

s
which allows States increased flexibility to research health care delivery
alternatives while controlling program costs. A other vehicle is the section 1115
(b) waiv r authority which permits States to i

	

&Feffit managed care delivery
systemwithin prescribed parameters.

Medicare.oov I Department of Health and Human Services I (MEP

Home I Privacy Policy I Feedback I Help Website Accessibility
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W YORK STATE .
DEPARTMENT OF HEALTH

COMPREHENSIVE MEDICAID CASE MANAGEMENT (CMCM)

CMCM Program Description ADMs, LCMs, DOH
INFs Contact

OMRDD Administered by the Office of Mental Retardation` 90-LCM=36
Medicaid Service and

	

Developmental

	

Disabilities

	

(OMRDD)

	

for GIS 00 MA006 Aileen
Coordination individuals who are developmentally disabled and (MSC) Gertzberg
(MSC) choose to receive Medicaid Service Coordination (518)

(MSC) services. 473-5873

OMH Administered by the Office of Mental Health (OMH) M-16
Case Management through- the Supportive Case Management (SCM), 91-LCM-36

Larry Moss
Intensive Case Management (ICM), and Blended and 97-LCM-17

(518)Flexible Case Management programs for individuals 89ADM-29
who are seriously & chronically mentally ill.

MA Update
473-5873

Feb 1998

Dec. 1997

Early Intervention Administered by the Department of Health Early Peggy Smith
(EI) Service Intervention Program to provide early intervention Early Intervention

(518)
Coordination services for infants and toddlers (0 to 2) who are Memorandum 94-

developmentally disabled or at risk of developmental 4 in Jan. 2000 473-0149
disabilities.

AIDS Case
Management Administered by the Department of Health through 90-LCM- 131 Jay

the AIDS Institute for individuals with HIV/AIDS. Freedman
(518)

486-1323

School Initiative to reimburse school districts for special Mike Albino
Supportive Health education services provided to Medicaid eligible (518)
Services (SSHP) children with handicapping conditions. 473-9059
Case Management

Teen Age AosWinitive CMCM program that the LDSS
89-ADM-29 Surownell

Services (TASA) r a

	

ter to fulfill their TASA

	

to$:

	

s • 13CRNI 56 . (518)tY"^ ttw
Case management Prov

	

eas9

	

- Y

	

t services for

	

igrble
pregnant,

	

g an

	

t risk

	

lesce t 5 ; . ,:;'

CONNECT/ 00

	

1.,

	

fiqgq*n that the LDSS,
' 4IioTdp

Onondaga;ourity a ors ,.6earing age who are
'sP E g OEVNVO^ der one year of

.

Case Mari

	

t l i e ` I Q
C

	

targeted

	

ei in zt nodes of (21

	

,,

King

	

o

	

rs, Brind New York counties,

	

ndaga X68-6&5
Stie Bfot eCo uiiittatrve is taLgete010 n

. {528)

Neigy

	

06}c! ^^
A.'l

	

ve,CMCM;

	

the the LDSS
Sue Brownell.

Base

	

ianc admm{ tees

	

r individira s,rgs

	

in un

	

r

	

,•
f' 5

(NBA)

	

t 'X5e
i

d Ilan e

	

n distre

	

ens es^g atec ttn

	

r
Cli

	

r.

	

tt

	

tl

	

La -9068
Minage.

Pro

	

t

	

a in ieuben

	

ttggo
rounti8



I

a

$^sd^S®Am®®®®

Z29 IWO



Revision: HCFA-PH-87-4

	

(BERC)
MARCH 1987

nKE No. 0938-0193

1

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
Medical Assistance Program

State/Territory:

TABLE OF CONTEXTS

SECTION PAGE NU0KRS

	

State Plan Submittal Statement . . . . . . . . . . . . . . . . . . . 1

SECTION 1 - SINGLE STATE AGENCY ORGANIZATION . . . .. . . . . . . . 2

1.1 Designation and Authority . . . . . . . . . . . . . . . . . . 2

1.2 Organization for Administration . . . . . . . . . . . . . . . 7

1.3 Statewide Operation . . . . . . . . . . . . . . . . . . . . . 8

1.4 State Medical Care Advisory Committee . . . . . . . . . . . . 9

^

	

^^,^.^8^„^3,.f^f g-^..^fiia: e k ^ .e.^^a ^-a-^`°,^„^h• ^G^! l€_dY'^..e'	c

	

_<,

I

TN No
Supersedes

	

Approval Date NOV 21 1991

	

Effective Date

	

I y^

TN No. VAIKNCWA

ART SSG 3S)

	

HCFA ID: 1002P/0010P



Revision: HCFA-PH-87-4

	

(BERC)

MARCH 1987

SECTION

No. 0938-0193

PAGE Mft&n's 87

SECTION 2 - COVERAGE AND ELIGIBILITY
 . . . . . . . . . . . . . . . . 10

2.1 Application, Determination of Eligibility

and Furnishing Medicaid . . . . . . . . . . . . . . . . . . . 10

2.2 Coverage and Conditions of Eligibility . . . . . . . . . . . 12

2.3 Residence . . . . . . . . . . . . . . . . . . . . . . 
. . . . 13

2.4 Blindness . . . . . . . . . . . . . . . . . . . . . . . . . . 14

2.5 Disability . . . . . . . . . . . . . . . . . . . . . . . 15

2.6 Financial Eligibility . . . . . . . . . . . . . . . . . . . . 1
6

2.7 Medicaid Furnished Out of State

	

. . . . . . . . . . . . . 18

ii

TV No. S7-47

	

NOV 2 1 1991

Supersedes

	

Approval Date

	

Effective Date

TN No. U,U X AX) ,\J

IPcT 90 - 31)

	

HCFA ID: 1002P/0010P



Revision: HCFA-PM-57-4

	

(BERC)

	

OMB No. 0935-019;
MARCH 1987

SECTION PAGE

	

SRS

SECTION 3 - SERVICES: GENERAL PROVISIONS . . . . . . . . . . . . . 19

3.1 Amount, Duration, and Scope of Services . . . . . . . . . . . 19

3.2 Coordination of Medicaid with Medicare Part B . . . . . . . . 29

3.3 Medicaid for Individuals Age 65 or Over
in Institutions for Mental Diseases . . . . . . . . . . . . .. 30

3.4 Special Requirements Applicable to
Sterilization Procedures . . . . . . . . . . . . . . . . . . 31

3.5 Medicaid for Medicare Cost Sharing for
Qualified Medicare Beneficiaries . . . . . . . . . . . . . . 31a

3.6_abulatory 'Prenatal -Care for Pregnant -Women
during Presumptive eligibility Period

	

. . . . . . . . . . 31b

TN No. 9'7-41

Supersedes

TN No. UNKNCL•J;J

(rtr 3C--3s)

iii

Approval Date
NOV 2 1 1991 Effective Date

HCPA ID: 1002P/001OP



Revision: HCFA-PH-87 -4

	

(BERC)

	

0 No. 0938-0193MARCH 1987

SECTION

	

PAGE

	

ERS

SECTION 4 - GENERAL PROGRAM ADMINISTRATION . . . . . . . . . . . . . 32

	

4.1 Methods of Administration . . . . . . . . . . . . . . . . . . 32

	

8

4.2 Hearings for Applicants and Recipients . . . . . . . . . . . 33

4.3 Safeguarding Information on Applicants
and Recipients

	

. . . . . . . . . . . . . . . . . . . . . . . 34

4.4 Medicaid Quality Control

	

. . . . . . . . . . . . . . . . . . 35

4.5 Medicaid Agency Fraud Detection and
Investigation Program . . . . . . . . . . . . . . . . . . . . 36

4.6 Reports . . . . . . . . . . . . . . . . . . . . . . . . . . . 37

4.7 Maintenance of Records . . . . . . . . . . . . . . . . . . . 38

4.8 Availability of Agency Program Manuals . . . . . . . . . . . 39

4.9 Reporting Provider Payments to the
Internal Revenue Service . . . . . . . . . . . . . . . . 40

4.10 Free Choice of Providers . . . . . . . . . . . . . . . . . . 41

4.11 Relations with Standard-Setting
and Survey Agencies . . . . . . . . . . . . . . . . . . . . . 42

4.12 Consultation to Medical Facilities . . . . . . . . . . . . . 44

4.13 Required Provider Agreement . . . . . . . . . . . . . . . . . 45

4.14 Utilization Control . . . . . . . . . . . . . . . . . . . . . 46

4.15 Inspections of Care in Skilled Nursing
and Intermediate Care Facilities and
Institutions for Mental Diseases . . . . . . . . . . . . . . 51

4.16 Relations with State Health and Vocational
Rehabilitation Agencies and Title V Grantees . . . . . . . . 52

4.17 Liens and Recoveries

	

. . . . . . . . . . . . . . .

	

. . . . 53

.

	

.

	

.

	

.

	

.

	

.

	

.

	

. .

	

. 54
4.18 Cost Sharing and Similar Charges

4.19 Payment for Services

	

. . . . . . . . . . . . . . . . . . . . 57

iv

TN go. 9,7-4-?
Supersedes

	

Approval Date NOV 21 1991

	

Effective Date
TN No. l.'"'!l{tiCu,\)

(i r $^ 33)

	

HCFA ID: 1002Pl0010P



Revision: HCFA-PM-90-2

	

(BPD)

	

OMB No. 0938-0193
JANUARY 1990

SECTION

	

PAGE NUMBERS4.20 Direct Payments to Certain Recipients forPhysicians' or Dentists' Services . . . . . . . . . . . . . . 674.21 Prohibition Against Reassignment ofProvider Claims . .

	

. . . . . . . . . . .

	

.

	

. . .

	

.

	

.

	

. . . 684.22 Third Party Liability . . . . . . . . . . . . . . . . . . . . 69
4.23 Use of Contracts

	

. . . . . . . . . . . . . . . . .

	

. . . . . 714.24 Standards for Payments for Skilled Nursingand Intermediate Care Facility Services . . . . . . . . . . . 72
4.25 Program for Licensing Administratorsof Nursing Homes . . . . . . . . .. . . . . . . . . . . . . . 734 . 2 6

	

gB2ED

	

. .

	

(i... Fem . . . . . . . . . . . . . . . .

	

. . . . 744.27 Disclosure of Survey Informationand Provider or Contractor Evaluation . . . . . . . . . . . . 75
4.28 Appeals Process for Skilled Nursingand Intermediate Care Facilities . . . . . . . . . . . . . . 76
4.29 Conflict of Interest Provisions . . . . . . . . . . . . . . . 77
4.30 Exclusion of Providers and Suspension ofPractitioners Convicted and Other Individuals . . . . . . . . 78
4.31 Disclosure of Information by Providersand Fiscal Agents . . . . . . . . . . . . . . . . . . . . . . 79
4.32 Income and Eligibility Verification System . . . . . . . . . 79
4.33 Medicaid Eligibility Cardsfor Homeless Individuals

	

. . . . . . . . . . . . . . . . . 79a
4.34 Systematic Alien Verification for Entitlements . . . . . . . 79b
4.35 Remedies for Skilled Nursing and IntermediateCare Facilities that Do Not MeetRequirements of Participation

	

. . . . . . . . . . . . . . . 79c

v

TN No.

2 A,Supersedes ^^

	

Approval Date JAN

	

Effective DateNo. _

HCFA ID: 1002P/0010P



Revision: HCFA-PM-87-4

	

(BERC)

MARCH 1987

SECTION

No. 0938-01

PAGE

	

ERS

SECTION 5 - PERSONNEL ADMINISTRATION . . . . . . . . . 
. . . .

	

. 80
S 7

5.1 Standards of Personnel Administration . . . . . 
. . . . . . . 80

5.2 RESERVED

	

. . . . . . . . . . . . . . . . . . . . . . . . . . 81

5.3 Training Progr

	

; Subprofessional and
Volunteer Programs	. . . . . . . . . . . . . . . . 

. . . . . 82

vi

No. , s'1-4'7
Supersedes

	

Approval Data NOV 2 1 1991

	

Effective Data

No. t)NKN"c;v

(F}T 80_ 33)

	

HCFA ID: 1002P/00]



Revision: HCFA-PH-87-4

	

(8 C)

	

OMB No. 0938-0193MARCH 1987

SECTION

	

PAGE WJMB MRS
SECTION 6 - FINANCIAL

	

INISTTION . . . . . . . . . . . . . . . . 83

6.1 Fiscal Policies and Accountability . . . . . . . . . . . . . 83

	

6.2 Cost Allocation . . . . . . . . . . . . . . . . . . . . . . . .84

6.3 State Financial Participation . . . . . . . . . . . . . . . . 85

a

vii

No. S?

	

=N OV 2 i 1991	Supersedes	Approval Date

	

Effective Datego. VNK"JC k;,.;

(ttT $G 38)

	

HCFA ID: 1002P/00101



Revision:

	

HCFA - PM-91- -

	

(BPD;

	

0MB No. 0938-
Aue s: 1991

'": N

	

PAGE NUMBERS

	

SECTION 7 - GENERAL PROV:S:ONS

	

. . . . . . . . . . . . . . . . . . 86

.1 Plan Amendments .

	

.

	

.

	

.

	

.

	

.

	

.

	

.

	

.

	

.

	

.

	

.

	

.

	

.

	

.

	

.

	

.

	

.

	

.

	

.

	

. 86

	

- . 2 Nondiscrimination .

	

.

	

.

	

.

	

.

	

.

	

.

	

.

	

.

	

.

	

.

	

.

	

.

	

.

	

.

	

.

	

.

	

.

	

.

	

. 87

	

.3 Maintenance of AFDC Effort

	

. . . . . . . . . . .

	

. 88

.4 State Governor's Revi ew . . . . . . . . . . . . . . . . . . 89

viii.

:N No.

	

,5

	

OCT 1 1991Supersedes

	

Approval Date

	

Effective Date
TN No.

HCFA 1 0: 7982E



Revision: HCFA-PM-91- -

	

(BPD)

	

OMB No.:

	

0938-Aec;;s: 1991

	

Page 1

LIST OF ATTACHMENTS

No.

	

Title of Attachment

*1.1-A

	

Attorney General's Certification

*1.1-B

	

waivers under the Intergovernmental Cooperation Act

1.2-A

	

Organization and Function of State Agency

1.2-B

	

Organization and Function of Medical Assistance Unit

1.2-C

	

Professional Medical and Supporting Staff

.2-D

	

Description of Staff Making Eligibility Determination

2.1-A

	

Definition.of an HMO that Is Not Federally Qualified

*2.2-A

	

Groups Covered and Agencies Responsible for Eligibility
Determinations

* Supplement l -

	

Reasonable Classifications of Individuals under
the Agee, of

	

20, 19 and 18
* Supplement 2 -

	

Definiti`ns of Blindness and Disability
(Territor31ees only)

* Supplement 3 -

	

Method of Determining Cost Effectiveness of
Caring for Certain Disabled Children at Home

*2.6-A

	

Eligibility Conditions and Requirements (States only)

* Supplement 1 -

	

Income Eligibility Levels - Categorically
Needy, Medically Needy and Qualified Medicare
Beneficiaries

	

-

	

---A

f
..4s,A

	

8/
P, __E_'

* Supplement 2 -

	

Resource Levels - Categorically Needy,
Including Groups with Incomes Up to a
Percentage of the Federal Poverty Level,
Medically Needy, and Other Optional Groups

* Supplement 3 - Reasonable Limits on Amounts for Necessary
Medical or Remedial Care Not Covered under
Medicaid

* Supplement 4 -

	

Section 1902(f) Methodologies for Treatment of
Income that Differ from those of the SSI
Program

*Forms Provided

TN NAB

	

MAP, 3

	

42
Supersedes

	

Approval Date
TN No.

Effective Date OCT 1 13

HCFA ID: 7982E
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OMB No.:October 1991

	

Page 2

Title of Attachment

Section 1902(f) Methodologies for Treatment of
Resources that Differ from those of the SSI
Program
Methodologies for Treatment of Resources for
Individuals With Incomes Up to a Percentage of
the Federal Poverty Level
Standards for Optional State Supplementary
Payments
Income Levels for 1902(f) States -
Categorically Needy Who Are Covered under
Requirements More Restrictive than SSI
Resource Standards for 1902(f) States -
Categorically Needy
More Liberal Methods of Treating Income Under
Section 1902(r)(2) of the Act
More Liberal Methods of Treating Resources
Under Section 1902(r)(2) of the Act
Transfer of Resources
Consideration of Medicaid Qualifying
Trusts--Undue Hardship

* Supplement 11-

	

Cost-Effective Methods for COBRA Groups
(States and Territories)

*2.6-A

	

Eligibility Conditions and Requirements (Territories only)

*-Supplement 5 -

* Supplement 5a-

* Supplement 6 -

* Supplement 7 -

*
*

* Supplement

Supplement

Supplement
Supplement

Supplement

No.

*

*

8 -

8a-

8b-

9 -
10-

*FQrms

* Supplement 1 -

* Supplement 2 -

* Supplement 3 -

* Supplement 4 -

* Supplement 5 -

* Supplement 6 -

Provided

Income Eligibility Levels - Categorically
Needy, Medically Needy, and Qualified Medicare
Beneficiaries
Reasonable Limits on Amounts for Necessary
Medical or Remedial Care Not Covered under
Medicaid
Resource Levels for Optional Groups with
Incomes Up to a Percentage of the Federal
Poverty Level and Medically Needy
Consideration of Medicaid Qualifying
Trusts--Undue Hardship
More Liberal Methods of Treating Income under
Section 1902(r)(2) of the Act
More Liberal Methods of Treating Resources
under Section 1902(r)(2) of the Act

TN No. g_(-S^L

	

JUL 2 7 1995
Supersedes

	

' Approval Date
TN No. 9 ('1S^ Effective Date JUL 1- 199t

HCFA ID: 7982E



Rev i sion:

	

HCFA-?M- 9.-

	

FMB No.. 0938-
G S- .991

	

?age 3

*3._-B

	

Amount, Durat_on, and Scope of Serv i ces Provided Med i cally Needy
%

Y lLtt

Standards and Methods of Assuring High Quality Care

Methods of Providing Transportation

Standards for the Cove rage of Organ Transplant Procedures
71

Standards for :nsti

	

i ons

Single Utilization Review Methods for Intermediate Care Facilities

Multiple Utilization Review Methods for Intermediate Care Facilities

Cooperative Arrangements with State Health and State Vocational
Rehabilitation Agencies and with Title V Grantees

4.17-A

	

Determining that an institutionalized Individual Cannot Be
Discharged and Returned Home

*4.18-B

	

Medically Needy - Premium N

*4.19-C

	

Charges ..

	

sed on Medically Needy and ::her Optional Groups

*4.19-D

	

Premiums imposed on Low Income Pregnant women and Infants

*4.18-E

	

Premiums Imposed on Qualified Disabled and working Individuals

4.19-A

	

Methods and Standards for Establishing Payment Rates - Inpatient
Hospital Care

*Forms Provided.

Superede1

	

pproval Date

	

3
'yl

	

Effective Date OCT 1 1991TN NotJ

TN No.

	

-
HCFA ID: 7982E

No

	

e

	

Atta:.'tment

demerit 1 -
,Jl/ 5 pleme r..t _ -

?._-A

	

Amount, Duration, and Scope of Med_ca_ and Remedial Care and
Services Provided t9 - he Categc ca 3 y Needy

ease Management Services
Alternative Health Care Plans for Families
Covered 'ncer Section 1925 of the Act

3._ -

3.--:

4.:1-A

4.14-A

	

1 4-S

4.1.6-A

*4.18-A

	

Charges Imposed on Categorically Needy -
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OMB.No.:October 1991

	

Page 4

No.

	

Title of Attachment

	

4.19-B Methods and Standards for Establishing Payment Rates - Other Typesof Care

• Supplement 1 -

	

Methods and Standards for Establishing Payment
Rates for Title XVIII Deductible/Coinsurance

4.19-C Payments for Reserved

	

s

4.19-D Methods and Standards for-Es tablishing Payment Rates - SkilledNursing and Intermediate Cars Facility Services

4.19-E Timely-Claims Payment - Definition of Claim

4.20-A Conditions for Direct Payment for Physicians' and Dentists' Services

4.22-A Requirements for Third Party Liability—Identifying Liable Resources

•4.22-B Requirements for Third Party Liability--Payment of Claims

•4.22-C Coat-Effective Methods for Zmployer-Basod Group Health Plans

•4.32-A Income and Eligibility Verification S ystem Procedures: Requests toOther State Agencies

*4.33-A Method for Issuance of Medicaid Eligibility Cards to HomelessIndividuals

7.2-A Methods of Administration - Civil Rights (Title VI)

*Forms Provided

TV No. q1-c -

	

JUL t 7

	

JUL ' - 1891Supersede

	

Approval Date

	

Effective Date
TN No.

	

1 --75

	

HCFA ID: 7982E
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ATT&CHURNT 3.1®

YEW YORK

	

STATE P

	

AMOUNT' OUR ATI4H AND SCOPE OF 4EDiCAL AMD REMEDIAL CARES

	

C

	

ROVTDcD 0 H CA GOR C^LLY YE DY.
NOTE: By prior approval, when indicated 'below, is meant that priorapproval/authorization of the local professional director and/or thelocal social services commissioner is required for that service.

1.

		

Inpatient care, services and supplies in a general hospital shall, in the caseof a person admitted to such a facility on a Friday or Saturday, be deemed"`to include only those inpatient days b eginning with and following 1
41811.

Sunday after such, date of admission, unless such care, servic and suppliesare furnished for an ® ctual medical emergency or pr

	

erative care forsurgery as provided in paragraph (d) of subdivision five of S ection 3634 ofthe Social Services Law, or are furnished because of the necessity ofemergency or urgent surgery for the alleviation of severe pain or thenecessity for immediate diagnosis or treatment of conditions whichthreaten disauility or death it not promptly diagnosed or treated; provided,however, Inpatient days of a general hospital admission beginning on a

	

Friday or a Saturday shall Je included commencing with the day ofadmission in a general hospital which the commissioner or his designee asfound to .)e rendering and which continues to render full service on a sevenday a .veek basis which deter m ination shall be made after taking intoconsideration such factors as the routine availability of operating roomservices, diagnostic services and consultants, laboratory services,radiological services, pharmacy services, staff patterns consistent with fullservices and such other factors as the commissioner or his designee deemsnecessary and appropriate.

Inpatient care, services and supplies in a general hospital shall not includec are, services and supplies furnished to patients for certain uncomplicatedprocedures which may be performed on an outpatient basis in accordancewith regulations of the commissioner of health, Jnless the person or bodydesignated by such commissioner determines that the medical condition ofthe individual patient -equires that the procedure be performed on aninpatient bans.
4ir:1l necoss-Ity are not applicable to EPSDT recipientsi

	

r1-

	

and detrrm.ined that we are.itc

	

^ci 3:^o rte-. <<wec irzc^ _ _

	

,^al iaace with EPSDT requirements

	

l

	

Approval Data- f%

	

-•. ,

	

EfT a?i,'1' ' D ate

	

IC'M

	

Supersede 1 ii

	

°



New York

Attachment 3.1-A
Supplement

-Page--2-__

4a. Prior approval is required for all out-of-state placements at
Specialized Care Facilities for difficult to place individuals or High level
Care facilities for the head injured.

Medicaid payments shall not be authorized for nursing facilities which are
not certified or have not applied for certification to participate in
Medicare.

Care days in nursing facilities is reimbursed for Medicaid patients-
requiring and receiving medically necessary lower level of care services.
Medical Assistance is provided until such time as the appropriate level of
care becomes available.

5. Prior approval is required for certain procedures which may be
considered cosmetic or experimental. Physicians are informed of the
specific prior approval requirements in the MMIS Physician Provider Manual.

6. Care and services will be provided only if they are in accordance
with regulations of the Department of Health.

6a. Medicaid does not cover routine hygienic care of the feet in the
absence of pathology.

Fee

	

for service podiatry payments will only be made for services
provided to Medicaid eligibles under. twenty-one years of age under the EPSDT
program and only by written referral from a physician,

	

physician's
assistant, nurse practitioner or certified nurse midwife.

Nursing facilities, Intermediate Care Facilities for the Developmentally
Disabled (ICF/DD's), and Article 28 or Article 31 inpatient facilities and
certified clinics which include foot care services in the rate established
for medical care for Medicaid recipients will continue to receive payments
for these services through their rates.

	

Additionally, Medicaid will
continue to pay for medically necessary items and supplies (e.g.,
prescriptions drugs) for all recipients when.ordered by a private practicing
podiatrist.

In the office setting, a podiatrist may only provide a limited number of
clinical laboratory tests. Podiatrists are informed of the specific
clinical laboratory tests they may perform, in their office setting, in the
MIS Podiatrists Manual.

	

A podiatrist may only provide radiological
services which are within the scope of podiatric practice. Amputation and
bunion surgery may be performed by a podiatrist in a hospital setting.

C`h ^;•

	

, ^-L ^' DEC 1 4 1993

Jul 1 - 1993
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State/Territory:

(BPD)

New York

ATTACHMENT 3.1-A
Page 1
OMB No.: 0930-

MOUNT, DURATION, AND SCOPE OF MEDICALAND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY
1.

	

Inpatient hospital services other than those provided in an.institution for mental diseases.

Provided: L/No limitations Lx/ with limitations-

2.a.

	

Outpatient hospital services.

Provided: LINO limitations'

	

17 With limitations-

b. Rural health clinic services and other ambulatory ®ervices furnishedby a rural health clinic.

L_v_/ Provided: L/ No limitations

	

1X/With limitations*

L_=/ Not provided.

c. Federally qualified health center (FQHC) services and otherambulatory services that are covered under the plan and furnished byan FQHC in accordance with section 4231 of the State Medicaid Manual(HCFA - Pub. 45-4).

Provided: L_/ No limitations

	

L/With limitations*

d. Ambulatory services offered by a health center receiving funds undersection 329, 330, or 340 of the Public Health Service Act to a pregnantwoman or individual under 10 years of age.

L1C/ Provided:

	

No limitations L/With limitations*

3.

	

Other laboratory and x-ray services.

Provided:

	

i No l imitations

	

L /With limitations*

*Description provided on attachment.

TN 1W. _L
Supersede pproval Date.
TN No.

	

j
Effective Date

HCFA ID: 7986E
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MAY 1993
ATTACH NT 3.1-A
Page 2
OMB NO:

(M5)

State /Territory: New York

AMOUNT, DURATION, AND SCOPE OF MED1 CAL
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE- CATEGORICALLY 'NEEDY

4.a.

	

Nursing facility services (other than services in an institution formental diseases) . for individuals 21 years of age or older.

Provided:

	

No limitations x With limitations*

4.b.

	

Early and periodic screening, diagnostic and treatment services forindividuals under 21 years of age, and treatment of conditions found.*

4.c.

	

Family planning services and supplies for individuals of child-bearingage.

Provided:

	

x No limitations

	

With limitations*

	

5.a.

	

Physicians' services whether furnished in the office, the patient'shome, a hospital, a nursing facility or, elsewhere,

Provided:

	

No limitations x With limitations*

	

b.

	

Medical and surgical services furnished by a dentist (in accordancewith section 1905(a)(5)(B) of the Act).

Provided:

	

No limitations	With limitations*

6.

	

Medical care and any other type of remedial care rogniz underState law, furnished by licens ed practitioners within the scope oftheir practice as defined by State law.

	

a.

	

Podiatrists' services.

Provided:

	

No limitations X With limitations*

*4(b) limited to federal requirements under 1905 (a) per section
1905(r) per PM 90-2.

* Description provided on attachment.

TN No. W '

	

APR 1Supersedes	Approval Date SEP 1t

	

Effective DateTN No. ql-
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List of Available Organ Transplant

-heart -bone

	

-heart/lures-kidney

	

-skin

	

-bone marrow-liver

	

-cornea

®y^

	

( J

	

_'E am-g- L'a._.jv. ..

	

d•__..__

	

"'_
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(BPD).
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AT:°AC riEN:' 2 .. -A
Page 3

OMB No.: 3938-

State/Territory:

	

New York

AMOUNT, DURATION, AND SCOPE OF MEDICALAND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

b. Optometrists' services.

(_.N./ Provided: `_/ No limitations

	

/!with lim.tat.onse

L/ Not provided.

c. Chiropractors' services. (5

	

e

! Provided: L.-/ No limitations

	

47With limitations-

,L_/ Not provided.

d. Other practitioners' services.

L_.,X/ Provided:

	

Identified on attached sheet with description oflimitations, if any.

L,/ Not provided.

7. Home health services.

a. Intermittent or part-time nursing services provided by a home healthagency or by a registered nurse when no home health agency exists in :::earea.

Provided:

	

/No limitations..

	

is/with limitations-

b. Home health aide services provided by a home health agency.

Provided:

	

/No limitations

	

!with limitations-

c. Medical supplies, equipment, and appliances suitable for use in thehome.

Provided: L,/No limitations

	

with limitationse

-DescrJ.ption provided on attachment.
U

TN NO"'

	

_ "'
1 6 '

	

Effective Date JAN 1 - 1Supersedes

	

Approval Date OMAY
TN No.

	

-

HCFA ID: 7986E



Rev:s.cn: MCFA-PM-y.-.

	

3?C

	

A AC'?MEN:' .. .-A
?aye 3a
:M8 No..

	

.^938-

State /7err.tcr-j: New York

A,MCC.NT,

	

ANC S:C?E :F ME:::A:.
ANC REME::AL :ARE AND SERV::ES ?RCV::E: '"C 7 H E :A°.E;.CR::A:-:,Y 'EECY

?Pysica. therapy, occupatecnai therapy, or speech patno.ogy and
audio.ogy serv.re prov .zed by a home hoa.tn agency or :ned:ca.
renao :__tat:on facility.

?rov.ded: 0 No .imitations

	

-,--With .imitations,

Not provided.

Private ;uty nursing 5er,,iceq.

?rov.ded:

	

No imitations 7With i imitat,ions•

Not provided.

-Description provided on attachment.

:'N NW +

	

W__W

Supers

	

Approval Cate

7N No.

:: fect.ve Date OCT 1 199 1

MCFA :C: '98SE

A
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Pate

C

	

go.: 0935-0
AMOUYT, D 2Z0

	

SCOPE O MEDICALI CARE AIM S YIC 3 PROVIDED . e

	

T11GORI

	

y tDy9. Clinic services.

4.1./ Provided'. ' ° Yo limitations

	

v with lizitationse
got provided .

10. Dental services.

LL/ Provided:

	

/ No limitations With limi tations*/ / Not provided.

11. Physical therapy and related services.
. Physical therapy.

LL/ Provided: / No 1Lmitations

	

/ x/ with limitations*/ Not provided.

b. Occupational therapy..

/:t / Provided: /-.' No limitations

	

With limitationsO// Not provided.

c. Services for individuals with speech, hearing. and language disorders
(provided by or under the supervision of a sp eech pathologist or
audiologist).

/ / Provided: J No 1iaitations

	

/x/ With li:aitations9t/,/ Not Provided.

'Deecri;tion pcovided on attachitent.

FAT 1905

Supersedes
TV No.

	

'3C7
Approval Date DEC 3 1991

	

tffective Date JUL u

HC?A %D: CO69P/CCC2

m7
-U &I,, qj
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ATTACAXMM 3.1®
Page

00.: 0934-019:
LTION AND SCOF9 Of

	

t
ICES PROVIDED TO THIR CATMU

Y

	

Y
cribed drugs , dent e® and prosthetic devices; and eyegl asses

	

proscribed by a physics Skilled, in diseases of the eye or byt

	

trier.

Y 1 985

am=

a. Prescribed drugs.

! X! Provided :

L_/ not provided .

®limitations

	

/X' With 1 tation a

b. Dentures.

/ X/ Provid : / / No l imitations /W with l imi tations*
/-/ of provided.

c. Prosthetic devices.

X! provided:

	

Be limitations

	

1W. WLtW1Lkbit&tL
Not provided.

d. Lyezlasses.

/ X/ Provided: / _/ go limitations L With imitation:,
/ / Not provided.

13.

	

Other diagnostic. sc reening, preventive. and rehabilitative gervices.i.e.. other than those provided elsewhere in the pl an .

a. Diagnostic services.

!

	

Provided: L/ go liMitations

B Not provided.

aDescription provided on attachment.

/77 With 1ieaitationse

TV V0.0-1
Supersedes

Vo. $5-33,
Approval Date Effective Date

SEP 1 - 1993

M CFA ID: 0869p/008



x®v.sa®"e n^ra® ®sS^l

	

is C)
Y lga s ATTACIOCUT S.1®

F ace

90.: 0938-4193
TICE AND SCOPS 0

s VIC U PROVIOU To

b. Sa services.

.Lx/ Provided:

	

ffa l imi tations ® w Vi

	

1 t*tiono^
/ / got provided .

C. Preventive s

	

ieas.

Provided: L_1 No l imi tations /X/ Vi

	

1 tationse
Not provided.

4

d. Rehabilitative services.

L j/ Provided: .;-,. so limitations

Not provided.

1e• services for individuals ate dS or older in institutions for afttaldiseases.

a. Inpatient hospital services.

	

/ X/ Provided: L No limitations

	

//I Wit% 2 tationse
/ / lot provided.

b. Skilled nursing facility services.

	

/ / Provided: (./ o limitations

	

// / Vit2z 1 tationse
/ X / lot provided .

c. Intermediate a

	

facility services.

L-1 t id s

	

! No li ttations

	

L! Wit% lisitstionse

Net provided.

$ seription provided on attachment.

go Do ins
Approval at

SEP1-1993supersedes 74 UU.--1Q- .. -FfTecVve a

iff vita 1 tationse
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ATTACHMT 3.1®A
page 7

OMB •: 0938-0193

DURATION

	

SCOPE OP ICAL
S VIC PROVID

	

CAT
0

ROM

15.a. Intermediate care facility services (other than such services in

	

institution for mental diseases) for

	

persons determined, in accordance
with section 1902(a)(31)(A) of the Act, to

	

in need of such'-care .

	

/ X/ Provided: /X/ No limitations

	

With limitations*

/ Y Not provided.

b. Including such services in a public instititution (or distinct part
thereof) for the mentally retarded or persons with related conditions.

	

L _X1 Provided: L1 No limitations

	

L_1 With limitations*

/ / Not provided.

16. Inpatient psychiatric facility services for individuals under 22 years
of age.

	

L _X/ Provided: ' No limitations

	

L-1 With limitations*

/_/ Not provided.

17. Nurse-midwif e services.

/_.X/ Provided:

	

No limitations

	

/ / With limitations*

/ / Not provided.

I8.-., Hospice care (in accordance with section 1905( o) of the Act).

	

/X / Provided: / / No limitations

	

/ 4 With limitations*

/ / Not provided.

*Description provided on attachment.

	

Approval Date SEP 1

	

1 1990

	

Effective Date0 1

	

OCT 1986

HCFA ID: 0069P/0002P

No.

Supersedes

No. s-3c
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(MB)

	

ATTACHMENT 3.1-ASEPTEMBER 1994

	

Page $

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

state/Territory:-

	

New York

AMOUNT, DURATION, AND SCOPE OF MEDICALAND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

19. case management services and Tuberculosis related services

a. Case management services as defined in, and to the group specified in,Supplement 1 to ATTACHMENT 3.1-A (in accordance with section 1905(a)(19)or section 1915(g) of the Act).

X Provided:

	

X With limitations

Not provided.

b. Special tuberculosis (TB) related services under section 1902(z)(2)(F), ofthe Act.

X Provided:

	

X With limitations*

Not provided.

20. Extended services for pregnant women

a. Pregnancy-related and postpartum services for a 60-day period after thepregnancy ends and any remaining days in the month in which the 60th dayfalls.

X Additional coverage ++

b. Services for any other medical conditions that may complicatepregnancy.

X Additional coverage ++

++ Attached is a description of increases in covered services beyondlimitations for all groups described in this attachment and/or anyadditional services provided to pregnant women only.

*Description provided on attac hment.

A
TN N

	

JAN 1 - 1994Supersedes

	

Approval Date NO V

	

1 4

	

Effective DatTN No.

	

q l -, L}.
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Attachment 3.1-A
AUGUST 1991 Page 8a

OMB No., 0938-

State/Territory:

	

NEW YORK

AMOUNT, DURATION, AND SCOPE OF MEDICAL
AND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

21. Ambulatory prenatal care for pregnant women furnished during a
Presumptive eligibility period by a qualified provided (in
accordance with section 1920 of the Act).

Provided: No limitations

	

0 With limitations *0 0
0 Not provided

22. Respiratory care services (in accordance with section 1902 (e)(9)(A)
Through (C) of the Act. *

[J Provided:

	

DNo limitations

	

0 With limitations *

0 Not provided

23. Pediatric or family nurse practitioners' services. [**]

0 Provided: qx No limitations

	

0 With limitations *

*

	

State statute does not recognize service, but it is available to
EPSDT population through the clinic and home health benefit.

[** New York State covers all nurse practitioner specialties
Recognized under State Law.]

* Description provided on attachment.

TN#:

	

#09.53

	

Approval Date:

	

NPR 0 S

Supersedes TN#:

	

91-75

	

Effective Date:

	

4®V



Revlsioh:

	

FA.P -01-01-02
June 2001

Attachment 3.1
Page E
O

	

No.: 0938
State/Territory:

	

N York

AMOUNT, DU RATION, AND SCOPE OF MEDICAL AND
REMED IAL CARE AN D SERVICE PROVIDIED TO THE CATEGORICALLY NEEDY

24. Any other medical care and any other type of remedial care rognized under
State law, specified by the Secretary.

a. Transportation.

	

® Provided:

	

q No limitations

	

® With limitations'

q Not provided .

'b. Services provided in Religious Nonmedical Health Care Institutions.

	

q Provided:

	

q No limitations

	

q With limitations'

® Not provided.

c. Reserved
4)

d. Nursing facility services for patients under 21 years of age.

	

Provided:

	

q No limitations

	

With limitations'

I

	

i q Not provided

Emergency hospital services.

	

® Provided:

	

q No limitations

	

® With limitations'

q Not provided.

f. Personal care services in recipient's home, prescribed in accordance with a
plan of treatment and provided by a qualified person under supervision of a
registered nurse .

	

Provided:

	

q No limitations

	

S1 With limitations'

q Not provided.

'Description provided on attachment

'e

TN No.

Supercedes
TN. No.

Approval Date FEB 0 8 20* Effective Date JAN 0 1 2MZ

*24e. For emergency outpatient services threshold limits for clinic services apply.

'24 b. This service is not provided to the EPSDT population as they are not considered
part of the healing arts and therefore not recognized by State law.
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Attachment 3.1-A
..

	

......................
December 1994

-
Page

State: New York

AMOUNT, DURATION, AND SCOPE OF MEDICAL AND REMEDIAL

CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY

25. Home and Community Care for Functionally Disabled Elderly Individuals, as

defined, described and limited in Supplement 2- to Attachment 3.1-A, and

Appendices A-G to Supplement 2 to Attachment 3.1-A.

Provided

	

X Not provided

26. Personal care services furnished to an individual who is not an inpatient or

resident of a hospital, nursing facility, intermediate care facility for the mentally

retarded or institution for mental disease that are (A) authorized for the individual

by a physician in accordance with a plan of treatment, (B) provided by an

individual who is qualified to provide such services and who is not a member of

the individual's family, and (C) furnished in a home.

X Provided: - State Approved (Not Physician) Service Plan Allowed

X Services Outside the Home Also Allowed

X Limitations Described on Attachment

. Not Provided

27. Primary Care Case Management

X Provided

	

Not Provided

TN NO. 00-43

	

Approval Date

	

Effective Date 'F 0 1 2ffig

Supercedes
TN

MAR 2.8 2001

Supersedes TN 94di Effective Day e
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State of New York

Attachment 3.1-A
Page 11

Amount, Duration and Scope of Medical and Remedial Care Services Provided To the

Categorically Needy

28.

		

Program of All-Inclusive Care for the Elderly (PACE) services, as described in

. Supplement 3 to Attachment 3.1-A.

_X_ Election of PACE: By virtue of this submittal, the State elects PACE as an

optional State Plan service.

No election of PACE: By virtue of this submittal, the State elects to not add
PACE as an optional State Plan service.

TN No.:
028=U 1

SEP 0 3 1QD2Supersedes

	

Approval Date

	

Effective Date JAI 0 1 2W

TN NO.:



Revision: HC?A-P 6-20 (R C)
SEPTEMBER 1986

New York
State/Territory:

6 30
A

	

3.1-
page 1

No. 0938-0193

	AMOUNT, DURATION

	

SCOPE OF SERVICES PROVIDED
MEDICALLY NEEDY GROUP(S):

	

The following bulatory services

	

provided .

*Description provided on attachment.

Approval Date SEP 1 1 1990

	

Effective Date 0 1 OCT 1981

HCFA ID: 0160P/0102)

No. x-30
Supersedes

No. $1-9



Rev,s!on: HCFA-pM-9:-.

	

BPD)

	

A ;'®TACHME T 3.:-8.991

	

Page 2
0HB No. 0938 -

State /Territory:

	

New York

AMOUNT, DURATION, AND SCOPE OF !EDICALAND REMEDIAL CARE AND SERVICES PROVIDED TO THE CATEGORICALLY NEEDY
1.

	

Inpatient hospital services other than those providdbd in aninstitution for mental diseases.

Provided:

	

L,/No limitations

	

L-'^/ With limitation®

	2.a.

	

Outpatient hospital services.

Provided: L,/Ho limitations

	

L/ with limitations -

b.

	

Rural health clinic services and other ambulatory services -furnishby a rural health clinic.

Lx/ Provided: L/ No limitations

	

LN/With li t do e
/ Hot provided .

c.

	

Federally qualified health center (FQHC) services anC1 otheraAbulatory services that are covered under the plan nd furnish byan FQHC in accordance with section 4231 of the State Medicaid

	

ual(HCFA - Pub. 45-4).

LZ/ Provid :

	

No limi tations

	

(/With li tsations-
d.

	

Ambulatory services offered by a health center receiving funds undersection 329, 330, or 340 of the Public Health Service Act to a pregnantwoman or individual under 18 years of age.
/ x/ Provided: L/ No limitations L. /with li tatio a e

3. Other laboratory and X-ray services.

(, Provided: L/ No limitations Lt/With liaitati once

4.a.Nursinq facility services (other than services in an ins titution forntal diseases) for individuals 21 years of age or old r.a
(Z/Prov sad: L/No limitations L'With limitations e

b.Early and periodic screening, diagnostic and trea tment services forindividuals under 21 years of age, and trea tment of concditiono found.L_x/ Provid : (/ No limitations

	

z3Vith lia tta t:ions®
Not provided.

e.F ily planning services and supplies for individuals ofchildbearing age.

Provided: LINO limitations L/With limitations*
*4(b) limited to federal requirements under 1905(a) per section 1905(r)per Ill 90-2.

-Description provided on attachment.

.°Q.^i a-^
TN No
Supersedes

	Approval Date
TN No.

OC TEffective Data

HCFA :2: 7986E



Revision: HCFA-PM-93 - 5

	

(MB)

	

ATTAC'r NT 3.1-3
'SAY 1993

	

Page 2a
OMB NO:

State /Territory: New York

AMOUNT, DURATION AND SCOPE OF SERVICES PROVIDED MEDICALLY NEEDY
GROUP (s):

5.a.

	

Physicians' services, whether furnished in the office, thepatient' s home, a hospital, a nursing facility, or
elsewhere.

Provideda

	

No limitations X With limitations*

b.

	

Medical and surgical services furnished by a dentist (in
accordance with section 1905(a)(5)(8) of the Act).

Provided:

	

No limitations X With limitations:

*Description Provided on attachment.

5EP 1 4 M Eff i e Date

	

TN No. a/ v
Supersedes
TN No. 7.5

Approval Date



Attache-ent 3.13 page 20
'

List of Available or---A- Z`tan_snlants - -edical1

	

.^eed•;

-heart

	

-bone -heart/lung
-kidney

	

-skin

	

-bone marrow
-liver

	

rnea

T

	

., ;,

	

FEB 1 a -992
p p rv

	

_.L, -.,_

t'

	

f

	

JUL D 1 199!
S up r s	1 !.

	

-

	

E. r i . r

	

V^



A..d^

	

3.J-aP140 3
jC

	

Ve . V 7 r^ ^y . SState / Torr:zry-

AXOM.

	

?SCE AND SCP of y3:= PROV%VICAL:.Y 12227 G

	

(S) :

e •

	

xediesl c

	

and any atger true of r edisi care reczcn ized .;;.

	

S:ats
:a.:. !misled by licensed Praetitian® vat°xe t O scopepractice

	

def Li

	

b y State law.
a. Podiatrists' Services

	

Provided:

	

to 1 •tataane

	

With ll:.:ae._-s^
b. Optometrists' Services

®/ Provided : // / so Imitations x / With I itati:ns°c. C.4ir"rsetarl, Servic es awor
a44

	

al PrZovid :

	

ga 1wtations with I '.s::stiense4. other Prsctitione ' Services

	

Provided:

	

®1 tations

	

With iL itationse7 .

	

X

	

to Services

a. Intermittent or Part-time nursing service provided by a basso heai:.%%
salty or by a rogisterV4

	a

When no how Aeatth agency exists .%
the arse.

L

	

Provided:

	

/ 'A I tatio

	

Xr With 1 tstions°
b. Mass A®alta aide servicea provided by a bome health ag cy.

	

i tati

	

X/ With ILILi tationse
e. 90411441 Supplies, STApeast. aid appliances

	t le for use in ta®
ham .

II Unitatlefts L♦ With 1 tstions°
t. ft"ical t e y. Occupati onal

	

. or Vp"ch patho logy andof

	

services provi

	

by a ham heal th agency or

	

cadilltati

	

! ili;y.

,mil Provided:

	

liaLtations j./ With 1 tstions°

*Dose riptfsa 'provided on ate

	

t.
e

U.A
TZ so.,
Superved"

so.
MAY 1619£ ravel to teetiv

e'aatoJ - 1 - 1994

KaJL gn:.ol&ot/oioZA



;IRevision: MCFA -PS-86-Z0
SCPIIPIDGU 1916

New YorkState/?erritot7:

TIO

	

D SCOPE Of S VIZ PROVID90
I y n9by GROUP(S):

Private duty nurs ing services.

% Provid :

	

o i tations r / With liaitationse

Ii A 6 NC

	

. 3. a -
Page 4

O

	

No. 093B

^.

	

Clinic services.

Provid : ® 1 Cations /®/ - With limi tatlonse

	

10.

	

Dental services.

L -V Provi ded:

	

// /

	

o 2 tatio /A/ With i

	

tationse

	

11.

	

Physical therapy and related services.

a. Physical the y.

%.y provi ded:	;

	

l

	

tations

	

with 1

	

tationse

b. Occupational the y.

/ f Provi : / No 1 tations "// With 1 tationae

c. Services for individuals with speech. hearing, and language disorders
provided by or tender

	

ervision of a grpooch pathologist or audiologi

/ •Y Provi

	

: /f no 1 tations /X/ With 1

	

tationse

	

12.

	

Proscribed drugs, dentures, and prosthetic devices; and eyeglasses
proscribed by a physician skill in diseases of the eye or by an
optometrist.

a. Prescribed drugs.

/ Provided:

	

ho 1

	

tations

	

with 1iaitationse

b. Den tures.

43 Provid :

	

//

	

o 1 tations L37 with liiitationse

e seription provided an attac

Supersedes

	

"O
ma.

	

fo- O
Approval Date DEC

	

;1 Effective Date JUL

MC!A ID: O16OP/01!



Revision: HCPA - PR®66 ® 20

	

(9ERC)
g

	

1986
Aa AC .

	

3.1-g
Page 5
O. No. 0938®0193

State/Territory:

	

\VV YtRK

ANO . DURATION AMD SCOPS OP S YICES PROVIDED
M!DrCALCY HUDY GROUP(S):

c. Prosthetic devices.

/1/ Provided:

	

No limitations

	

/X/ With limitationsa

d. Eyeglasses.

/X/ Provided:

	

/ / No limitations

	

/X/

	

With limitationse

13.

	

Other diagnostic. screening, preventive, and rehabilitative services,
i.e.. other than those provided elsewhere in this pl an .

a. Diagnostic services.

/'V Provided:

	

!'/ No limitations

	

-With I

	

tationse

b. Screening services.

Provided:

	

I

	

No limitations

	

/ X1

	

With liaitationse

c. Preventive services.

'V Provided: / I

	

No limitations

	

/X/

	

With limi tations*

d. Rehabilitative services.

	

Provided: No limitations

	

With l

	

tationse

14.

		

Services for individuals age 65 or older in institutions for mental
diseases.

a. Inpatient hospital services.

j I Provided: L/ so limitations I I with 1 tationsa

b. Skilled nursing facility services.

	

_// Provid : / / No limitations

	

With
*Description provided on attachment.

93-49

	

'1
S`CP 1_ 183

Supersedes TN
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t

	

-

l

	

tationse



New York

Revision: N A® -8t-20 (E
S

	

1986

State/Territory:

86 3
A A

	

3.1®
Page 6
0 No. 0938-0193

MUST,

	

TIA

	

SCOPE OF S2MCZS PROVIDEDIC T NZEDY GROUP (S) :

e. Intermediate care facility services.

/ / Provid : / / No limitations / / With limitations*

15. a. Intermediate c are facility-services (other th an such services in aninstitution for mental di seases) for persons determined in accordancewith section 1902(a)(31)(a) of the Act, to be in ne ed of such ewe .
/ Y Provided: /X/ No limitations L-1 With limitations*

b. Including such services in a public institution (or distinct part -thereof) for the mentally retarded or persons with related conditions.
a/ Provided: L/ No limitations / I With limitations*

16. Inpatient psychiatric facility services for individuals under 22 yearsof age.

// Provided: L No limitations With limitations*

17. Nurse-midwife services.

LX/ Provided: L-9 No limitations L-1 With limitations*

18. Hospice care (in accordance- with section 1905(o) of the Act).

7 P 7rovid :

	

No limitations

	

With limitations*

*Description provided on attachment.

TN No.
U -3a

	

SEP i 1 1990

	

0 1 OCT 1966Supersedes

	

Approval Date

	

Effective DateTN go. ___ _

NC?A ID: 0140P/010
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(MB)

	

ATTACHMENT 3.1-5-SEPTEMBER 1994

	

Page 7

State/Territory:

	

New York

AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDEDMEDICALLY NEEDY GROUP(S):

19. Case management services and Tuberculosis related services

a. Case management services as defin ed in, and to the group specified in,Supplement 1 to ATTACHMENT 3.1-A (in accordance with section 1905(a)(19)or section 1915(g) of the Act).

	

X Provided:

	

X With limitations*

Not provided.

b. Special tuberculosis (TS) related services under section 1902(z)(2)(F) ofthe Act.

X Provided:

	

X with limitations-

Not provided.

20. Extended services for pregnant women.

a. Pregnancy-related and postpartum services for a 60-day period after thepregnancy ends and for any rema ining days in the month in which the 60thday falls.

	

+

	

++

X Provided:

	

Additional coverage

b. Services for any other medical conditions that maycomplicate pregnancy.

X Provided:

	

- Additional coverage

	

Not provided.
21. Certified pediatric or family nurse, practitioners' services.

X Provided:

	

No limitations

	

With limitations*

Not provided.

+ Attached is a list of major categories of services (e.g., inpatienthospital, physician, etc.) and limitations on them, if any, that areavailable as pregnancy-related services or services for any other medicalcondition that may complicate pregnancy.

Attached is a description of increases in covered services. beyondlimitations for all groups described in this attachment and/or anyadditional services provided to pregnant women only.

*Description provided on attachment.

TN No .
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Superse e`-

	

Approval Date

	

Effective DateTN No.
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Attachment 3A411

June 2001

	

Pege 0
OME No.: 0938

Statw7orrttory:

	

-Now York,

OUNT, DURATION, AND SCOPE OF SERVICES PROViDIED

MEDICALLY NEEDY GROUP(S):

'22. Respiratory care servi ces On accordance with section 1902(e)(0)(A) through (C) of the Act.)

q Prov ided:

	

q No limitations

	

q With limitations'

Not provided.

3. Any other medical care and any other type of remedial care recognized under State l aw, specified

V the Secretary.

a. Transportation.

Provided:

	

q No limitations

	

( 1 With limitations'

q Not provided.

^. Emergency hospital services .

® Provided:

	

q No limitations

	

With limitations'

q Not provided.

f. Personal care services in recipient's home, prescribed in accordance with a plan of treatment

and provided by a qualified person under supervision of a registered nurse.

® Provided:

	

q No limitations

	

91 With limitations'

q Not provided .
'Description provided on attachment

TN No.

	

.L %R

	

jo 0 1

Supercedes

	

Approval Date

	

0 8 ?

	

Effective Date

TN. No.

	

- 3

'22. Umitations on Respiratory Care-Services may be rendered to EPST population and that servi ce is

furnished through the clinic and home benefits to this population.

'23. For emergency outpatient services, utilization threshold clinic limitations apply.

b. Services provided in Religious Nonmedical Health Care Institutions.

q Provided:

	

q No limitations

	

0 With limitations-

Not provided.

c. Reserved

Nursing facility services for patients under 21 years of age.

Q• Provided:

	

q No limitations

	

With limitations-

C1 Not provided.
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State: New York

	

AMOUNT, DURATION, AND SCOPE OF SERVICES PROVIDED TO
MEDICALLY NEEDY GROUP(S)

24. Home and Community Care for Functionally Disabled Elderly Individuals, asdefined, described and limited in Supplement 2 to Attachment 3.1-A, and
Appendices A-G to Supplement 2 to Attachment 3.1-A.

Provided

	

X Not provided

25. Personal care services furnished to an individual who is not an inpatient orresident of a hospital, nursing facility, intermediate care facility for the mentallyretarded or institution for mental disease that are (A) authorized for the individualby a physician.in accordance with a plan of treatment, (B) provided by an
individual who is qualified to provide such services and who is not a member ofthe individual's family, and (C) furnished in a home.

X Provided:

	

_ State Approved (Not Physician) Service Plan Allowed

X Services Outside the Home Also Allowed

X Limitations Described on Attachment

Not Provided

26. Primary Care Case Management

X Provided

	

Not Provided

TN NO. 00-43
Supercedes
TN

Approval Date

	

Effective Date

	

1

28
STN

	

r c a 1 ?late 1,1

Supersedes TN

	

EffecLIi ve Date
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State of New York

Attachment 3.1-B
Page 10

Amount, Duration and Scope of Medical and Remedial Care Services Provided To the Medically
Needy

27.

	

Program of All-Inclusive Care for the Elderly (PACE) services, as described in
Supplement 3 to Attachment 3.1-A.

_X_ Election of PACE: By virtue of this submittal, the State elects PACE as an
optional State Plan service.

No election of PACE: By virtue of this submittal, the State elects to not add
PACE as an optional State Plan service.

TN No..

	

`"'

.Supersede

	

Approval DateSEP 0 3 2002

	

Effective Date JAN 0 1 202
TN NO.:
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NEW YORK STATE - LE XIX STATE PLAN
AMOUNT DURATION AND SCOPE OP SERVICES PROVIDED TO MEDICALLY41EDY GROUP.Ss all

NOTE:

		

By prior approval, when indicated below, is meant that priorapproval/authorization of the local prof ional director and/or thelocal social services commissioner is required for that service...............................1. Inpatient -care, services and supplies in a general hospital shall, in the caseof a person admitted to such a facility on a Friday or Saturday, be deemedto include only those inpatient days beginning with and following theSunday after such date of admission, unless such care, services and supplies_

	

are furnished for an actual medical emergency or pre-operative care forsurgery as provided in paragrapn (d) of subdivision five of section 366a ofthe Social Services Law, or are furnished because of the necessity ofemergency or urgent surgery for the alleviation of severe pain or thenecessity for immediate diagnosis or treatment of conditions whichthreaten disaoility or death if not promptly diagnosed or treated; provided,however, inpatient days of a general hospital admission b eginning on aFriday or a Saturday shall be included commencing with the day ofadmission in a general hospital w hich the commissioner, or his designee hasround to oe rendering and which continues to render. full service on a sevenday a meek basis which determination shall be made after taking intoconsideration such factors as the routine availability of operating roomservices, diagnostic services and consultants, laboratory services,radiological services, pharmacy services, staff patterns consistent with fullservices and such other factors as the commissioner or his designee deemsnecessary and appropriate.

:,patient care, services and supplies in a general hospital shall not includerare, services and supplies furnished to patients for certain uncomplicatedprocedures which may be performed on an -outpa-tient basis in accordancewith regulations of the commissioner of health, unless the person or body

	

designated by such commissioner determines that the nedical condition ofthe individual patient requires that the procedure be performed on aninpatient basis.

^ece it: are :i,:^t cool icable to £°SDT recipients

-ate Plan and reviewed it aid determined that we are
in

	

1 fiance with EPSDT requirements

-•
^•^.^..p

_ -___.^,pp"ci% t? I lJ:.^ T E'9 ^g X9923.fIq

Super .:i

	

^5- 1^

	

0 1 1991
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4a.

	

Prior approval is required for all out -of-state placements at

	

Specialized Care Facilities for difficult to place individuals or High level
Care facilities for the head injured.

Medicaid payments shall not be authorized for nursing facilities which are

not certified or have not applied for certification to participate in

Medicare.

Care days in nursing facilities is reimbursed for Medicaid patients
requiring and receiving medically necessary lower level of care services.
Medical Assistance is provided until such time as the appropriate level of

care becomes available.

5. Prior approval is required for certain procedures which may be

considered cosmetic or experimental. Physicians are informed of the
specific prior approval requirements in the MMIS Physician Provider Manual.

6. Care and services will be provided only if they are in accordance
with regulations of the Department of Health.

6a. Medicaid does not cover routine hygienic care of the feet in the

absence of pathology.

Fee for service podiatry payments will only be made for services

provided to Medicaid eligibles under twenty -one years of age under the EPSDT
program and only by written referral from a physician, physician's
assistant, nurse practitioner or certified nurse midwife.

Nursing facilities, Intermediate Care Facilities for the Developmentally

Disabled (ICF/DD's), and Article 28 or Article 31 inpatient facilities and
certified clinics which include foot care services in the rate established

for medical care for Medicaid recipients will continue to receive payments
for these services through their rates.

	

Additionally, Medicaid will

continue to pay for medically necessary items and supplies (e.g.,
prescriptions drugs) for all recipients when ordered by a private practicing

podiatrist.

In the office setting, a podiatrist may only provide a limited number of

clinical laboratory tests. Podiatrists are informed of the specific
clinical laboratory tests they may perform, in their office setting, in the
MMIS Podiatrists Manual.

	

A podiatrist may only provide radiological

services which are within the scope of podiatric practice. Amputation and

bunion surgery may be performed by a podiatrist in a hospital setting.

DEC 1 4 1991.
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Attachment 3.1-6
Supplement

Ali, Early and Periodic Savening, Diagnostic and T tmept services (E DT).

School Supportive Health Services and Pre-School Supportive Health Services

School Supportive Health Services (SSHS) and Pre-School Supportme Health Services (PSSHS)
are services rovid by or

	

school

	

a

	

school.Ske-don 4201	in the
State, or New York City to children with disabilities who attend public or State Education

Department approved schools or preschools, The services must be:

• medically necessary and included in a Medicaid covered cages in accordance with
1905(a), 1905(r)(5). 1903(c) of the Social Security Act:

• ordered or prescribed by a ph iys cian or other icensed practitioner acting within his or -
her scope of practice under New York State Law:

• included in the child's Individualized Education Proaran:jlEP,
• provided by qualified professionals under contract with or em lQoyed by a school district,

a Section 4201 school, a county in the State or the Cily of New York:
• furnished in accordance with all requirements of the State Medicaid Program and other

pertinent state and federal laws and regulations, including those for provider

qualifications, cpm2gqr b ility of services, an the amount, duration and scope provisions

s
• included in the state's plan or available under Eady ^P riodic S reening. D apostic and

Treatment (EPSDT),, ervices.

009, th services covered

	

Prog ram forEffective

	

tem r 1. 2

	

-e
Medicaid eligible children under the age of 21 who are eligible for Ea

service&	al theMpy services,

	

h

	

services,therapy

	

al counseling.

skilled nursing services,psycho logicai evaluations, medical evaluations, medical specialist

evaluations, audiological evaluations, and special transportation within the limits of EPS T

serve A schoo l d istrict,

	

4201 school, a county In the State, and New York City mu

be enrolled as a Medicaid provider in order to bill Medicaid.

L Physical Therapy Services

Nfinition: Physical therapy services outfingd in this s ion of the State Plan ge available to
Medicaid eligible beneficia-des under 21 ygars of

	

who are eligible for Ealjy and Periodic
Screening,-Diagnostic and-Treatment (EPSDT,) services and for whom-services are--medically

necessary.

TN #09-61

	

Approval Date _,.

Supersedes TN New

	

Effective Date SEP 0 1 2009
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rvi : Physical Iberapy services provided by through: a school district:

	

ion 4201

school;

	

in !bg State or the i of New York, m

	

written order or prescription

from a physician. physician assistant, or nurse practitioner who is acting within the scone of his

or her practice under NYS law and must be provided to a child by or under direction of a

qualified physical therapist Physical therapy services must be included in the IEP as

recommended by the Committee on Preschool Spgcial Education (CPSE) or Committee on

ec"al Education

	

. These

	

de any nggessary s

	

i and Muipment uti lized

during the therapy session.

medically necessary

	

T services are h { care, d iagnostic

	

treatments

	

er

measu res a

	

or ameliorate h i l defects, en I Illnesses-, and other

disabilities.

Physical therapy services include but are not limited to;

identification of children with physical therapy needs:

Evaluation for the pu!pose fdetermining

	

nature,

	

and

	

of

	

n

	

r

physical theragy se^yices:

electricity, massagg, mobilization	c exeerdj^g with or without a i ive

P vi i n physical the[@py services for the u

	

12M venting alleviatincl

movement dysfunction and related functional problems:

Obtaining. interpreting, and Integrating information appropriate to program planning;

® Diagnosis and treatment of physical disability, injury or disease using physic ae l and

mechanical means, induding but not limited to, heat, cold, light, air, water, sound,

devices. and
® The performance and interpretation of tests andmeasurements to asslst

pathgMygboIggical,

	

ni al and

	

I

	

i defichts of human gKqgms

determine treatment and assist in diagnosis and prognosis.

Physical therapy services may be provided in an individual or group setting.

Providers: Services must be provided by:

® a New York State lficens-ed and registered physical therapist

	

ifi in accordance with

42 CFR 440.110(a) and with applicable ate and federal laws and regulabons, acdnq

within his or her scope of practice under New York State Law: or

certified physical ra ass istant "under the direction of" such a qualified licensed

an registered physical therapist acting within his or her scope of practice under New

York State Law.

TN #09-61

	

Approval Date

	

M

	

_
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"Under the direction of" means that, with respect to each Medicaid beneficiar r, the qualified

therapist:

sees the participant at the begi ni of and periodically during the course of .

treatment:

services throughout reatment

- is f^Mjl iar w' the treatMent n as recommended the referring h i i n or

other f icensed r 'tin of the heal ing

	

practicing under State law;

- has con nued involvement in the care provided, and reviews the need for continued

- assumes. professional re nsibili for the services provided under his or her

dire on and monitors the need for continued services;

- spends as much time as necessary direly supervising services to ensure

benefidanes are receiving

	

in a safe. an

	

i t manner In accordance

with accepter standards of practice:
r

	

at Individuals _wgrking under his or her irectio have contact information

	

i him or he r dfu^d contact-with the sul2erylsing

	

ra i as necessary

during the course of treatment; and
- keeps documentat on suopprbng, the supervision of services and ongoing

involvement in the treatment

Services may be rendered

	

setting in which the i 's IEP will

	

implementgd, including

but not lim ited

	

ice 28 faci lities,

	

rd of Cooperative

	

Services B E

programs, a ov

	

h l pr2grams, public schools, approved p iDte schools, Secbon

4201 s h I

	

too r t schoo ls, in private practitioner's offi

	

at home and or in

community based settings.

-Occupational Therapy: Services

Defin ition: OcCupAtiona l therapy.se r-Aces a outl ined in is e' of the State Plan are

ava ilable to Medicaid el igible beneficiaries. nd r 2

	

a of age, h a elig ible for Earl and

Periodic Screening, i n sti and Tr m t (EPSPI) services and fbr h m serv ices a re.

medically necessary.

Services- Occupational therapy services rov' d by or through: a school district: a Section

4201 school; a county in the State or the City of New York must have a written order or

prescrigtion from a h icia physician assistant r nurse ra iti n r who is acting within the

Approval Date
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Effective Date
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Attachment 3.1-B
Supplement

scope of his or her practice under New York State Law and must be provided to a child by or
under the direction of a qualified occupational therapist. Occupation la therapy services must be
included in the TEP as recommended by the Committee on Preschool Special Education (CPSE
or Committee on Special Education (CSE). These services include any necessary supplies and
equipment utilized during the therapy session.

Medically necessary EPSDT services are health care, diagnostic services, treatments, and other

measures necessary to correct or ameliorate physical defects, mental illnesses, and Other

disabilities

Occupational therapy services include but are not limited to:

• Identification of children with-occupational therapy need
• Evaluation for the purpose of determining the nature, extent and degree of the need for

occupational therapy services;
• Improving, developing or restoring functions impaired or lost through illness, injury, or

deprivation;
• Preventing through early intervention, initial or further impairment or loss of function;

and
• Planning and utilization of a program of activities to deyelo or r maintain adaptive skills

designed to achieve maximal physical and mental functioning of the student in daily life
tasks.

Occupational therapy services may be provided in an individual or group setting,

Providers. Services must be r vi ed by:

• a New York State licensed and registered occupational therapist qualified in accordance

	with 42 FR 440 110(b) and applicable state and federal laws and regulations acting
within his or her scope of practice under New York State Law: or

• a certified occupational therapy assistant (COTA) "under the direction of" such a
qualified licensed and registered occupational therapist within his or her scope of
practice under New York State Law.

"Under the direction of" means -that, with respect to each Medicaid beneficiary the qualified
therapist:

- sees the participant at the beginning of and periodically during the course of

treatment;

TN #09-61
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- is familiar with

	

treatment plan recommended

	

referring physician or
h licensed r' -tioner r of the healing

	

practicing n

	

law:
has continued- involvement in

	

carg provided, and reAews the need f continued
services throughout treatment:
assumes professional resod si ility for the services provided under his or her

direction and monitors the need for continued services:
- soends as much time as necessary directly supervising services to ensure

beneficiaries are r ceiving services in a .safe and efficient manner in accordance with

accepted standards office:
- ensures that indiyidualworking under his or her direction have contact information

	

to permit him or her direct contact with the supervising therapist as necessary

during the course of treatment and

	

- keeps documentation suooorring the supervision of services and ongoing
involvement in the treatment.

Services m be rend d in the set 'n s in which

	

child's EP will be 1mg1emented, including

but not limited to Article 28 facilities, Board of Coooerratiye Educe oral Services (BOCES)

r ram appayed preschoo l programs, public schoo ls,

	

ve prty-ate

	

I 4201
schools, state operated

	

I in rivat practitioner's pffices, at home and/or In comm i
based settings.

ices3 S eth Therapy Sery

Definiti

	

ch therapy services oudingd in this section of the State Plan are available

to Medicaid eligible beneficiaries under 21 years of a

	

e eligible for Early and Peri i

Screening, Diagnostic, and Treatment (EPSDM services.

	

for whom services are medically

necessary.

Se-rvb;gfi: Speech therapy

	

ovided by or through: school district: a Sectj on

	

1

cc hoof a county In the Stat -e or the City of New York must have a written order or prescription

from

	

h i i assistant,

	

r or a s

	

-

	

ua

	

i who

is acting within his or her

	

e under New York

	

must be provided

a child by or under the i n of a qualifled speech-language th therapy

services mu be included in the IEP as recommended by the Committee on Preschool Special

Education (CPSE) or Committee on Special Emotion (CSE).

Medically necessary EP DT services are health care, diagnostic services, treatmenj^ and other
measures to correct

	

ameliorate h sical defects. mental illness-es, and other disabilities.

Approval Date

	

2 6 2010

Supersedes TN New

	

Effective Date
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Speech therapy services include but are not limited to:

Identification of children with speeegh disorders:
O Diagnosis and appralsl of s cific speech disorders;

Referral for medical or other professional attention necessary for the habilitation of

speech disorders;
Provision of s

	

ch or language services for the habilitations or prevention of

communicative disorders,

Evaluation and application of principles, methods and procedures of measurement,

ureic ion diagnosis, testing, counseling, consultation, rehabilitation and instruction,

related to the development of disorders of speech, voice, and/or language, and

Preventing, ameliorating or modifying -speech disorder conditions in children and/or

groups of children.

Speech therapy services may be provided in an individuals group setting.

Providers: Services must be provided by:

licensed and registered speech-language pathologist gualified in accordance with

42CFR Section 440.110(c) and applliicable state and federal laws and regulations; acting

within his or her scope of practice under New York State law; or

a teacher certified to provide speech and language services, under the documented
A-dire n of such a qualified licensed and registered s ch lan ua

	

i t (ASH

Ceffified orequiva lent), 'n within his or her

	

r

	

e under New York to e

Law.

"Under the direction of means that, with respggL to each Medicaid nefi jp the qualified

therapist:

- sees the participant at the beginning of and periodically during the course of

treatment
- is familiar with

	

treatment plan recommended

	

the referringin physician or

other licensed practitioner of the heeling arts practicing under State law;

- has continued involvement in the care provided and reviews the need for continued

services throughout treatment;
- assumes professional responsibility for the services provided under his or her

direction and monitor the need for continued services

TN #09-61
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sggnds as much Ume as n

	

supgodsing services to ensure

	

t2gneficiaries a re-ceiving services in

	

f an efficient manner in cc

	

nce with

accepted standards of practice;
ensures that Individuals working under his or her direction have goncct information

to permit him or her direct contact with the supervising therapist as necessary

during the course of treatment; and
keeps documentation supporting the supervision of services and ongoing

involvement in the treatment.

Services may

	

in the s-eWng In which the ild's EP Will k i lem n d ' I 'n

but not llimited to Artidg 28 facil itles, Board

	

'v Educational

	

i

	

E5

programs, approved r

	

public schools, a

	

h is

	

ion

4201 schools, state or)emted schools, in Ovate r

	

i ner's offices, at home and/or in

community based settings.

4 Psyc ological, Counseling

Definitlen; P chol i l counseling services o in in i

	

' 6f the State Plan are

available to

	

icai

	

li g i

	

n fici rie under

	

of e who are elig ibl for Ea and

Periodic Screenihg. Dia s 'c a T tme EP D s-eryIM and for who services are

medically necessary.

Services: ftXhologfol counseling provided or through a school district; a Secton 4201

sch

	

in !he Ratg or the City of New

	

have referral from physician,

	

h sici assiagnt, or a nu

	

r who is 'n within

	

or her practice

under NYS law or an a

	

school official prother von

	

heal or social ageM and

mu t

	

provided a child 4y or under the dire n of a gualified practitioner,

	

ch I ical

counseling services mustbe included in the P recommended

	

Committee on

Preschool S ial Education

	

or Committee on eaal u

	

n

	

E

Medically necessary

	

DT rvi are bea lth re d IaqnQW-c services, treatMents and other

measures to correct or ameliorate h icai defects, men l illn

	

n other disabi l ities.

Psychological counseling services Include:

® treatment services using a v

	

f teghnigues to assist

	

ch ild in Ameliorating

behavioral and em^nal problems that are severe enough to require treatment.

Psychological counseling services may be provided in an individual or group setting

TN

Supersedes TN New

Approval Date

	

2 f 7010

Effective Date

	

EGA 0 1 2009



off IN "11,
Attachment 3.1-8
Supplement

Providers: ftcholgg igal counggling ervic must

	

r vided a gualified practitioner-,

Within his or her scope - of practice In accordance with

	

w and with the

qualification requirements of 42 CFR Section 440.60(a) and 440.50(a)(2) and with other

a lic ble state and federal laws or regulations. Psychological counse l ing servim may only be

r vid d by professional who5e crede!3tials r comparable

	

s

	

providers who are

able to pro side psychological counseling services in the community.

	

® a New York StaW licensed and

	

i t pgahlatdst ggalified. in accordance with

CFR

	

n jjQ .50(a)

	

pbeIi I

	

federal law regulations a'

within his or her scope of practice under New York Stat e Law;

0 a New r Staglicensed and registered Mholggist qualified i accordance With 4

CFR Section 440.60(a) and other applicable state and federal law or regulations, acting

within his or her scope of practice under New York State Law;
qualified in accordance 42 CFR

m a New York SUte licensed c linica l social worker (LCSW

Section 440 .6Q(a) and

	

er applicable M-te and federal law or regulations, cti

within his or her scope of pr ice under NYS law; or

	

42 F

	

n
®

	

licensed master social worker LM W

	

in acco

tate and federal i w or regulation

	

within his or
440.60(a) and other agplica-ble

her o

	

under N w York State Law,

	

supervision s h a

qualified licensed lint

	

i l worker, a qua lified licensed and

	

d psychologist,

or qualified licensed and registered

	

chi ist as described above.

Su ervision o the-clinical

	

ial work servi

	

id b

	

i

	

m

	

r

	

a w rk

	

ith

	

respect to each Medicaid beneficiary, shall consist of contact

	

een the

	

__d ma s* social

worker and supervisor during which:

- the

	

n

	

master socia l worker

	

ri

	

su
	s

or of the i

	

is and

treatment of each client;
- the licensed master social worker's uses are discussed;

- the

	

rsup-tryisor provides the licensed m astersocial worker with over-sight and

guidance in diagnosing and treating clients;

the

	

regular ly reviews and evaluate the professional work of the license

master social worker: and
- the	i provides t l

	

one hour r e or two hours every other week of .

in-person individual or group clinical supervision provided that at least two hours

per month shall be Individual clinical supervision.
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Services may be rendered in the setting in which the child's IEP will be Implemented, including

but not limited to Article 28 facilities Board of Cooperative Educational Services (BOCES)

programs, approved Preschool programs. public schools, approved Rrivate schools,

	

ion

4201 schools, state operated schools, in private practitioner's offices, at home and/or in

community based settings.

S. Skilled Nursing

Defin'

	

Skilled nursing services outlined in this section of theState Plan are available o

Medicaid ell le beneficiaries Under 21 rs of age, who r eligible for EaHy and Periodic

Screening, Diagnostic, and Treatment (EPSDT) services and for whom services are medically

necessary.

Services: Skilled nurs i ngservices r vided b or hro h: a h !

	

district;

	

Section 42 1

school; a -county in thState or the i of New York, must haye a written order or prescription

from a physician, physician assistant, or nurse practitioner acting within his or her scope of

practice under New York State law and must be grovided to chi ld b registered nurse acring

within his or her ggpe of Rractice Under New York State law, or

	

NYS licensed pradical

nurse actingwithin his or her scope of practice under New York state law "under the direction

of" a NYS licensed and regjsteLqd nurse licensed physician, dentist o r other licensed health

care provider, authorIzE
included in the IEP as recommended the Committee on Preschool Specia l Education CP E

or Committee on Special Education (CSE) when-there is s ecific need
	a m

ed ical

condition Qf the child.

Medically necessary EPSDT services are health care, is no 'c serve

	

n and othe

measures necessa to correct and ameliorate pbAical of

	

mental illnesses, and other

disabilities.

Skilled nursing services include the promotion of health, r v ntion of illness,

	

of the ill and

disabled eoole through the provision of services essential to the maintenance and restoration

of health. Skilled nursing services may Include:

e health assessments and evaluations:
® -medical treatments and procedures:

	

® administering and/or monitoring medication needed by the student during school hours;

and
® consultation with llcensgd hysicians. parents and staff regarding the effects of

medication.

-APR 262O1'
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Providers: Skilled nursing services must be provided by:

a New York State licensed registered nurse qualified in accordance with the
requirements at 42 CFR 440 .60(a) and other applicable state and federal law and
regulations, acting within his or her scope of r cice: or
a New rk S-targ l icensed gractical nurse qua lified In accordance with 42 CFR 440.60(a)

and other a pp licable

	

and federal law or regu lations, acting with in his or her scope
of practice "under the direction of a licensed registered nurse, a physician, dentist or

other licensed health care provider authorized under the Nurse Pra 'ce Act.

"Under the direction of" means that the licensed registered nurse, physician or other

licensed health care provider authorized under the Nurse Practice Act:

sees the participant at the bee inning of and periodically during the course of

treatment;
is familiar with the IMatment plan as recommended by the referring physician or

other licensed practitioner of the healing arts practicing under State law:

has continued involvement in the care provided, and reviews the need for continued

services throughout treatment;
assumes professional responsibility for the services provided under his or her

direction and monitor the need for continued serviices;
spends as much time as necessary directly supervising services to ensure

beneficiaries are receiving services in a safe and efficient manner in accordance with

accept d standards of pra 'ce;
ensures that individuals working under his or her direction have contact information

to ggrmit him rhr direct gQntact wi the

	

rvisin therapist necessaLy

during the course of rt,reatment: and
keeps documentation supporting the supervision of services and. ongoing

involvement in the treatment.

Services may be provided by:

m a New York State licensed and registered nurse: or
a New York State licensed practical nurse under the direction of a New York State

licensed and registered nurse, or licensed physician, dentist or other licensed health care

practitioner legally authorized under the Nurse Practice Act.

Services may be rendered in the setting in which the child's IEP will be implemented, including

but not limited to Article 28 facilities, Board of Cooperative Educational Services (BOCES)
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SEP 0 1 1

Supersedes TN New

	

Effective Date



	

Attachment 3.1-B
Supplement

programs, approved

	

( programs, public schools, approved private schools, Section

4201 schools, state.

	

ra

	

in private practitioner's

	

and/or in comm i

based settings.

I Psychological Evaluations

Definition: Psychological evaluations, outlined in this section of the State Plan are available to

Medicaid-eligible beneficiaries under 21 years of age, who are eligible for Early and Periodic

Screening. Diagnostic, and Treatment (EPSDM services and for whom services are medically

necessary.

P choi i I egluattons provided

	

or through

	

hl district:

	

n

	

school; a

au

	

in the State or thg City of New Y rk must have referral

	

physician, h

	

n

ass istant, or nurse practitioner acling within

	

or her scope of pmctice-

	

r New York State

la

	

an appropriate school official or other vo l untary

	

or socia l agency a must

provided

	

-child

	

qualified practitioner.

	

hol ical ew-luations mu

	

Included 'n-st be

the IEP as recommended by the Committee on Preschool Special Education (CPSE) or

Committee on Special Education

	

E. If psychological evaluatign is used

	

n

	

child's

health related needs

	

a of th IEP grocess, the evaluation is eligible for Medicaid coverage

once the evaluation is reflected in the child's IEP.

rvic ; Medically necessary EP D services r heal-th care, diagnostic

	

ices treatments

and other measures to correct or ameliorate physical deft

	

mental illnesses, and other

disabilities.

Psychological evaluations include but are not limited to:

• Administering psychological tests and other assessment procedures

Interpreting testing andassessment results. and
• Evaluati

	

Medicaid recipient for the purpose of determining the needs for specific

psychological, health or related services.

Providers: Psychological evaluations must be provided by a qualified provider who meets the

requirements of 42 CFR

	

or 42 FR Sec-dQn 0

	

other applicable state

and federal laws aad regulations. PVchological evaluation services

	

vide b a

professional wh

	

credentials are comparable to those of provider-s- who r able provide

psychological evaluation services In the community.
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® a New York State licensed and registered psychiatrist;, qualified in accordance with

	

42CFR Section 440.50(a) and other applicable state and federal law or regulations,

actingwithin his or her scope of. practice under NYS law; or

® a New York State licensed and registered psychologist, qualified In accordance With
42CFR Section 440.60(a) and other applicable state and federal law or regulations,
acting within his or her scope of practice under NYS law.

services may be rendered in the	n i n whICh The &Id's IEP wil l

	

implemented, including

but not limited to A iclle 2$ facilities, Board of Cooperative Educational Services (BOCES)

programs, approved preschool programs, public schools, a rpm oved private schools, Section

4201 schools state operated schools, in private practitioner's offices, and/or in communi

based settings.

Z Medical Evaluations

Definition: Medical evaluations Mined in this section of the state Plan are available to

Medicaid-eligible

	

fl iaries under 21 yeaM of age, who are eligible for Early and Periodic
Screening, Diagnostic, and Treatment EPSD

	

rvic and for -whom services are medically
necessary.

rvi

	

Med ica lly necegpa E DT services are health care, diagnosUc services, treatments,

and other measures to correct or ameliorate physical defer, mental illnesses, and other

disabilities.

Medical evaluations provided by or through: a school district; a Section 4201 school; a county in

the State or the

	

New York must be performed

	

ician

	

i n assistant, or

nurse practitioner acting within the scope of his or her practice under New York State law. A

medical evaluation must be included in the IEP as recommended by the Committee on

Preschool Special Education (CPSE) or Committee on Special Education (C$E). If a medical

evaluation is used to identify a child's health related needs as part of the IEP process, the

evaluation is eligible for Medicaid coverage once the evaluation is reflected in the child's IEP.

A medical evaluation is the recording of.

® chief complaints;
present illness;
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® gag m ical history

	

---

® personal history andseal history;
®

	

stem review
® a complete physical evaluation;

® ordering of ap r ria a diagnostic tests and procedures, and

o recommended plan of tment

Providers: A medical evaluation musty be provided by a New York State licensed and

registered. h

	

n

	

i n assf-stant or nurse r acttioner a'

	

in accordance i h 42

CFR

	

n 440.5

	

n 440.166(a) and

	

ai2glicabte state and federal laws

and regulations, acting within his or her scope of Drake under NYS law.

Services may be rendered in the

	

in which the child's IEP will

	

ed indudin

but not limited

	

Article 28 i

	

Board of

	

,&rylces (BOCEQ

programs,

	

v preschool grograms.

	

li schools, approved private schogis, Section

4201 s h

	

state opprated schools, in private prectMoner's offim-, and/or in -CwmUnity

based settings.

& Medal SR%Ialist Evaluations

Defin

	

: Medical

	

ialist valuati n oufte-d in this

	

i

	

P) n are vii ble

Medicaid-eligible beneficiaries under 21 years f age, who are eligible for Eady and Periodic

Screening. Diagnostic, and Treatment EP D services

	

for whgm

	

r medically

necessary.

Seryices:

	

i

	

PST services r health care, diagnostic

	

treatments,
r

and other measures correct

	

ameliorate physical defects, mental Illnesses, and othe

disabilities.

Med ical socialist evaluations r vided by Qr through: a saho-ol district; 5=1 on 4201 school;

a county in the State

	

of New York m

	

N York State licensgd

and reg istered physician. physician assistant, or nurse practitioner sprjallst

	

n

	

in h' or

her sc

	

of practice and

	

area of specialization.

	

i al specialist evaluation

	

st be

inc luded i

	

IEP as recommended

	

Committee PreschQgl Special Education P E

or Committee on Special u tin (CSE), If a medical

	

l' eva luation is used identify a

ch i ld's health related, needs as

	

IEP process,

	

evaluation i l' ible for Medicaid

coverage once the evaluation is reflected in the child's IEP.
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® an examination of the affected _bodily area or organ system and other symptomatic or

related organ systems;
® the ordering of appropriate diagnostic tests and procedures, and

	

® the reviewing of jeresut and reporting on the

	

and procedures.

Provi ers: A medica l spegialist alua i n

	

rovi

	

alifi New Y

	

e

licensed- and registered-ph iys clan, -why ician assistant, or nurse ,g ctitioner specialist ram cticing

in the related r o specialization within is her scope of Dra

	

nder

cca ordance with 42CFR Section 440.500, 440.60(a), and 44O.Iffia) arld ether applicable

state -and federal laws and r^tlafions.

Services

	

be rendered in the setting in which the -child's IEP will be i 1

	

including

but no limited

	

ArUcle 2 facilities,

	

Coo r tiv

	

nal rvice

gro-grams,

	

rov greschool programs,

	

lic

	

n

4201 s-chools,

	

opgr-ated

	

. in riv e prp i Moners offices.'

	

or In community

based settings.

.9

	

dioloaical Evaluations

Definition; AudblogiggI e0luabons as oufted in this section of thq State Pl are available

Medig@id-ellglble -b&nefidades under years21

	

of e who are gligible r Early

	

ri i

Screening, Diag nostic.

	

Treatment PSD services and for whom services are, med ica l

necessary.

r^qrvices: Audiplgglcal ev ua on

	

b or ro

	

d i• a SeWon 4201

wool; a county_ in the State or the City of New York must have a written order from a

phygician, ghysician ssi

	

practitioner who isacdng within of his or her

gragtke under NYS I

	

e

	

i

	

u fi

	

au lol i t

evaluation must be included

	

IEP as recommended the Committee on Preschool

Special Education ME) or Committee on eci E uca ' n

	

If

	

i I ica
r

ey.@Iuation i used to identify a child's health rel§ted

	

s as Out of the

	

prQLe

evaluation is efiglble r Medicaid cov

	

a the evaluation i

	

fi

	

in

	

child's EP.

Medically

	

EPSDT servir-es are health car dlaonosbg services, treatmggnts, and other

sures c rre

	

d ameliorate phy§ical defects, mental ille

	

and other disabliffigg,
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Medically necessary audiology services indud be ut are not limited to:

® Identification of children with hearing loss;
Determination of the range, nature and degree of hearing loss, including the referral _for
medical or other professional attention for the amelioration of hearing; and

® determination of the child's need for Q=12 and individual amplification.

An audiological evaluation Is the determination of the range, nature and degree of hearing loss
including:

a measurement of hearing acuity;
® tests relating to air and bone conduction;
® speech reception threshold;
® speech discrimination;
0 cop ormity evaluations;
® pure. tone audiometry.

Providers: Audiology evaluation services must be provided by _a New York State licensed and
registered audiologist qualified in accordance with 42 CFR Section 440 60(a) and 42 FR
Section 440.110(c)(3) and other applicable state and federal law or regulations acting within
his or her scope of practice under NYS law.

Services maybe rendered in the setting in which the child's IEP will be implemented including
but not limited to Arkicle 28 facilities Board of Cooperative Educatio @l Services (BOCES)
programs, approved preschool programs public schools approve Private schools Section
4201 schools state operated school in private practitioner's offices and/or In community
based settings.

A& Serial Trans

	

Lion

Definition: Special transportation outlined in this section of the State Plan is available to
Medicaid-eligible beneficiaries under 21 years of age, who are eligible for Early and Periodic
Screening. Diagnostic, and Treatment (EPSDT) services and for whom services are medically
nec

	

ry_

Medically necessary EPSDT services are health care diagnostic services, treatments and other
measure to correct and ameliorate physical defectt mental illnesses and other disabi ittes

WIT
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Services: Special transportation provided by or through a school district; a Section 4201
school; a noun in the State or they of New York must be included in the IEP as
recommended by the Committee on Special Education (CSE), or the Committee on Preschool
Special Education (CPSE). Special transportation arrangements must be identified in the IEP.

Special transportation is provided when a child requires spedalized transportation equipment
supports or services because of his/her disability as cited in 34 CFR 300 34(c)(16)(iii)

Special transportation is limited to those situations where the child receives transportation to
obtain Medicaid covered

	

transportation),

	

Medicaid o red
service and the need for sbecial transportation are included in the child's IEP, Spedal
transportation can only be billed on a day that a Medicaid reimbursable service was delivered
and may only be.billed at the rate for each one way trip.

Providers: Special transoort@bon services must be provided by a qualified Medicaid provider.
Attendance documentation (bus logs) is reauir in order to bill Medicaid. In order to receive
payment for services provided to a Medicaid recipient a vendor must be lawfully authorized to
provide transportation services on the date the services are rendered.
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6d. Other Practitioner Services (Continued)

Pharmacists as Immunizers
1. Reimbursement will be provided to pharmacies for vaccines and anaphylaxis agents

administered by certified pharmacists within the scope of their practice.

2. Service setting.
Services will be provided by a certified pharmacist in a pharmacy or in other locations
where mass immunization may take place, such as retail stores/outlets, assisted living
centers, and health fairs.

3. Provider qualifications.
Pharmacists must be currently licensed, registered and certified by the;NYS
Department of Education Board of Pharmacy to administer immunizations.
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6d. Nurse Practitioners' Services
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New York State covers all nurse practitioner specialties recognized under State Law with no
limitations.
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6b. Prior approval is. required for orthoptic training.

6c. Chiropractor services. Provision of chiropractic services shall be limited to EPSDT recipients

by medical necessity. Services shall be provided to the extent that such services result from

the referral of the recipient's physician or primary care clinic.

6d.

	

Clinical psychologists. Provision of clinical psychology services shall require referral by:

L. The patient's personal physician or medical resource, such as a clinic, -acting as the

patient's physician,

2., the medical director in an industrial concern;

3. an appropriate school official;

4. an official or voluntary health or social agency.

7a.

	

Home care services Are medically necessary services

	

idan rd . r uire provided

a Certified Home Health Agency CHHA) to individuals in ti home and community. Such

services include both part time and Intermittent skilled health care and long-term nursing

and home health aide services. Home (health) care services Include nursing, home•health

aide, physical therapy, occupational therapy, and speech therapy. Patients must be

assessed as being appropriate for intermittent or part-time nursing services ordered by a

physician pursuant to a written plan of care provided by a home health agency,upon.

admission to an Assisted Laving Program (ALP), no later than 45 days from the date of

admission, and at least once during each subsequent six month period. The social services

district must review the assessment and prior authorize the service.

Providers of home (health) care services must o ssess a valid certificate of approval issued

pursuant t the provisions of Article

	

of

	

Public Ficalth Law. be certified In accordance

with certified home health agency, long term home health care program and AIDS home

care program certification and authorization and provide services In accordance with

minimum standards.

Home (health) care services provider qualifications are provided for registered professional

nurse, home health aide, physical therapist, occupational therapist and speech pathologist.

Registered professional nurse shall mean a person who is licensed and current' registered

as a registered professional nurse pursuant to Article .139 of the New York State Education
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The State assures the provision of Home Health services will be provided in accordance
with 42 CFR 440.70.

7b.

	

Patients must be assessed as being appropriate for home health aide services ordered by
a physician pursuant to a written plan of care provided by a home health agency upon
admission to an Assisted Living Program (ALP), no later than 45 days from the date of
admission, and at least once during each subsequent six month period. The social
services district must review the assessment and prior authorize the service.

Home Health aide shall mean a person who carries out health care tasks under the
supervision of a registered nurse or licensed therapist and who may also provide
assistance with 'personal hygiene housekeeping and other related supportive tasks to a
patient with health care needs in his/her home. Home health aides shall have
successfully completed a basic training program in home health aide services or an
equivalent exam approved by the Department and possess written evidence of such
completion.

Certified home health agencies may provide home health services to individual's
diagnosed by a physician as having AIDS and are not required to hold a specific
designation for providing home health services to AIDS patients.

Providers of AIDS home care services must possess a valid certificate of approval issued
pursuant to the provisions of Article 36 of the Public Health Law (PHL), or a residential
health care facility or hospital possessing a valid operating certificate issued under Article
28 of the PHL which is authorized under Article 36 of the PHL to provide an AIDS home
care program; or an AIDS Center, specifically authorized pursuant to Article 36 of the
PHL to provide an AIDS home care pro rq ambe certified in accordance with certified
home health agency certification and authorization pursuant to sections 3606, 3611 and
3612 of PHIL and provide services in accordance with minimum standards pursuant to
section 3612 of PHIL. Such an agency or program must participate as a home health
agency under the provisions of Titles XVIII and XIX of the Federal Social 'Security Act.
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AIDS home care services providers qualifications are provided pursuant to Article 36 ofthe PHL.

The [S]state assures the provision of AIDS home care services will be provided in
accordance with 42 CFR 440.70 (for the provision of home health services).
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Home Telehealth Services

Beginning on October 1, 2007, the Commissioner of Health is authorized to establish feesto reimburse the cost of home telehealth services provided by a certified home healthagency, including those that provide AIDS home care services.

The Commissioner shall reimburse for telehealth services if such services are providedonly in connection with federal Food and Drug Administration approved and interoperabledevices, which are incorporateed as part of a patients plan of care.

	

The purpose of providing telehealth services shall be to assist in the effective

	

monitoringand management of patients whose medical, functional, and/or environmental needs canbe appropriately and cost-effectively met at home through the application of telehealthintervention.

Reimbursement for home telehealth services is to be provided for Medicaid patients withconditions or clinical circumstances associated with the need for frequent monitoring,and/or the need for frequent physician, skilled nursing or acute care services, and wherethe provision of telehealth services can appropriately reduce the need for on-site or in-

	

office visits or acute long term care facility admissions. Conditions or clinical
circumstances shall include, but not be limited to, congestive heart failure, diabetes,

	

chronic pulmonary obstructive disease, wound care, polypharmacy, mental or

	

behavioralproblems limiting self-management, and technology-dependent care such as continuousoxygen, ventilator care, total parenteral nutrition or enteral feeding.
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7c. Certain specialty items require prior approval. These items are identified for equipmentdealers in the MMIS DME Provider Manual. Prior approval is required for most repairs todurable medical equipment. Personal Emergency Response Services (PERS) areprovided according to [LDSS] Local Social Services District (LSSD) written authorizationfor recipients of personal care services and home health services ordered by a physicianpursuant to a written plan of care.

7d. Physical therapist shall mean a person who is licensed by and currently registered with.the New York State Education Department or who has been issued a valid limited permitby that Department. The state assures the provision of physical therapy services will beprovided in accordance with 42 CFR 440.110(a)(2)(i) and 440.110(a)(2)(ii).
Occupational therapist shall mean a person who is registered with the AmericanOccupational Therapy Association, or either a graduate of a program in occupationaltherapy approved by the Council on Medical Education of the American MedicalAssociation in collaboration with the American Occupational Therapy Association or agraduate of a curriculum in occupational therapy which is recognized by the WorldFederation of Occupational Therapists and is eligible for a registration with the AmericanOccupational therapy Association. The state assures the provision of occupationaltherapy services will be provided in accordance with 42 CFR 440.110(b)(2)(i) and440.110(b)(2) (ii).

Speech pathologist shall mean a person who is licensed as required by Article 159 of theNew York State Education Law. The state assures the provision of speech therapyservices will be provided in accordance with 42 CFR 440.110(c)(2).
8.

	

Private Duty Nursing (PDN) is medically necessary nursing services, ordered by and inaccordance with a written physician's treatment plan, provided in a person's home on acontinuous basis normally considered beyond such nursing services available from a .Certified Home Health Agency (CHHA) or intermittent nursing services normally providedthrough a CHHA but which are unavailable. Prior approval is required for private dutynursing services either in a person's home or in a hospital except in an urgent situationin which the attending physician may order the services for no more than two nursingdays.

Care and services of a private duty nurse will be provided only if they are in accordancewith the regulations of the Department of Health.
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Service providers who provide private duty nursing include a Licensed Home CareServices Agency's (LHCSA) registered nurses (RN) or licensed practical nurses (LPN)enrolled on an independent practitioner basis.

Nurses providing PDN must possess a license to practice in the State of New York andbe currently registered by the New York State Education Department (NYSED). Inaddition, nurses providing an appropriate attestation regarding their training and abilityto care for medically fragile children receive a Specialty code on their file entitling themto increased reimbursement for the provision of such care.

The [S]state assures that the provision of PDN will be provided in accordance with 42CFR 440.80.

9. Clinic services provided in Article 28 clinics are in accordance with 42 CFR §440.90 titledclinic services. Requirements for physicians supervision comply with the [S]stateMedicaid Manual, §43208 titled Physician Direction Requirement.
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2a. Prior authorization or dispensing validation is required for some prescription drugs. The State has established a

preferred drug program with prior authorization for drugs not included on the preferred drug list. The prior

authorization complies with the requirements of Section 1927 (d)(5) of the Social Security Act and provides for a

24-hour turnaround by either telephone or other telecommunications device from receipt of request and provides for

a 72-hour supply of drugs in emergency circumstances. In addition, brand -name drugs that have a FDA approved,

A-rated generic equivalent must be prior authorized unless exempted by the Commissioner of Health. Prior

authorization is required for a generic equivalent of a brand name drug, including a generic equivalent that is on the

preferred drug list or the clinical drug review program, when the net cost of the brand name drug, after'

consideration of alI rebates, is less than the cost of the generic equivalent.

Drugs for which Medical Assistance reimbursement is available are limited to the following:

I. Outpatient drugs of any manufacturer which has entered into and complies with a rebate agreement under

Sections I902(a) (54) and 1927 (a) of the Act with the Centers for Medicare and Medicaid Services (C.MS)

which are prescribed for a medically accepted indication. All drugs covered by the National Drug Rebate

Agreements remain available to Medicaid beneficiaries, although some may require prior authorization. Drugs

for the treatment of erectile dysfunction, as set forth in 42 U.S.C. § 1396r-8(d)(2)(K), are not a covered service,

on and after April 1, 2006, unless such drugs are used to treat conditions other than sexual or erectile dysfunction

and these uses have been approved by the Food and Drug Administration.

2. Supplemental Rebate Programs
The State is in compliance with Section 1927 of the Social Security Act. The State has the following policies for

the Supplemental Rebate Programs for the Medicaid population.

a) CMS has authorized the State of New York to enter into the National Medicaid Pooling Initiative (NMPI) for

drugs provided to Medicaid beneficiaries. The NMPI Supplemental Rebate Agreement (SRA) and the

Amendment to the SRA submitted to CMS on March 30, 2006 have been authorized for pharmaceutical

manufacturers' existing agreements through their current expiration dates. The updated NMPI SRA submitted to

CMS on March 20, 2008 has been authorized for renewal and new agreements with pharmaceutical manufacturers

for drugs provided to Medicaid beneficiaries.

b) CMS has authorized the State of New York to enter into Medicaid State-specific Supplemental Rebate

Agreement directly with manufacturers to receive supplemental rebates of covered outpatient drugs for Medicaid

beneficiaries. The State-specific Supplemental Rebate Agreement was submitted to CMS on March 31, 2010 and

has been authorized by CMS.

[b)] c) The prior authorization process complies with the requirements of Section 1.927 of the Social Security Act and

provides for a 24-hour turn -around response by either telephone or telecommunications device from the receipt of

a prior authorization request. In emergency situations, providers may dispense a 72-hour supply of medications.

[c)1 jJ The terms of the supplemental rebate programs apply only to covered outpatient drugs for which the State is

eligible for federal financial participation. Supplemental rebates received by the State in excess of those required

under the National Drug Rebate Program will be shared with the Federal Government on the same percentage

basis, as applied under the National Drug Rebate Agreement.

[d)] e) Any [contracts] Supplemental Rebate Agreement not [approved] authorized by CMS will be submitted to CMS

for [approval] authorization.

[e)] f) All drugs covered by the programs will comply with the provisions of the national drug rebate agreement.

	

3. Any changes to the NMPI Supplemental Rebate Agreement must he submitted to CMS for [approval]

authorization. Any changes to the State-specific Supplemental Rebate Agreement NY State holds directly with the

manufacturer must be submitted to CMS for authorization.

4. As provided by the Act, a new drug manufactured by a company which has entered into a rebate agreement

may be covered subject to prior approval, unless the drug is subject to the allowable exclusion categories

provided by the Act.

5. As specified in.Section 1927(b)(3)(D) of the Act, not withstanding any other provisions of law, rebate

information disclosed by a manufacturer shall not be disclosed by the state for purposes other than rebate

invoicing and verification.
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;12.J

	

Effective January 1, 2006, the Medicaid agency will not cover any Part D drug for full-benefit dual

eligible individuals who are entitled to receive Medicare benefits under Part A or Part B.

(3.)7. The Medicaid agency provides coverage for the following excluded or otherwise restricted drugs or

classes of drugs or their medical uses to all Medicaid recipients, including full benefit dual eligible

beneficiaries under the Medicare Prescription Drug Benefit -Part D.

X

	

The following excluded drugs are covered:
(a) agents when used for anorexia, weight loss, weight gain

q

	

(b) agents when used to promote fertility

O

	

(c) agents when used for cosmetic purposes or hair growth

X

	

(d) agents when used for the symptomatic relief cough and colds: 'Some--benzonaiate only

X

	

(e) prescription vitamins and mineral products, except prenatal vitamins and fluoride: Some--select B

Vitamins (niacin, pyridoxine, thiamine, cyanocobalamin); Folic Acid; Vitamin K; Vitamin D

(ergocalciferol, cholecalciferol); Iron (including polysaccharide iron complex); Iodine

X

	

(f) nonprescription. drugs: Some-select allergy, asthma and sinus products; analgesics; cough and cold

preparations; digestive products; insulin; feminine products; topical products; smoking cessation

products, minerals and vitamin combinations
(g) covered outpatient drugs which the manufacturer seeks to require as a condition of sale that

associated tests or monitoring services be purchased .exclusively from the manufacturer or its designee

X

	

(h) barbiturates: - All
X

	

(i) benzodiazepines: All
X

	

(j) smoking cessation for non -dual eligibles as Part D will cover: All

12b.

	

Prior approval is required for all dentures.

Prior approval is required for prosthetic and orthotic devices over, a dollar amount established by the State

Department of Health and identified for providers in the MMIS DIM Provider Manual.

Prior approval is required for artificial eyes as specified in the MMIS Ophthalmic Provider Manual.

Program also includes coverage of ornhotic appliances including hearing aids. All hearing aids require prior

approval.

12d. Prior approval is required for certain special lenses and unlisted eye services as specified for providers in the

MMIS Ophthalmic Provider Manual.

13a. Diagnostic Services (see 13.d Rehabilitative Services - Early Intervention).

13b. Screening Services (see 13.d Rehabilitative Services -Early Intervention).

13c. Preventive Services (see 13.d Rehabilitative Services - Early Intervention).

l 3d.
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(1) Directly Observed Therapy (DOT) - Clients must be assessed as medically appropriate for DOT - based upon

the client's risk of non adherence to a medication regimen necessary to cure an active, infectious, potentially fatal

disease process and to prevent the development and spread of an infectious, potentially fatal disease which may

not respond to conventional therapies.

"Off-site" services shall be provided to developmentally disabled persons whose therapeutic requirements are

most effectively satisfied in an appropriate environment that is specific to the treatment needs of the

developmentally disabled individual. Such services shall be provided by persons authorized pursuant to NYCRR

Title 14 Part 679. "Off--site" services shall not be provided at the location of a clinic certified by NYCRR Title 14

Part 679.

"Early Intervention" Services are provided to children who have or who are suspected of having a developmental

delay or disability. These services, limited to EPSDT, which are provided by or on behalf of a county or the City

of New York pursuant to an Individualized Family Services Plan (IFSP) include:

1. Screening

	

6. Occupational Therapy

2. Evaluation

	

7. Physical Therapy
3. Audiology

	

8. Psychological Services
4. Nursing

	

9. Social Work Services

5. Nutrition Services

	

10. Anticipatory Guidance
(Special Instruction and Allied Health
Professional Assistance)

11. Speech Pathology Services
12.AssistiveTechnology Services
13.Vision Services
14. Collateral contacts for all of the
above services
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13. d {Cbnt'd) Rehabilitative services for residents of comminity-basedresidential programs licensed by the Office of Mental Health( ) are of three types:

1. Cammmity residences of sixteen

	

or l ;2. Family-based treatment and
3. Teaching family homes.

1. Cmm&niity Reside-noes

Rehabilitative services in ccmmunity residences areinterventions, therapies and activities which are medicallytherapeutic and remedial in nature, and are nsdically necessaryfor the maxi u ++ rechiction of functional and adaptive behaviordeficits associated with the person's mental illness.
'ty residences for adults may be either a

	

to-typearrangement or ap

	

. Community residence servicesare also provided to children.

Limitations on services incl.

	

Poll

	

:

- All providers must- be

	

y licetised by

	

as

	

tyresidences

	

14 NYCiR 586 and 594.

	

--1 locationshave sixteen beds or less.

Adults admitted must be

	

tined to have a severe and
persistent rental illness, as defined by the

	

ssioner of
CHH.

- Cizil dren admitted
MISt

be
deter fined to have a seriesemotional disturbance, as defined by the Cccanissioner ofCM.

- Services are limited to those described in 14 NYCRR 593.

- All services must be provided pursuant to a physician's
written authorization and provided in aoovrdance with an
approved service plan, as described in 14 }1YC RR 593.

2. Family-based treatment

	

Rehabilitative services in family-based treatment programs areintended . to provide heat t to seriously emotionally disturbed
c^ii.ldre . and youth to promote their

	

fuuB. functianixg andint2 graticn into the natural family,

	

'ty, school or
independent living situations.

	

Suds services are provided in
consideration of a child's developmental stag'--. fftxm children

	

determined eligible for admission are placed in surrogate familYhcmes for care and treatment.

TN
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Limitations an services include

	

foil

- all providers must be currently licensed by CMH as family-based
treatment programs under 14 NYC RR 594.

	

- children admitted must be determined, to have a serious emoticnal
disturbance, as defined by the Commissicner of CHH.

- services are limited to thaw described in 14 IQYC M 593.

	

- all services mist be provided pursuant to a physician's written
authorization and provided in accordance with an approved service
plan, as described in 14 NYCRR 593.

3. Teaching Family HMes

Rehabilitative services in teaching, family hotmes, are 'interded to

	

provide treatment to seriously emotionally disbmd3ed children and
youth to promote their successful functioning and integration into
the natural family, community, sal or

	

Bent livingsituations.

	

Siucservices are provided in consideration of a
child's developmental stage. Eligible children are placed in wall

tcontneigate- care homes (4 children or less) in a supervised living

	

arrangement with approved tsaching parents, hased on the National
Teachin Family Model.

This program is different £nin family based treatment because some
children are not able to tolerate the family closeness of family
based treatment programs, and, therefore, are amore aRzqxriately
treated in teaching family homes.

Limitations on services include the followings

- All providers mist be currently licensed by

	

as teaching
family homes utter 14 NYC VR 594.

- Children admitted must be determined to have a serious

	

'actual
disturbance, as defined by the' Ccumiwicrwr of

	

.

- Services are limited to those described in 14 14YCRR 593.

- All services mist be provided .pursuant to a pkiysician's written
authorization and provided in aaoordarace with an approved service
plan, as described in 14 NYC RR 593.
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Assertive Community Treatment (ACT)

Assertive Community Treatment (ACT) programs will provide case management,treatment and rehabilitation to persons with a serious psychiatric disorder whoexhibit a pattern of institutional utilization and/or are at risk of a severelydysfunctional lifestyle; present symptoms and impairments not effectivelyremedied by other available treatment; do not or cannot be engaged in treatmentin other outpatient settings as a result of their mental illness; or cannot maintainconsistency in treatment through other outpatient services.

Programs will be licensed under 14 NYCRR Part 508. Services will be providedprimarily in the community. Services will be provided under the supervision of apsychiatrist by a multi-disciplinary team which meets with the recipient or therecipient's significant others a minimum of six times per month. Of these sixcontacts, at least three of the contacts must be with the Medicaid recipient. Stepdown services may be provided to clients found by the team to be no longer inneed of full ACT team services. A client who is receiving ACT step down mustreceive a minimum of two face to face contacts per month. Individuals shall beallowed to alternate between the full ACT team services and step-down servicesdepending on the level of services needed to remain in the community.
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13 d. Rehabilitative Services

Personalized Recovery Oriented Services

A comprehensive Personalized Recovery Oriented Services (PROS) program wijl provide

Community Rehabilitation and Support, Intensive Rehabilitation and Ongoing Rehabilitation

and Support. A "limited license" will be made available for free-standing Intensive

Rehabilitation and On ping Rehabilitation and Support programs that are operated by a provider

that does not have the capability to offer Comm- unity Rehabilitation and Support.

Community Rehabilitation and Support (CRS) is designed to gaga a and assist individual in

managing their mental illness and in restoring those skills and supports necessary to ive

successfully in the communnity. Intensive Rehabilitation (IR) is a customized package of

rehabilitation and support services designed to intensely assist an individual in attainin specific

life goals such as successful completion of school, attainment of stable and independent housing

and ae inful employment. Intensive Rehabilitation services may also be used to provide targeted

	

interventions to reduce the risk of hospitalization, loss of housing, involvement in the criminal

justice s stem and to help individuals manage their symptoms. Ongging Rehabilitation and

Support (ORS) will provide intervexhtions designed to assist in managing symptoms in a an

integrated wor lace; setting. _

P OS proexams will offer a comprehensive menu of services, customized for each client through

development of an individuali2ed recover lan. Services provided by the CRS component of a

PROS aroma will include but are not limited to: engagement; assessment: wellness self

management: basic living skills training; benefits and financial management; communit living

skills exploration: crisis intervention; individual recovery planning information and education

regarding selfhelp: raid structured skill development and support. Services provided by the lR

co prrt onent of a PROS progM will include but are not limited to: faznily psychoeducation;

intensive rehabilitation gal acquisition; clinical counseling and t eraRy., and intensive relapse

prevention. Service provided in the IR component of a "limited license"PROS program will

include, but is not limited to, intensive rehabilitation goal ac_quisitioza for employment and

education-oriented goals. Services provided by the ORS component of a PROS prograrn will

include, but are not limited to, vocational support services, defined as the ongoingprovision of

counseling mentori ng and advocacy services designed to sustain an individual's role in

integrated employment by providing supports which assist the individual in symptom

management PROS services will be provided both onsite and offsite, but ORS services will

always be provided off-site in the community.

Pro. urns may, at their ojvtion-Drovide clinical treatment services desired to Stabilize.

ameliorate and control-the disablin

treatment services wi
which do not provide clinical treatment services.

sYrnptoms of mental illness. Pro

PR01 7n

rovide clinicalgra

be ursed at a higher

ms that
onent ti P artsate for the clinic com 11
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13 d. Rehabilitative Services
Persona
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Attachment 3.1-
Supplement

"Off-site" services shall be provided to developmentally disabled persons whose therapeutic
requirements are most effectively satisfied in an appropriate environment that Is specific to
the treatment needs of the developmentally disabled Individual. Such services shall be
provided by persons authorized pursuant to NYCRR Title 14 Part 679. "Off-site" services
shall not be provided at the location of a clinic certified by NYCRR Title 14 Part 679.

18.'

	

Limitations on Hospice Services:

Hospice services are provided to individuals who are certified [Recipients must be diagnosed]
by a physician as in 'terminally III, (that is, having] with a life exoec•tancv of approximateiv
six months or less (to live).

Recipients must sign an informed consent electing hospice over conventional care, subject to
periodic review.

Services (must be] provided [in accordance with pertinent Department of Health regulations
are palliative in nature as opposed to curative: Services include supportive medical, social
emotional, and spiritual services to terminally ill individuals as well as emotional support for
family members, Hospice services may be delivered at home, in a nursing home or in a
hospice residence.

Recipients who elect hospice care waive all rights to Medicaid reimbursement made on their
behalf for the duration of the election of any services covered under the Medicaid State Plan
that are related to 'the treatment of the terminal condition for which hospice care was
elected, or a related condition.

Hosp ice services ro i r a ifi ation are provided fort istered professional nurse, home
hea lth aide, k occ ti al theEgM. speech patholog ist, ers i care.
aide, housekeeper/homemaker.' pastoral care coordinator, social worker. nutritionist,
audiologist, and respiratory lheraots , personal care aid, housekeeper/homemaker, aastoral
care coordinator, social workers. nutritionist audiologist, and respiratory therapist

Registered professional nurse shall mean a person who Is licensed and currently registered
as a registered professional nurse pursuant to Article 139 of the New York State Education
Law.



Attachment 3.1-
Supplement

Home Health aide shall mean a person '

	

carries out hgalth ca a
supervision of a registered nurse gr licensed therapist

	

I provid
assistance with personal hygiene, housekeeping and other related supportive tasks W3

patient with health care needs in his/her home. Home health aides shall have
successfully completed a basic trains g ogram In home health aide services or an
equivalent exam approved by the Department and gg^sess written evidence of such

completion.

°QJSrema wun

the New York State Education Department or who has been Issued a valid limited permit

by that Department.

Occupa shall me in wno M reaisrerec [U-1 Me AMenGdWeLaomera

Occupational Therapy Association, or either a graduate of a grogram in occupational
therapy approved by the Council on Medical Education of the American Medical

Association in collaboration with the American Occupational Therapy Association or a
graduate of a curriculum In occupational therapy which is recognized the World
Federation o Occ pational Therapists and is eligible for a registration with the American

Occupational Therapy Association,

Speech pathologist shall mean a person who is licensed as required by Article 159 of the

New York State Education Law. .

Personal care aide shall mean a person

	

under grafessional supervision, pmv-ides

	

patients assistance with nutritional and environmental suooort and personal hygiene,

feeding and dressing and/or, as an extension of self-directed patients, selects healtb-

related tasks. A personal care aide shall have succe

	

lly core leis ted:

	

a training program in home health aide services or equivalent exam as

	

ified
in the descriRbon for home health aide above or

one full year of experience In providing personal care services through a home

	

care services agency within three years preceding the effective date of an Initial

license issued pursuant to Article 36 of the Public Health Law: or

a training program in personal care services ap rop ved by the New York State

	

Department of Health, which shall Include basic training, periodic and continuing

in-service training, and on-the-job instruction and supervision: and
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II

in those instances where the personal' care aide is to be providing assistance with
health-related tasks, such aide shall be trained as described in subparagraph (iii) of this
paragraph and training in health-related tasks shall be completed in full prior to . the
personal care aide's assignment to any patient, as evidenced by written documentation
of such completion.

Homemaker shall mean a person who meets the standards established by the
Department of Social Services and assists and instructs persons at home because of
illness, incapacity or absence of a caretaker relative in providing assistance with
environmental and nutritional tasks.

Pastoral care coordinator shall mean a person who has had a minimum of one year of
training and experience in pastoral/spiritual counseling, and has a baccalaureate degree
from a regionally accredited college or university or one recognized by .the New York
State Department of Education.

Social worker shall mean a person who holds a master's degree in social work after
successfully comeleting a prescribed course of study at a graduate school of social work
accredited by the Council on Social Work Education and the Education Department, and
who is certified or licensed by the Education Department to practice social work in the
State of New York. When employed by a.certified home health agency, long-term home
health care program or hospice, such social worker must have had one year of social
work experience in a health care setting

Nutritionist shall mean a person who applies the principles of normal and therapeutic
nutrition and of the physical, biological, social and behavioral sciences to the assessment
and management of those factors in the personal community environment which
influence nutritional status. A nutritionist must possess a baccalaureate degree, with
major studies in food and nutrition, from a regionally accredited or New York State
registered four-year college or university, and be registered or be eligible for registration
by the American Dietetic Association.
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Audiologist shall mean a person who is licensed as required by Article 159 of the New
York State Education Law.

Respiratory therapist shall mean a person who is licensed and currently registered as-a
respiratory therapist pursuant to Article 164 of the New York State Education Law.

Providers of Hospice Services must be certified in accordance with Article 40 of the PHL.
Services are provided In accordance with 42 CFR Part 418.

The State assures the provision of Hospice services will be provided in accordance with
42 CFR Part 418,

	

19.

	

Limitations on Tuberculosis related services:

Directly Observed Therapy (DOT) - will be. provided to clients who are being treated for

Tuberculosis Disease.

	

22.

	

Limitation on Respiratory Care:

Services may be rendered to EPSDT population by medical necessity and that services is

furnished through the clinic and home benefits to this population.
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23a. Prior approval is required for non -emergent transportation, including the services and

	

subsistence of the attendant. Requests can be made by reclpients or their family

members; or medical practitioners acting on behalf of anent

Trance fion providers are aigned to muests for non-e eras cy transp-Qrtabon

of transoortaation
lame LarUCWana

preference, the orderino ractition is choice among available Participating vendors a-

the medically ang

	

ate level of transportation; and finally, If no choice is made by the

ordering practiloner, The reauest)s given via rotation among the r ally available and

aggrooriate mode of trams tion Mzdders.

	

I. To assure com rabi ily and statewideness. each county's local deoa ent of social

services manages

	

n lgrvices

	

recipients sissIgned to the

counw.

2. Recipient. family member, or volunteer reimbursement Is made as an adminIgEolLy&

expense of the Medicaid Program. This aRglies to any personal Yghlicle mileage

reimbursement. loin airfare. or other expense borne on behalf of the Medicaid

redolent by a non-direct vendor.

23d. Prior approval is required for skilled nursing facility services except when admitted

directly from a hospital, another skilled nursing facility or from a health related facility.

Medicaid payments shall not be authorized for skilled nursing facilities which are not

certified or have not applied for certification to participate in Medicare.

25.

	

Personal care services means some or total assistance with personal hygiene, dressing

and feeding and nutritional and environmental support functions. Prior approval is

	

required for all personal care services. The authorization period and amount of personal

care services authorized depends upon patient need, as indicated in the patient's

assessment.
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t

Personal care services, shared aide and individual aide, furnished to an individual who Is

not an Inpatient or resident of a hospital, nursing facility, Intermediate care facility for the

mentally retarded, or institution for mental disease, as determined to meet the recipient's

needs for assistance, and when prescribed by a physician, in accordance with the

recipient's plan of treatment and provided by individuals who are qualified to provide

such services, who are supervised by a registered nurse and who are not members of

the recipient's family, and furnished in the recipient's home or other location.

Providers of personal care services (personal care aides) must have:

• maturity, emotional and mental stability, and experience in personal care or

homemaking;

• the ability to read and write, understand and carry out directions and instructions,

record messages, and keep simple records;

• a sympathetic attitude toward providing services for patients at home who have

medical problems;

• good physical health, as indicated by the documentation In the personnel file of

all persons providing personal care services. This documentation must Include

the same assurances and proof of good physical health that the Department of

Health requires for employees of certified home agencies;

• a criminal history record check performed to the extent required under section

124 of the PHA; and

• successfully completed a training program approved by the Department.

Personal care aides must be supervised by a registered professional nurse who is

licensed and currently certified to practice in New York State and who has at least two

years satisfactory recent home health care experience. Nursing supervision Includes

orienting the personal care aide to his/her job assignment(s); providing needed on-the-

job training; making nursing supervisory visits to the patient's home PRN, but at least

every 90 days; and, annually conducting an overall job performance evaluation of the

aide.

New York State's Personal Care Services are provided In accordance with 42 CFR

440.167.
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26.

	

The State elects to provide ria dical assistance services to eligible individuals
through a Primary Care Case Management Program. PCCMs are responsible for
locating, coordinating, and monitoring covered primary care to all individuals
enrolled with a case manager.

PCCM providers may be physicians, physician group practices, entities
employing or having other arrangements with physicians to provide PCCM
Services under the contract. Nurse practitioners may also be a PCCM provider.

A PCCM will provide for arrangements with, or referrals to a sufficient number of
physicians and other appropriate health care professional to ensure that services
under the contract can be fu nished to enrollees promptly and without
compromise to quality of care.

PCCMs are required to be accessible 24 hours/seven days per week to provide
information, referral and treatment to enrollees. PCCMs may not restrict an
enrollees access to emergency services, or require prior authorization of
emergency services.

A PCCM shall be geographically accessible to enrollees. Primary care providers
must meet State standards for travel time and distance.
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a) Prior approval of the local professional director shall be required for

	

medical care and services which are to be provided outside New YorkState, except in the following situations:
1. When it is customary for the inhabitants of the district generally touse medical care resources and faciliti es outside New York State.
2. When out-of-state care was provided in an emergency.

b) When a request subject to prior approval has been modified or denied inwhole or in part because of disagreement with the, proposed plan oftreatment, recipients are notified that they may request a fair hearing.
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(04/05)

AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE SERVICES
PROVIDED TO THE CATEGORICALLY NEEDY

In addition to the limitations specified on pages 1 through 4 regarding services,
the following limitations also apply to the noted services:

2a.; 2b.; 2c.= 2d.x

Services will be provided in.accordance with the utilization threshold requirements'
described in departmental regulations, which are based on medical necessity and
identified for providers in the MMIS Clinic Provider Manual. Such threshold requirements
are applicable to specific provider service types including medical clinics, dental clinics
and mental health clinics certified under Article 28 of the Public Health Law and/or
Article 31 of the Mental Hygiene Law. The requirements mandate that providers obtain
prior authorization based on medical necessity for the provision of services in excess of
prescribed utilization thresholds per recipient per benefit year, unless the services
provided were urgent or emergent in nature, or otherwise excluded.

3.

		

Services will be provided in accordance with the utilization threshold requirements
described in departmental regulations, which are based on medical necessity and
identified for providers in the MMIS Laboratory Provider Manual. Such threshold
requirements are applicable to specific provider service types including laboratories. The

	

requirements mandate that providers obtain prior authorization based on medical
necessity for the provision of services in excess of prescribed utilization thresholds per
recipient per benefit year, unless the services provided were urgent or emergent in
nature, or otherwise excluded.

5.

		

Services will be provided in accordance with the utilization threshold requirements
described in departmental regulations, which are based on medical necessity and
identified for providers in the MMIS Physician Provider Manual. Such threshold
requirements are applicable to specific provider service types Including physicians, for
services furnished in the office or patient's home. The requirements mandate that
providers obtain prior authorization based on medical necessity for the provision of
services in excess of prescribed utilization thresholds per recipient per benefit year,
unless the services provided were urgent or emergent in nature, or otherwise excluded.
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A utilization threshold service is decremented each time a patient is seen by a physician including those

times when the patient is seen by a physician and an electronic prescription/fiscal order is transmitted for

medically necessary pharmaceuticals and select over the counter medications.
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9.

	

Services will be provided in accordance with the utilization threshold requirements

described in departmental regulations which are based on medical necessity and
identifi ^d for providers in the MMIS Clinic Provider Manual. Such threshold requirements

are applicable to specific provider service types including adult day health services,

medical clinics, dental clinics and mental health clinics certified under Article 28 of the

Public -lealth Law and/or Article 31 of the Mental Hygiene Law. The requirements

mandate that providers obtain prior authorization based on medical necessity for the

provision of services in excess of prescribed utilization thresholds per recipients per

benefit year, unless the services provided were urgent or emergent in nature, or
otherwise excluded.

Ila. Services will be provided in accordance with the utilization threshold requirements

described in departmental regulations which are based on medical necessity and

identified for providers In the MMIS Clinic Provider Manual. Such threshold requirements

are applicable to specific provider service types including adult day health services,

medic<l clinics, dental clinics and mental health clinics certified under Article 28 of the

Public Health Law and/or Article 31 of the Mental Hygiene Law. The requirements

mandate that providers obtain prior authorization based on medical necessity for the

provisi)ns of services in excess of prescribed utilization thresholds per recipients per

benefit year, unless the services provided were urgent or emergent in nature, or

othermise excluded.

lib. Services will be provided in accordance with the utilization threshold requirements
described in departmental regulations which are based on medical necessity and

identif ed for providers in the MMIS clinic Provider Manual. Such threshold requirements

are ap Dlicable to specific provider service types including adult day health services,

medical clinics, dental clinics and mental health clinics certified under Article 28 of the

Public Health Law and/or Article 31 of the Mental Hygiene Law. The requirements

mandE to that providers obtain prior authorization based on medical necessity for the

provision of services in excess or prescribed utilization thresholds per recipients per

benefi-: year, unless the services provided were urgent or emergent in nature, or

otherwise excluded.
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11c.

	

Service; will be provided in accordance with the utilization threshold requirements
described in departmental regulations which are based on medical necessity and
identified for providers In the MMIS Clinic Provider Manual. Such threshold requirements
are apf iicable to specific provider service types including medical clinics, dental clinics
and me ntal health clinics certified under Article 28 of the Public Health Law and/or
Article :31 of the Mental Hygiene Law. The requirements mandate that providers obtain
prior authorization for the provision of services based on medical necessity in excess of
prescribed utilization thresholds per recipients per benefit year, unless the services
provided were urgent or emergent in nature, or otherwise excluded.

12a. Services will be provided in accordance with the utilization threshold requirements
described in departmental regulations which are based on medical necessity and
identified for providers In the MMIS Pharmacy Provider Manual. Such threshold
require 'rents are applicable to specific provider service types Including pharmacy for

	

prescription items and their refills, over the counter medications, and medical/surgical
supplie 5 dispensed by a community or outpatient pharmacy. The requirements mandate

	

that providers obtain prior authorization for the provision of services based on medical
necessity in excess of prescribed utilization thresholds per recipient per benefit year,
unless fie services provided were urgent or emergent in nature, or otherwise excluded.
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STATE PLAN UNDER TITLE XIX OP THE SOCIAL SECURITY ACT Attachment 3.1®C
MEDICAL ASSISTANCE PROGRAM

STANDARDS AND METHODS OF ASSURING HIGH QUALITY CARE

The following is a description of the methods that will be used to assure
that the. medical care and services are of high quality, and a description
of the standards. established by the State to assure high quality cares

a. Medical assistance will be.provided in accordance with the individuals
medical needs based on the prescription or recommendation of the attend-
ing physician, dentist or other licensed practitioner eligible to
participate in the program*

b. All professional persons providing service must be properly licensed
under State Law. For certain paramedical services such as occupational
therapy, speech therapy, etc., where there are no State licensing
requirements, the persons providing such services must be qualified or
certified by the appropriate national professional association.

c. Medical institutions such as hospitals, nursing horses, etc: health.
related facilities such as intermediate care facilities, medical
facilities such as clinics, private laboratories, etc.1 and health
agencies (such as community visiting nurse association s) which provide
care to recipients in the medical assistance program must be licensed
or approved by the appropriate State authority.

d. Services ordinarily interpreted to be specialist's procedures or
care must be provided by practitioners who are qualified specialists.

e. Home nursing services provided must conform to standards approved by
the State Department of Health.

f. For certain care or services the recommendation of an appropriate
specialist is required. (i.e., the more unusual prosthetic devices,

rehabilitation therapies, orthodontic care, etc.).

g. Requirement that each local welfare district establish and maintain
an adequate system of individual patient medical records showing

diagnoses and services provided.

h. Collection of other medical information such as, at. the State level,
expenditures for various items of medical care and gross utilization
data by categories. At the local level similar expenditure data
related to individual medical attendants and vendors, and utilization
data, particularly for physicians and hospital care. Drug records

for individual patients are also maintained in a number of local

welfare districts.
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Attachment 3.1-C
Page 2

1937(STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

Medical Assistance Program

State: New York

Section 3 -- Services: General Provisions

3.1 Amount, Duration, and Scope of Services

Medicaid is provided in accordance with the requirements of sections 1902(a), 1902(e), 1902(z),

1903(1), 1905(a), 1905(p), 1905(r), 1905(s), 1906, 1915, 1916, 1920, 1925, 1929, and 1933 of the Act;

section 245(h) of the Immigration and Nationality Act; and 42 CFR Parts 431, 440, 441, 442, and 483

C. Benchmark Benefit Package and Benchmark Equivalent Benefit Package (provided in

accordance with 1937 of the Act and 42 CFR Part 440).

The State elects to provide alternative benefits:

X Provided

0 Not Provided

X Title of Alternative Benefit Plan A-

Medication Therapy Management (MTM) Program

0 Title of Alternative Benefit Plan B

1. Populations and geographic area covered

The State will provide the benefit package to the following populations:

a) X Populations who are full benefit eligibility individuals in a category established on or

before February 8, 2006, that may be required to enroll in an alternative benefit plan to

obtain medical assistance.

For full benefit Medicaid eligibility groups included in the alternative benefit plan, please

indicate in the chart below:
® Each eligibility group the state will require to enroll in the alternative benefit

plan;
® Each eligibility group the state will allow to voluntarily enroll in the alternative

benefit plan;
• Specify any additional targeted criteria for each included group (e.g., income

standard);
• Specify the geographic area in which each group will be covered.
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Required Opt-In Full-Benefit Eligibility Group and Targeting Geographic

Enrollment Enrollment Federal Citation Criteria Area

X Mandatory categorically needy low- See Box Bronx

income families and children eligible Below County

under section 1925 for Transitional

Medical Assistance

Mandatory categorically needy poverty

level infants eligible under

I 902(a 10 (A i)(IV

Mandatory categorically needy poverty

level children aged I up to age 6 eligible

under 1 902 a)(10 A (i

	

1

Mandatory categorically needy poverty

level children aged 6 up to age 19

eligible under I 902 a (10 (A i VII

X {3thes srtandatory c

	

ically needy groups See Box Bronx

eligible under 1902(a)(1OXA)(i) as listed Below County

below and include the citation from the

Social Security Act for each eligibility

group:

0

X Optional categorically needy poverty level See Box Bronx

pregnant women eligible under Below County

1 902(a (I0 A (ii IX
Optional categorically needy poverty level

infants eli ible under 1902 a

	

10 (A)(ii) IX

X Optional categorically needy AFDC-related See Box Bronx

families and children eligible under Below County

1 902 a

	

I0 A ii I
Medicaid expansion/optional targeted low-

income children eligible under

I 902a 10 A(ii XIV
Other optional categorically needy groups

eligible under 1902(a)(10)(A)(ii) as listed

below and include the citation from the

Social Security Act for each eligibility

group:

{

Targeting Criteria:
The MTM program will provide focused one-on-one, face-to-face medication management by a

qualified pharmacist to Medicaid enrollees (voluntarily enrolled) to improve overall health

outcomes and to decrease overall healthcare costs.

	

R
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Attachment 3.1-C page 4

Asthma will be the initial chronic medical condition to be addressed in the Medicaid MTM

program. Beginning as a pilot program, MTM will be offered to Medicaid enrollees with

continuous coverage under Medicaid for the last 180 days and who are ages 21-63 with

asthma, living in the Bronx. Excluded from the program are dual eligible Medicaid/Medicare

enrollees, institutionalized enrollees and -managed care enrollees.

The MTM program will be offered to eligible individuals meeting program criteria.

Medicaid enrollees will be identified as eligible for MTM services using the following selection

criteria, based on an analysis of Medicaid medication claims and other Medicaid paid claims

including hospital and emergency room claims. This group will be refined to-contain patients

with persistent asthma by applying determinants of disease severity based on resource

utilization or suboptimal chronic therapy. All target enrollees must have at least one asthma

related hospital or emergency room visit during the past year or suboptimal chronic medication

therapy related to asthma.

b) ,
The following populations will be given the option to voluntarily enroll in an alternative

benefit plan.
Please indicate in the chart below:

® Each eligibility group the state will allow to voluntarily enroll in the alternative

benefit plan,
Specify any additional targeted criteria for each included group (e.g., income

standard).
® Specify the geographic area in which each group will be covered.

Opt-In Included Eligibility Group and Federal Citation Targeting Geographic

Enrollment
Criteria Area

X Mandatory categorically needy low-income Same as Section Bronx County

arents eligible under 1931 of the Act Ia.

X Mandatory categorically needy pregnant women Same as Section Bronx County

eligible under 1902(a)(10)(A)(i)(IV) or another la.

section under 1 90

	

a 10 A i :

X Basic TWWIIA working individuals with Same as Section Bronx County

disabilities eligible under la.

1902 a 10 A ii XV

X Individuals qualifying for Medicaid on the basis Same as Section Bronx County

of blindness under: Ia.

X Individuals qualifying for Medicaid on the basis Same as Section Bronx County

of disability under: Ia.

X Individuals eligible for Social Security benefits Same as Section Bronx County

under title XVIII of the Act (Health Insurance Ia,

for the A ed and Disabled)

Individuals who are terminally ill and receiving

Medicaid hospice benefits

Institutionalized individuals assessed a patient

contribution towards the cost of care

Individuals dually eligible for Medicare and

Medicaid A
Q f' 1 ti
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Is

Children younger than age 19 who are eligible

for SSI
Disabled children eligible under the TEFRA

o tion -section 1902(e)(3 )

Children receiving foster care or adoption

assistance under title IV-E of the Act

Children in foster care or other out-of-home

placement

Children receiving non-IV-E foster care or

adoption assistance

Individuals receiving services through a family-

centered, community-based, coordinated care

system that receives grant funds under section

501(a)(1)(D) of title V of the Act (Maternal and

Child Health Services Block Grant)

Individuals who qualify based on medical

-con

	

ionfor -Medicaid-eDverage of institutional

or community-based long-term care services

Women needing treatment for breast or cervical

cancer who are eligible under

1 902 a 10) A (ii XVIII

TB-infected individuals who are eligible under

1902(a)( I0 (A (ii

	

.XII

Illegal or otherwise ineligible aliens who are

only covered for emergency medical services

under section 1903(y)

Individuals eligible as medically needy under

L
section 1 902(a

	

10 C

	

i III

c) For optional populations/individuals (checked above in Ia. & lb.), describe in the text box

below the manner in which the State will inform each individual that:

e Enrollment is voluntary;

® Each individual may choose at any time not to participate in an alternative

benefit package and;

0 Each individual can regain at any time immediate enrollment in the

standard full Medicaid program under the State plan.

The New York State Medicaid program is sending an invitation letter to all eligible enrollees

residing in the Bronx stating MTM services are available and enrollment is voluntary. Enrollees

are also advised that if they choose to enroll in the MTM program, they may opt out of this

program at any time. Invitation letters and enrollment materials will be available in Spanish.

All State Plan services will continue to be included for enrollees opting to participate in the MTM

j program; no State Plan services will be excluded.

I
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Description of the Benefits

Attachment 3.1-C page 6

2.

0 The State will provide the following alternative benefit package (check the one that

applies).

a) 0 Benchmark Benefits

0 FEHBP-equivalent Health Insurance Coverage - The standard Blue

Cross/Blue Shield preferred provider option services benefit plan, described in

and offered under section 8903(1) of Title 5, United States Code.

0 State Employee Coverage - A health benefits coverage plan that is offered

and generally available to State employees within the State involved.

In the text box below please provide either a World Wide Web URL (Uniform

Resource Locator) link to the State's Employee Benefit Package or insert a

copy of the entire State's Employee Benefit Package.

q Coverage Offered Through a Commercial Health Maintenance

	Organization (HMO) - The health insurance plan that is offered by an HMO

(as defined in section 2791(b)(3). of the Public Health Service Act), and that

has the largest insured commercial, non-Medicaid enrollment of such plans

within the State involved.

In the text box below please provide either a World Wide Web URL link to

the HMO's benefit package or insert a copy of the entire HMO's benefit

package.

X Secretary-approved Coverage - Any other health benefits coverage that the

Secretary determines provides appropriate coverage for the population served.

Provide a full description of the benefits in the plan, including any applicable

limitations. Also include a benefit by benefit comparison to services in the

State plan or to services in any of the three Benchmark plans above

1) The new State Plan service, MTM, will be available to all eligible

enrollees, identified in this SPA, residing in the Bronx meeting specific

State defined inclusion criteria.

	

MTM services will be provided in addition to all State Plan services. These services will

continue to be included for enrollees opting to participate in the MTM program; no State Plan

services will be excluded.
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2) Medication Therapy Management will provide one-on-one, face-to-face medication therapy

services provided by trained, qualified NYS Medicaid MTM pharmacists who possess a New

York State pharmacy license. The services will be rendered in Medicaid enrolled retail

	

pharmacies that have received a NYS Medicaid MTM-designation. Asthma will be the initial

chronic medical condition to be addressed in the Medicaid MTM program. The services to be

provided include:

o patient assessment (medical history as related by the patient);

o comprehensive patient medication therapy review;

o personal medication record (retained by the patient);

o medication action plan (for the patient to follow);

o assistance in finding a primary care physician (if needed);

o documentation of problems, resolutions, education and evaluation of patient response to

medication therapy including adverse events; and

o follow-up to ensure patient adherence with medication action plan and;

o -e ceurage-.patient self-management.

Enrollees will be provided MTM services from State trained, qualified Medicaid MTM

pharmacists performing within their scope of practice pursuant to NYS Education Law.

Pharmacists will not be providing medical advice to enrollees but will be conferring with the

enrollee's prescriber to share recommendations. These pharmacists are expected to also

facilitate linkage of the enrollee with a primary care provider (PCP) when the enrollee does

not have a PCP.

3) Enrollee choice and consent

The MTM program will be offered to eligible individuals meeting program criteria. Enrollee

eligibility for MTM services is based on specific inclusion criteria developed by the New York

State Medicaid program described in the targeting criteria.. Eligible enrollees will be invited to

voluntarily opt into the Medicaid MTM program and will receive notification containing the

name and contact information for Medicaid MTM-designated pharmacies in their area. The

notification will encourage the enrollee to contact the Medicaid MTM-designated pharmacy of

their choice to set up their initial visit.

Medicaid enrollees who agree to participate in the MTM program will be required to sign a

consent form, prior to the enrollee's first visit with a qualified Medicaid MTM pharmacist,

releasing identifiable health information to practitioners and pharmacists involved in the

enrollee's care and MTM program. Enrollees receiving MTM services may choose to

change either their Medicaid MTM designated pharmacy, change their qualified Medicaid

MTM pharmacist at any time or opt out of MTM services at any time.

4) Service setting
Services will be provided face-to-face by a qualified pharmacist in an area of a Medicaid

MTM-designated community pharmacy separate from the dispensing area to afford privacy

for discussion of the enrollee's medical and pharmaceutical issues. MTM services will only

be available at designated MTM pharmacies in the Bronx.

5) Frequency of service
Enrollees will be eligible for one initial visit and 6 subsequent visits per 12 month period.

TN#:

	

09-08

	

Approval Date:

	

DEC 16 2009

Supersedes TN#:

	

new I T'

	

Effective Date:

	

p

	

i zo



Attachment 3. t-C page g

6) Provider qualifications
Medicaid MTM-designated Pharmacies- In order to participate in the MTM program, a

pharmacy must: (1) be licensed and registered and in good standing with the Department of

Education Board of Pharmacy, (2) be enrolled and in good standing with the NYS Medicaid

program, (3) provide a current (and updated, as required) list of qualified MTM

pharmacist(s) in its employment and (4) provide a separate and private MTM counseling

area.

Qualified Medicaid MTM Pharmacists- In order to participate in the New York State

Medicaid MTM program, a pharmacist must: (1) be registered and in good standing with the

State Department of Education Board of Pharmacy and (2) be in good standing with the

NYS Medicaid program and (3) have completed the NYS Medicaid MTM training.

b) q Benchmark-Equivalent Benefits.

Specify which benchmark plan orplans this benefit package is equivalent to:

(i) Inclusion of Required Services - The State assures the. alternative benefit plan

includes coverage of the following categories of services: (Check all that apply).

O Inpatient and outpatient hospital services;

q Physicians' surgical and medical services;

C Laboratory and x-ray services;

1 Well-baby and well-child care services as defined by the

State, including age-appropriate immunizations in accordance with the

Advisory Committee on Immunization Practices;

0 Other appropriate preventive services including emergency services and

family planning services included under this section.

0 Additional services

Insert a full description of the benefits in the plan including any limitations.
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(iii) NMA The State assures that the benefit package has been determined to have an aggregate

actuarial value equivalent to the specified benchmark plan in an actuarial report that:

• Has been prepared by an individual who is a member of the American Academy of

Actuaries;
• Using generally accepted actuarial principles and methodologies;

• Using a standardized set of utilization and price factors;

• Using a standardized population that is representative of the population being served;

• Applying the same principles and factors in comparing the value of different

coverage (or categories of services) without taking into account any differences in

coverage based on the method of delivery or means of cost control or utilization

used; and
• Takes into account the ability of a State to reduce benefits by taking into account the

increase in actuarial value of benefits coverage without taking into account any

differences in coverage based on the method of delivery or means of cost control or

utilization used and taking into account the ability of the State to reduce benefits by

considering the increase in actuarial value of health benefits coverage offered under

the State plan that results from the limitations on cost sharing (with the exception of

premiums) under that coverage.

Insert a copy of the report.

iv N\A The State assures that if the benchmark plan used by the State for purposes of

comparison in establishing the aggregate value of the benchmark-equivalent package

includes any of the followingfour categories of services, the actuarial value of the

coverage for each of these categories of services in the benchmark-equivalent

coverage package is at least 75 % of the actuarial value of the coverage for that

category of service in the benchmark plan used for comparison by the State:

• Prescription drugs;
• Mental health services;
• Vision services, and/or
• Hearings services,

In the text box below provide a description of the categories of benefits

	

included and the actuarial value of the category as a percentage of the actuarial

value of the coverage for the category of services included in the benchmark

benefit plan.

c Additional Benefits

_1 Insert a full description of the additional benefits including any limitations.

TN#:

	

09-08

	

j Approval Date:
DEC 1 Ll^u^

tint Date:Supersedes TN#:

	

new

	

.,

	

tl l

	

4 ^AA_



Attachment 3.1-C page 10

0 Other Additional Benefits (If checked, please describe)

3. Service Delivery System

Check all that apply.

X The alternative benefit plan will be provided on a fee-for-service basis

consistent with the requirements of section 1902(a) and implementing

regulations relating to payment and beneficiary free choice of provider.

q The alternative benefit plan will be provided on a fee-for-service basis

consistent with the requirements cited above, except that it will be operated

with a primary care case management system consistent with section

1905(a)(25) and 1905(t).

q The alternative benefit plan will be provided through a managed care

organization-consistent-with applicable managed care requirements (42 CFR

438, 1903(m), and 1932).

q The alternative benefit plan will be provided through PIBPs (Pre-paid

Inpatient Health Plan) consistent with 42 CFR 438.

q The alternative benefit plan will be provided through PAHPs (Pre-paid

Ambulatory Health Plan).

q The alternative benefit plan will be provided through a combination of the methods

described above. Please describe how this will be accomplished.

C

4. Employer Sponsored Insurance

q The alternative benefit plan is provided in full or in part through premiums paid for an

employer sponsored health plan.

I
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5. Assurances

N\A The State assures EPSDT services will be provided to individuals under 21 years old who

are covered under the State Plan under section 1902(a)(IO)(A).

q Through Benchmark only

0 As an Additional benefit under section 1937 of the Act

X The State assures that individuals will have access to Rural Health Clinic (RHC) services

and Federally Qualified Health Center (FQHC) services as defined in subparagraphs

(B) and (C) of section 1905(a)(2).

X The State assures that payment for RHC and FQHC services is made in accordance

with the requirements of section 1902(bb) of the Act.

X The State assures transportation (emergency and non-emergency) for individuals enrolled in

an alternative benefit plan. Please describe how and under which authority(s) transportation is

assured for these beneficiaries.

All modes of transportation are available to Medicaid enrollees, when necessary to access

care and service covered under the Medicaid Program. Medicaid transportation is an optional

item of medical assistance, per New York Social Services taw at § 365-a. Implementation

of this law is found at Title 18 New York Code of Rules and Regulation at section 505.10

and is on file in New York's State Plan.

6. Economy and Efficiency of Plans

	

X The State assures that alternative benefit coverage is provided in accordance with Federal

upper payment limits procurement requirements and other economy and efficiency principles

that would otherwise be applicable to the services or delivery system through which the

coverage and benefits are obtained.

7. Compliance with the Law

X The State will continue to comply with all other provisions of the Social Security

Act in the administration of the State plan under this title.

8. Implementation Date

X The State will implement this State Plan amendment on I January 6, 2010 1 (date).
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Provisions for Providing
Medical Assistance Transportation

Attachment 3.1-D
Page-1-

Tie following provisions set forth the Department's policy concerning transportation services pro vided to MedicalAssistance (MA) recipients for the purpose of obtaining necessary medical care and services which can be paid for under the

	

MA program. These provisions set forth the standards which the Department will use in determining when the MA program willpay for transportation and describes the prior authorization process for obtaining payment.

The MA program covers all modes of transportation, including, but not limited to: emergency ambulance and non-emergencymodes of transportation. Transportation is provided by service providers at Department -established fee schedules set at levels where theDepartment can successfully assure the availability of medically necessary transportation to services covered by the MA program.
A.

	

Prior Authorization

1. Prior authorization is required for the following:

a. all transportation to obtain medical care and services, except emergency ambulance transportation orMedicare approved transportation by ambulance service provided to an MA-eligible person who is also eligiblefor Medicare Part B payments.

b. transportation expenses of an attendant for the MA recipient.

	The provisions set forth the standards to be used in evaluating prior authorization requests and provides the prior authorizationofficial (i.e., the Department, the county depadment of social services, or they d, ',noted agents) with the authority to a[mroveor deny reimbursement to MA recipients for the use of private vehicles (personal cars) or mass transportation which therecipient uses for the usual activities of daily living. A prior authorization official may approve reimbursement for the use ofpersonal cars or mass transportation, however, if, in the opinion of the prior authorization official, circumstances so warrant. AR& auftrization official

	

ve [Rimbursernent for the use of some other mode of tra

	

rtation such asambulance, wheelchair or stretcher van, or taxilifvery, as required by the MA recW- t.

2. Criteria to be used by the prior authorization official in making prior authorization determinations are:
a. the MA recipient has access to necessary medical care or services by use of a private vehicle or by means ofmass transportation which is used by the recipient for the usual activities of daily living;

b. the frequency of visits or treatments within a short period of time whereby the recipient would suffer financialhardship if required to make payment for the transportation;

c. the nature and severity of the MA recipient's illness which necessitates transportation by a mode other thanthat ordinarily used by the MA recipient (such as an acute event wherein an ot herwise ambulatory recipientbecomes physically disabled);

d. the geographic locations of the MA recipient and the provider of medical care and services;

e. the medical care and services available within the common medical marketing area of the MA recipient'scommunity;

f. the need to continue a regimen of medical care or service with a specific provider; and,

g. any other circumstances which are unique to a particular MA recipient and which the prior authorization officialdetermines have an effect on the need for payment of transportation services.
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The decision to require the MA recipient to travel using a personal vehicle, public transit, or taxi is made by the prior
authorization official based upon the prior authorization official's knowledge of personal vehicle ownership and the local public
transit routes. When a more specialized mode of transportation is required, such as wheelchair or stretcher van, or ambulance.
the prior authorization official will make a decision on the proper mode of transport after consideration of information obtained
from a medical practitioner, supervisors, the Department, program guidance materials, and any other source available, that will
help the official to make a reasoned decision.

B.

	

Payment

1. Criteria to be used when establishing payment for medical assistance transportation:

a. Social services districts have the authority to establish payment rates with vendors of transportation services
which will ensure the efficient provision of appropriate transportation for MA recipients in order for the
recipients to obtain necessary medical care or services. Social services districts may establish such rates in a
number of ways, which may include negotiation with the vendors. However, no established rate will be
reimbursed unless that rate has been approved by the Department as the Department established rate.

i. The State defines "department established rate" as the rate for any given mode of transportation which
the department has determined will ensure the efficient provision of appropriate transportation to MA
recipients In order for the recipients to obtain necessary medical care and services.

ii. The department may either establish rate schedules at which transportation services can be assured or
delegate such authority to the social services districts. Delegation of authority exists only in episodic
circumstances in which immediate transportation is needed at a cost not considered in the established
fee schedule. In order to ensure access to needed medical care and service, the social services districts
will approve a rate to satisfy the immediate need.

iii.	Plans, rate schedules or amendments may not be implemented without departmental approval.
iv. Social services districts have no authority to establish a fee schedule without the Department's

involvement: there Is no incongruity between the Department's and social services district's fee
schedules.

v. Payment for reimbursement of the MA recipient'soersonal vehicle will be made at the Internal Revenue
Service's established rate for Medical Mileage. Payment of reimbursement for use of a personal vehicle
of a volunteer driver or family member of a MA recipient will be made at the Internal Revenue Service's
established rate for Standard Mileage.

b. Payment for transportation is only available for transportation to and from providers of necessary medical care
and services which can be paid for under the MA program. MA payment for transportation will not be made if
the care or services are not covered under the MA program.

c. MA payment to vendors of transportation services is limited to situations where an MA recipient is actually
being transported in the vehicle.

d. MA payment will not generally be made for transportation which is ordinarily made available to other persons
in the community without charge. If federal financial participation is available for the costs of such
transportation, the MA program is permitted to pay for the transportation.

e. Vendors of transportation services must provide pertinent cost data to a social services district upon request
or risk termination from participation in the MA program.

Finally, the provisions require social services districts to notify applicants for and recipients of MA of the procedures for
obtaining prior authorization of transportation services.
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-organ and

	

ces must be performed in
hospitals approved by the 0c=J i

	

of Himith and the hospital uxt be a
of the Organ Procurement and Transplantation N approved by the

secretary, U.S. Department of Health and n man services and mast abide by
its rules and requirements.

^Tlee hospital must participate in a patient registry program with an
organ procurement organization designated by the Secretary, U.S. Department
of Health and Human Services.

-The hospital must ensure that written policies are developed and
that the written criteria used for the selection of patients for transplant
services must be consistent with professional standards of practice and
applied c x sittent1y..

	

-mss 589 of the Laws of 1990 amerded the Public Health Law to
provide for mxzre equitable aces to donated organs. To ensure equitable
access to human organs to persons in need of transplants:

- Each Organ Procurement Organization (OPO) must maintain a single
waiting list for each type of organ and the policies and
pr kbares for distributing organs to potential recipients must
take into account patient factors such as tissue type.

- No OPO designated to serve any part of New York State shall place
any person on a waiting list for the allocation of organ(s) for
transplantation if that person is listed ' cn arothex u%iting list
for the sane organ. ' Tice OPO must insure that the patient is not
already listed by another OPO.

- Each facility performing transplant services shall inform every

	

transplant candidate that no patient may place his or her n ame cn
a waiting list ; a1 ned by an OPO designated to serve any part
of New York State if the person is listed on any other waiting
list maintai ned by another such OPO.

-'fl hospital must maintain a record of all patients who are referred
for transplantation and the date of their referral, the r.i1ts of the

	

evaluation of all candidates for transplantation which documents the reasons
a calryl

	

is determined to be either suitable or imitable for
transplantation, the date suitable carxii.dates are selected for
transplantation, the date the transplantation stiugery coaurr +ed, the organs
utilized, and the donor.
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ATTACHMENT 3.1-F
Page 1

OMB No.:0938-933

A. Section 1 32 a)(1 A) of the Social Security Ac.

The State of New York enrolls Medicaid beneficiaries into managed care entities
(managed care organizations (MCOs) and/or primary care case managers (PCCMs))
in the absence of section 1115 or section 1915(b) waiver authority. This authority is
granted under section 1932(aX1XA) of the Social Security Act (the Act). Under
this authority, a state can amend its Medicaid state plan to require certain categories
of Medicaid beneficiaries to enroll in managed care entities without being out of

	

compliance with provisions of section 1902 of the Act on statewideness- (42 CFR

	

431.50), freedom of choice (42 CFR 431.51) or comparability (42 CFR 440234).
This authority may not be used to mandate enrollment in. Prepaid Inpatient Health
Plans (P!HPs), Prepaid Ambulatory Health Plans (PAHPs), nor can it be used to
mandate the enrollment of Medicaid beneficiaries who are Medicare eligible, who
are Indians (unless they would be enrolled in certain plans- -see D.2.ii. below), or
who meet certain categories of "special needs" beneficiaries (see D2.iii. - A.
below)

B. - General Description of the Program and Public Process.

In April 2007, the New York legislature authorized the Department ofHealth (DOH)to
establish Chronic Illness Demonstration Projects (CIDPs) to test models of care
management and coordination to address the complex health and social needs of
Medicaid fee-for-service recipients with complex behavioral and medical health
conditions. Enrollment into the program will be voluntary in select geographic areas
across the state.

NY DOH will award a contract to a. CIDP entity that will function as the overral:
Primary Care Case Management entity.' Each' C1DP entity- will be responsible for
ensuring the provision of primary care services in accordance with 1905(txl). CIDP
entities will be responsible for the following fimctions: locate eligible beneficiaries;
complete-an initial health assessment and periodic reassessments; develop and updatea
.care/service plan; coordinate- care/discharge referral among multiple providers;
maintain state -specified frequency ofcontact (telephonic and in -home/provider office)
with beneficiaries; and report specified process and outcome measures.

For B. l and B.2, place a check mark on any or all that apply.

1. The State will contract with an

i. MCO
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State: New York

Citation Condition or Requirement

ii. PCCM (including capitated PCCMs that qualify as PAHPs)
iii. Both

42 CFR 438.50(b)(2)

	

2. The payment method to the contracting entity will be:
42 CFR'438.50(bX3)

i. fee for service;
ii. capitation;,

a case management fee;
3®iv. a bonustincentive payment;

v: a supplemental payment, or
__3vi. other. (Please provide a description below).

Contractors will be at-risk for a portion of the monthly care coordination fee
(MCCF) if quality, reporting and performance standards are not achieved. Airy
necessary recoupment of the MCCF will be withheld from future payments due to .
the contractor, and the federal portion of the recoupment will be returned to CMS.

In addition, the DOH will make available funds for shared cost savings incentive
payments. Only contractors that have meet all quality, reporting and performance
standards will be eligible to participate in the shared savings. Shared savings
incentive payments will not exceed 105% of the aggregate payment for Medicaid
services received.

Reconciliation of at- risk and shared savings will be done annually, after the first
contract year.

1905(t)

	

3. For states that pay a PCCM on a fee-for-service basis, incentive
42 CFR 440.168

	

payments are permitted as an enhancement to the PCCM's
42 CFR 438.6(cXSXiii)(iv)

	

case management fee, if certain conditions are met.

If applicable to this state plan, place a check mark to affirm the state has met
all of the following conditions (which are identical to the risk incentive rules
for managed care contracts published in-42 CFR 438.6(cX5Xiv)).

_3 i. Incentive payments to the PCCM will not exceed 5% of the total
FFS payments for those services provided or authorized by the
PCCM for the period covered.

-,/-ii. Incentives will be based upon specific activities and targets.
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Citation. Condition or Requirement

-V-iii. Incentives will be based upon a fixed period of time.

__1 iv. Incentives will not be renewed automatically.

3_v. Incentives will be made available to both public and private
PCCMs.

vi. Incentives will not be conditioned on intergovernmental transfer
agreements.

vii. Not applicable to this 1932 state plan amendment.

	

CFR 438.50(bX4)

	

4. Describe the public process utilized for both the design of the program and its
initial implementation. In addition, describe what methods the state will use to

	

ensure ongoing public involvement once the state plan program has been
implemented. (Example public meeting; advisory groups.)

The demonstrations are to be established by a competitive procurement or
discretionary grant. Prior to the development of the RFP document the DOH Office
of Health Insurance Programs (OHIP) consulted with many stakeholders, including:
New York State (NYS) DOH public health experts in chronic disease; sister
agencies such as the Office of Mental Health (OMH) and the Office of Alcohot and
Substance Abuse Services (OASAS); experts in public health policy; experts in
Medicaid quality improvement; public health research scientists; and medical and
behavioral health providers. The purpose of this collaboration was to solicit input
and expertise to assist in the design of a solicitation document that would support
the development of CIDP programs that would address the complex needs of this
population and fulfill the intent of the legislation. Based on the input received, the
RFP document was developed and made available for comment to many of the
aforementioned entities.

In accordance with procurement regulations, an advertisement was placed in the "New
York State Contract Reporter" informing the public that the CIDP RFP was to be
released. The RFP and supportive documentation were also made available on the
DOH website. Interested parties and potential bidders were sent letters via both the US
Postal system and electronic mail informing them of the release ofthe RFP and inviting
them to the Pre-Bid Conference. The Pre-Bid Conference, held after the RFP release,
offered interested parties and potential bidders an opportunity to seek clarification and
ask questions regarding the solicitation. All questions and answers discussed at the
Pre-Bid Conference or submitted post-Conference were made public on the DOH
website and sent to all interested parties, potential bidders and those entities that had
submitted a letter of interest. A press release was issued from
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Citation Condition or Requirement

the Commissioner of Health, with supportive comments from both the
Commissioners of OMH and OASAS, promoting the goals and availability of
funding for the CIDPs. In accordance with the guidelines for bidder proposal
submission evaluation and selection, applicants were competitively selected for
contract award.

During the implementation and operations of the CIDPs DOH will maintain a
highly collaborative and coordinated working relationship with each of the CIDP
programs. During the course of the demonstrations there will be opportunities for
stakeholders to provide ongoing feedback. For example, DOfi will conduct
semiannual multistakeholder collaborative meetings to foster learning, information
sharing, problem solving and to provide technical assistance to the CIDPs. Medical
and behavioral providers, social service agencies, community based organization,
local government, OMH and OASAS representatives staff and other interested
parties will also be included in the collaborative sessions. Additionally, DOH will
solicit input on a quarterly basis at the Medicaid Advisory Committee meetings.

The state plan program will ___/will not " implement mandatory
enrollment into managed care on a statewide basis. If not statewide,
mandatory/ voluntary

	

V' enrollment will be implemented in the
following county/area(s):

i,

	

county/counties (mandatory)

ii. county/counties .(voluntary)

	

"See county list- 5.iv.

iii. area/areas (mandatory)

iv. area/areas - (by(voluntary) "Portions of these counties

Albany
Bronx
Erie
Kings
Nassau
New York
Queens
Rensselaer
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Saratoga
Schenectady
Suffolk
Westchester

C. State Assurances and Compliance with the Statute and Regulations.

If applicable to the state plan, place a check mark to affirm that compliance with the
following statutes and regulations will be met.

1.

		

The state assures that all of the applicable requirements of
section 1903(m) of the Act, for MCOs and MCO contracts will be met.

2. 3 The state assures that all the applicable requirements of section 1905(t)
of the Act for PCCMs and PCCM contracts will be met.

3. 3 The state assures that all the applicable' requirements of section 1932
(including subpart (a)(IXA)) of the Act, for the state's option to limit freedom
of choice by requiring recipients to receive their benefits through managed
care entities will be met.

4. The state assures that all the applicable requirements of 42 CFR 431.51
regarding freedom ofchoice for family planning services and supplies as
defined in section 1905 (aX4XC) will be met.

5. 3 The state assures that all applicable managed care requirements of
42 CFR Part 438 for MCOs and PCCMs will be met.

6. The state assures that all applicable requirements of 42 CFR 438.6(c)
for payments under any risk contracts will be met.
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1932(aXIXA)

	

7.

	

The state assures that all applicable requirements of 42 CFR447.362 for
42 CFR 447.362

	

payments under any nonrisk contracts will be met.
42 CFR 438.50(cX6)

45 CFR 74.40

	

8. L

	

The state assures that all applicable requirements of 45 CFR 92.36 for
procurement of contracts will be met.

D. ]Eligible groups
Enrollment will be voluntary

1932(aXIXAXi)

	

1.

	

List all eligible groups that will be enrolled on a mandatory basis.

2._ Mandatory exempt groups identified in 1932 (aXl)(A)(i) and 42 CFR 438.50.

Use a check mark to affirm if there is voluntary enrollment any of the
following mandatory exempt groups-

I932(a)(2)(B)
42 CFR 438(dXl)

i.

	

Recipients who are also eligible for Medicare.

If enrollment is voluntary, descnbe.the circumstances of enrollment.
(Example: Recipients who become Medicare eligible during mid-
enrollment, remain eligiblefor managed care and are not'disenrolled into

fee-for-service.)

I932(a)(2)(C)

	

ii.

	

Indians who are members of Federally recognized Tribes except when
42 CFR 438(dX2) the MCO or PCCM is operated by the Indian Health Service or an Indian

Health program operating under a contract; grant or cooperative agreement
with the Indian Health Service pursuant to the Indian Self Determination
Act; or an Urban Indian program operating under a contract or grant with
the Indian Health Service pursuant to title V of the Indian Health Care
Improvement Act.

1932(aX2)(AXi)

	

iii.

	

Children under the age of 19 years, who are eligible for Supplemental
Security Income (SSI) under title XVI.

1932(aX2XAXiii)

	

iv.

	

Children under the age of 19 years who are eligible under
42 CFR 438.50(d)(3Xii)

	

1902(eX3) of the Act.

l 932(aX2)(AXv)

	

v.

	

Chi ldren under the age of 19 years who are in foster care or other out-of-
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42 CFR 438:50(3)(iit')•

	

the-home placement.

1932(aX2XAXiv)

	

vi.

	

Children under the age of 19 years who are receiving foster care or42 CFR 438.50(3)Ov)

	

adoption assistance under title IV-E.

1932(a)(2XAXii)

	

vii.

	

Children under the age of 19 years who are receiving services through a42 CFR 438.50(3)(v) family-centered, community based, coordinated care system that receives
grant fiends under section 501(aX1)(D)•oftitle V, and is defined by the state
in terms of either program participation or special health care needs.

E. Identification of Mandatory empt Groups
Enrollment will be voluntary; children under age 19 are excluded

1932(a)(2)

	

1. Describe how the state defines children who receive services that are funded42 CFR 438.50(d)

	

under section 501(aXl)(JD) of title V. (Examples: children receiving services
at a specf c clinic or enrolled in a particular program.)

'932(a)(2)

	

2. Place a check mark to affirm if the state's definition of title V children
42 CFR 438.50(d)

	

is determined by:

program participation,
speciaihealth care. needs, or
both

1932(a)(2)

	

3. Place a check mark to affirm if the scope of these title V services .42 CFR 438.50(d)

		

is received through a family-centered, community-based, coordinated
care system.

L yes
ii.

	

no

1932(a)(2)

	

4. Describe how the state identifies the following groups ofchildren who are exempt42 CFR 43850 (d)

	

from mandatory enrollment: (Examples: eligibility database, self-ident fcation)

i.

	

Children under 19 years ofage who are eligible for SSI under title XVI;

ii.

	

Children under 19 years of age who are eligible under section 1902
(e)(3) of the Act;
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iii. Children under 19 years of age who are in: foster care or other out-
of-home placement;

iv. Children under, 19 years of age who are receiving foster care or
adoption assistance.

5. Describe the state's process for allowing children to request an exemption from
mandatory enrollment based on the special needs criteria as defined in the state
plan if they are not initially identified as exempt. (Example: self-identification)

6. Describe how the state identifies the following-groups who are exempt from
mandatory enrollment into managed care: (Examples: usage of aid codes in the
eligibility system, self- ident fication)

i. Recipients who are also eligible for Medicare.

ii. Indians who are members of federally recognized Tribes except when
the MCO' or PCCM is operated by the Indian Health Service or an
Indian Health program operating under a contract, grantor cooperative •
agreement with the Indian Health Service pursuant to the Indian Self
Determination Act; or an Urban Indian program operating under a
contract or grant with the Indian Health Service pursuant to title V of
the Indian Health Care Improvement Act.

1932(a)(2)
42 CFR 438.50(d)

1932(a)(2)
42 CFR 438.50(d)

42 CFR 438.50 F. 1st other eliaib u

mandatory enrollment

Enrollment will he voluntary

s I rev ous neoiwnow xe

42 CFR 438.50 0. List all other ell ible groups who will be-permitted to enroll on a voluntary basis

The eligible group for voluntary enrollment includes disabled Medicaid FFS recipients,
exempt or excluded from managed care, who are medically and behaviorally complex
and receive services across multiple provider agencies, and:

o Have full Medicaid coverage,
• Have multiple co-morbid chronic conditions, such as, but not limited to:

asthma, cardiovascular disease, chronic kidney disease and end stage renal

TN No. 0$1
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failure, congestive heart failure, coronary atherosclerosis, diabetes, history

of acute myocardial infarctions, HIV/AIDS, hypertension, obstructive

pulmonary disease, and sickle cell anemia;
o Are 19 years of age or older, ,

Are within the geographic catchments area of the CIDP;

May have mental illness and chemical dependence, either singularly or co-

occurrim
® May be in the Recipient Restriction Program;

o May be homeless;
May be a Native American;

® Are not dually eligible for Medicare and Medicaid;

Q Are not enrolled in a Managed Care Plan, Special Needs Plan, Managed

Long Term Care Plan, or Family Health Plus;

® Are not residing in a State-operated psychiatric center or fi standing

psychiatric hospital, Intermediate Care Facility, Residential Health Care

Facility, Skilled Nursing Facility, Alcohol and Substance Abuse or

Chemical Dependence Long Term Residential treatment program, or

hospice;
" Are not in receipt of Medicaid Home and Community Based Waiver

(HCBW) services; and
e Are not individuals who have a documented diagnosis of metal retardation

or a developmental disability based on NYS Mental Hygiene Law.

. H. Enrollment

Not Applicable (no default enrollment)

1932(aX4)
42 CFR 438.50

1. Definitions

i. An existing provider-recipient relationship is one in which the
provider was the main source of Medicaid services for the recipient

during the previous year. This may be established through state

records ofprevious managed care enrollment or fee-for-service
experience, or through contact with the recipient.

ii. A provider is considered to have "traditionally served" Medicaid

recipients if it has experience in serving the Medicaid population.

	

I932(a)(4)
42 CFR 438.50

2. State process for enrollment by default.
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Describe how the state's default enrollment process will preserve:

i..

	

the existing provider-recipient relationship (as defined in H.I.i).

ii,

	

the relationship with providers that have traditionally served
Medicaid recipients (as defined in H.2.ii).

the equitable distribution of Medicaid recipients among qualified
MCOs and PCCMs available to enroll them, (excluding those that ere
subject to intermediate sanction described in 42 CFR 438.702(aX4));
and disenroliment for cause in accordance with 42 CFR 438.56
(dx2). (Example: No auto-assignments will be made tfMCO meets a
certain percentage of capacity)

l 932(aX4) 3. As part of the state's discussion on the default enrollment process, include
42 CFR 438.50

	

the following information:

i. The state will

	

/will not

	

use a lock-in for managed care
managed care.

ii. The time frame for recipients to choose a health plan before being auto-
assigned will be

iii. Describe the state's.process for notifying Medicaid recipients of their
auto-assignment. (Example: state generated correspondence.)

iv. Describe the state's process for notifying the Medicaid recipients who
are auto-assigned of their right to disenroll without cause during the
first 90 days of their enrollment. (Examples: state generated
correspondence, HMO enrollment packets eta)

v. Describe the default assignment algorithm used for auto-assignment.
(Examples: ratio of plans in a geographic service area to potential
enrollees, usage of quality indicators.)

0
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vi. Describe how the state will monitor any changes in the rate of default
assignment. (Example: usage ofthe Medical Management Information
System (MMIS), monthly reports generated by the enrollment broker)

I932(aa4)
42 CFR 438.50

1. State assurances on the enrollment Mwm

Recipient enrollment in a CIDP will be on an "opt-W. voluntary basis. Recipients will
be notified by two consecutive mailings, first from the DOH and second from the CIDP

	

contractor regarding their eligibility to enroll in a CIDP and providing information on
the demonstration program. Other Department approved methods of outreach to
recipients not responsive to mailings will be utilized as needed, e.g. telephoning,
utilizing community. outreach workers, and outreach and enrollment during network
provider visits. All contractor communications with recipients will be approved by the
DOH,- including letters of notification, brochures and educational materials and
telephonic scripts.

Recipient enrollment may be conducted face to face or telephonically. At the time of
enrollment the recipient must provide their written consent to participate in the CIDP
program. At the time of enrollment each enrollee will be notified of their right to
disenroll or "opt our of the CIDP at anytime. The enrollee will also be notified that
enrollment in a CIDP will not limit or impair their ability to access Medicaid services
to which they are entitled.

Place a check mark to affirm the state has met all of the applicable requirements of
choice, enrollment, and re-enrolleent.

3 The state assures it has an enrollment system that allows recipients who are
already enrolled to be given priority to continue that enrollment if the MCO or
PCCM does not have capacity to accept all who are seeking enrollment under

the program.

2.	The state assures that, per the choice requirements in 42 CFR 438.52,
Medicaid recipients enrolled in either an MCO or PCCM model will have a
choice of at least two entities unless the area is considered rural as defined in 42
CFR 438.52(bX3).

3.	The state plan program applies the rural exception to choice requirements of
42 CFR 438.52(a) for MCOs and PCCMs.
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3 This provision is not applicable to this 1932 State Plan Amendment. .

4. The state limits enrollment into a single Health Insuring Organization (H1O),

if and only if the HIO is one of the entities described in section 1932(aX3XC) of

	

the Act; and the recipient has a choice of at least two primary care providers'

within the entity. (California only.)

3 This provision is not applicable to this 1932 State Plan Amendment.

5. The state applies the automatic reenrollment provision in accordance
with 42 CFR 438.56(g) if the recipient is disenrolled solely because he or she

loses Medicaid eligibility for a period of2 months or less..

	

3 This provision is not applicable to this 1932 State Plan Amendment

1932(aX4)

	

J.

	

Disenrollment

42 CFR 438.50
1. The state will/will not .3

	

use lock- in for managed care.

2. The lock-in will apply for

	

months (up to 12 months).

3. Place a check mark to affirm state compliance.

3 The state assures that beneficiary requests for disenrollment (with

	

and without cause) will be permitted in accordance with 42 CFR 438.56(c).

4. Describe any additional circumstances of "cause" for disenrollment (if any).

K. Information .requirements for beneficiaries

Place a check mark to affirm state compliance.

3 The state assures that its state plan program is in compliance with 42 CFR

438.10(i) for information requirements specific to MCOs and PCCM-programs

operated under section 1932(aXI XAXi) state plan amendments. (Place a check

mark to affirm state compliance.)

List all services that are excluded for each model (M CO & PCCM)

TN No. 08-62
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State: New York -

Citation Condition or Requirement

	

There are no Medicaid covered services excluded for CIDP enrollees.
Recipients/enrollees will continue to receive all Medicaid covered services via the fee-
for-service system

1932 (aXIXAX ii)

	

M. Selective contracting under a 1932 state plan option

To respond to items #1 and #2, place a check mark. The third item requires a brief
narrative.

1. The state will 3

	

/will not

	

intentionally limit the number of entities it
contracts under a 1932 state plan option.

2. d The state assures that if it limits the number of contracting entitles, this
limitation will not substantially impair beneficiary access to services.

3. Describe the criteria the state uses to limitthe number of entities it contracts under
a 1932 state plan, option. (Example: a limited number of providers and/or
enrollees.)

	

:..__

To establish the CIDP programs NYS utilized a request for proposal (RFP) competitive
procurement. Eligible bidders authorized to submit a proposal submission for a CIDP were
mandated in Social Services Law § 364-1 that authorized the demonstrations. The RFP
document included detailed specifications and technical requirements. Each bidder was
required to submit a Technical Proposal and a Financial Proposal, which were evaluated by
separate teams following criteria developed from RFP requirements, detailed specification
and cost requirements. All evaluation and selection documents were reviewed and approved
by the DOH Procurement Division prior to receipt of the proposals. The results of the
evaluation were then reported to the selection committee, who made the final award(s)
determination. Oversight of the procurement and contractor selection process is done by the
NYS Office ofthe State Comptroller who must review and approve all processes, documents
and contracts for accuracy and compliance with NYS financial and procurement laws.

4. The selective contracting provision in not applicable to this state plan.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
STATE

	

NEW YORK

	

COORDINATION OF TITLE XIX WITH PART A AND PART B OF TITLE XVIII

The following method is used to provide benefits under Part A and Part B of title XVIII to the
groups of Medicare-eligible individuals indicated:

A.

	

Part B buy-in agreements with the Secretary of HHS. This agreement covers:

1. q Individuals receiving SSI under title XVI or State supplication, who are
categorically needy under the State's approved title XIX plan.

Persons receiving benefits under title 11 of the Act or under the Railroad
Retirement Systems are included:

Yes q

	

No q

Individuals receiving SSI under title XVI, State supplementation, or a money
payment under the State's approved title IV-a plan, who are categorically needy
under the State's approved title XIX plan.

Persons receiving benefits under title II of the Act or under the Railroad
Retirement System are included.

Yes 1XI No q

3. q All individuals eligible under the State's approved title XIX plan.

4. M Qualified Medicare beneficiaries provided by section 301 of PL.100-360 as
amended by section §434 of PL. 100-647.

B. Part A group premium payment arrangement entered into with the Social Security
Administration. This arrangement covers the following groups:

Qualified Medicare beneficiaries provided by section 301 of PL. 100-360 as amended
by section §434 of PL.100-647.

C. Payment of Part A and Part B deductible and coinsurance costs. Such payments are
made in behalf of the following groups.

Qualified Medicare beneficiaries provided by section 301 of PL.100-360 as
amended by section §434 of PL.100-647.

2.

	

All Title XIX recipients covered under Part A or B of Title XVIII and eligible for
Part A or B services covered by Medicaid.

04 My
Approval Dat
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State:

	

New York

COORDINATION OF TITLE X WITH PART B OF TITLE XVIIII

[Dual eligibles (Medicaid and Medicare eligible) who are not Qualified Medicare

Beneficiaries: The MA program will pay on behalf of MA recipients who are not

qualified Medicare beneficiaries the full amount of any deductible and coinsurance costs

incurred under Part B of Title XVIII of the Social Security Act, provided that such costs

were incurred for care, services or supplies included in the MA Program.]

4 2003
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STATE PLAN UNDER TITLE XIX OF THE
SOCIAL SECURITY ACT - ATTACHMENT 4.11-A

STATE OF NEW YORK

STANDARDS FOR INSTITUTIONS AND SUPPLIERS OF SERVICES

Department of Health
Citation: 10 NYCRR, HEALTH, Volume A

Chapter II. Administrative Rules and Regulations
Subchapter D Laboratories

Part

58

	

Clinical Laboratories and Blood Banks

Citation: 10 NYCRR, HEALTH, Volume A-i
Subchapter J Controlled Substances

Part

80 Rules and Regulations on Controlled Substances

Subchapter K Hospitals and Related Facilities

Part

81

	

Residential Health Care Facilities: Patient Abuse
82

	

Hospital Survey Planning and Review
83

	

Shared Health Facilities

	

-
85

	

Medical Assistance-Benefits

Subchapter L X-ray Technology and Chiropractic Use of X-ray -

Part

89 • Practice of X-ray Technology

Subchapter M Physician's Assistance, Prohibited Discrimination in Hospital
Staff Appointments and Priviliges

Part

94

	

Physician's Assistants and Specialist's Assistants

Subchapter N Practice of Nursing Home Administration and Home Nursing
-

	

--amt Health Services. and Agencies - -

I Licensure and Practice of Nursing Home Administration

rye

	

•..-,

	

.r- y F
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SubcPfaoter P Health Maintenance Organization

Part

98

	

Health Maintenance Organization

Department of Health
Citation: 10 NYCRR HEALTH, Volume C

Chapter V Medical Facilities
Subchapter A Medical Facilities - Minimum Standards

Article 1 General

Part

400 All Facilities--General Requirements
401 All Facilities--Operating Certificates

Article 2 Hospitals

Part

405 Hospitals--Minimum Standards

Article 3 Residential Care Facilities

Part

410 Respite Demonstration Projects
411 Ombudsmen Access to Residential Health.Care Facilities
412 Reporting Information for Inspections
413 Consumer Information System
414 General Minimum Standards

Article 4 Nursing Homes

Part

- 415 Organization and Administration
416 Patient Services

Article 5 Health-Related Facilities

Part

#1u_ Iq -4- ^-i-

	

6

	

®

	

;1112 . MAY 0 7 1986,

O

420 Organization and Administration
421 Resident Services

Part

425 General Provisions
426 Organization and Admni ttration

c.F.;cv-^

	

42i Registrant Services

	

{

Article 6 Skilled Nursing and Health-Related Services; Non-Occupants
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Page 3

Article 7 Home Health Agencies: Treatment Centers and Diagnostic Centers

Part

430 - Certified Home Health Agencies
431 Treatment Centers and Diagnostic Centers

Subchapter B Hospital Establishment

Part

600 General Provisions
610 Special Requirements for Non-profit Corporations
620 Incorporations and Transfers of Proprietary Businesses
630 Special Requirements for Local Governmental Applicants
640 Procedures for Approval of the Development of Comprehensive

Health Services and the Establiihment, of Such Facilities

	

-
650 Dissolution of Corporations
660 Public Health Council Approval of Maintenance Programs
670 Determination of Public Need for Medical Facility Establishment

Subchapter C State Hospital Code

Article 1 General Provisions

Part

700 General
702 Environmental Health
703 Ambulatory Services
705 New Medical Technology and Health Services Demonstration Projects
706 Special Diagnostic and Therapeutic Services
707 Physician's Assistants and Specialist's Assistants
708 Appropriateness Review
709 Determination of Public Need for Medical Facility Construction

Article 2 Medical Facility Construction

Part

710 Approval of .Medical Facility Construction
711 General Standards for Construction

	

-
712 Standards of Construction for New Hospitals
713 Standards of Construction for New Nursing Homes
714 Standards of Construction for New Health-Related Facilities
715 Standards of Construction for New Diagnostic or Treatment facilities
716 Standards of Construction for New Rehabilitation Facilities

MAY 0 7 19 86

	

JAN. 0 1 1986
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6 Article 3 Hospital Operation

mart

720 Maximum Standard

•Article 4 Residential Health Care Facility Operation

Part

730 Organization and Administration
731. Patient Services
732 Penalties
733 Consumer Information System
734 Ombudsmen Access to Residential Health Care Facilities

Article 5 Health-Related Facility Operation

Part

740 Organization and Administration
741 Resident Services
742 Penalfies

'Article 6 Treatment Centers and Diagnostic Center Operation-

Part

750 General Provisions
751 Organization and Administration
752 Medical Staff Organization
753 Maternal, Child Health and Newborn Services
754 •Family Planning Services
755 Free-Standing Ambulatory Surgery Centers

Article 7 Certified Home Health Agencies

Part

760 Establishment

	

.
761 Certification
762 Approval of Construction
763 Organization and Administration
764 Patient Services
765 Approval and Licensure of Home Care Services Agencies
766 Licensed Home,Care Services Agency Organization and Administration
767 Licensed Home Care Services Agency Patient Services
770 Long Term Home Health Care Program

	

.
771 Organization and Administration of Long Term Home Health Care

Programs

	

_

•

	

-
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Article 8 Resides, al Health Care Facility Services for Nonoccupants

.7 Part

780 Genera! Provision
781 - Organization and Administration
782 Registrant Services

Chapter VI Emergency Services

Part

800 General

a
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Department of Mental Hygiene
Citation: 14 NYCRR, MENTAL HYGIENE, Volume A

Chapter I General

Chapter II All Facilities
Subchapter A Admission and Transfer of Patients

Subchapter B Institutional Care and Treatment

Part

21

	

Communications and Visits
22

	

Services of Legal Process, and Execution of Instruments by Patients
24

	

Investigation and Reports of Incidents.
25

	

Work Activities of Patients
27

	

Quality of Care and Treatment

Subchapter C Termination of Inpatient Care

Part

36

	

Discharge and Conditional Release of Patients
37

	

Procedure When Patients Leave Without Notice to the Facility

Subchapter D Safety

Part

45

	

Firearms

Subchapter E Facility Planning and Review

Part

51

	

Prior Approval by the Commissioner
52

	

Implementation of State Environmental Quality Review Act
53

	

Prior Approval of the Commissioner - Project Limited to

Part

4

8

9

Resi'dental Care for Mentally Retarded Persons Pending Admission to
State Schools
Public Access to Records of Department of Mental Hygiene and the
Facilities in the Department
Procedure Under Article 730 of the Criminal Procedure Law

Admission and Retention of Patients
Community Agreements Regarding Admission Procedures
Transfer of Patients

	

'
Procedure for Treatment and Hospitalization of Certain Mentally
Ill Prisoners, in Jails

Part

15 '
16
17
18

0

Facilities in the Community Residence Class

	

::^
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Chapter III Department Facilities

Part

55 `Facilities Established by the Commissioner
56

	

Department Facilities and Services Districts

Chapter IV Regulation and Quality Control
Subchapter A General Provisions

Part

70

	

Classes of Operating Certificates
71 -Visitation and Inspection of Facilities

-72 , Definitions Pertaining to this Chapter
•73' Operating Certificate Issuance and Limitation

Subchapter D Operation of Facilities

Part

82

	

Operation of Hospitals for the Mentally Ill
83

	

Operation of Psychiatric Inpatient Units of General Hospitals
84

	

Operation of Alcoholism Facilities
85

	

Operation of Outpatient Facilities for the Mentally Disabled

Chapter VII Mental Hygiene Facilities Improvement Fund

Part

150 Minimum Standards for Design, Construction and Equipment

Chapter VIII Drugs

Part

201 Pilot Clinic Programs for Treatment of Drug Addiction
202 Special Facilities Certified by the Commissioner for Drug Addicts

Subchapter C Contruction of Facilities

Part

86 7

77

	

Standards for Physical Facilities of Hospitals for the Mentally Ill, Schools
for the Retarded, and Alcohol Facilities

'78

	

Fire Protection Standards

MAY 0 7 1986 ^j"
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. ® Chapter X Alcoholism

Part`

303 7i bllcAccess to Records
304 Designation of Emergency Care Services for Intoxicated Persons

and -Persons Incapacitated by Alcohol
305 Preventive Counseling Services for Children of Alcoholics or

Alcohol Abusers
306 Incidents at Facilities for Alcoholism and Alcohol Abuse

330 Program Standards for Medical Ambulatory Services for Alcoholism
368 Declaratory Rulings
369 Appeals and Hearings
395 Alcoholism Counselors

Department of Mental Hygiene .
Citation: . 14 NYCRR, MENTAL HYGIENE, Volume B

Chapter XIII Office of Mental Health

Part

540 Patients Committed to the Custody of the Commissioner Pursuant to
CPL Article 730

.541 Defendants Committed to the Custody of the Commissioner Pursuant tb
CPL Section 330.20

-542 Safety Standards for Securing Firearms and Ammunition
561 Use of Space
575 Community Support Services for the Mentally I11
583 Pre-admission Certification Committees for Residential Treatment

Facilities for Children and Youth
584 Operation of Residential Treatment Facilities for Children and Youth
585 Operation of Outpatient Programs for the Mentally Ill
586 Operation of Community Residences

Chapter XIV Office of Mental Retardation and Developmental Disabilities

Part

676 Diagnostic and Research Clinics
679 Medicaid Assistance Payment for Ambulatory Services for the

Developmentally Disabled
680 Specialty Hospital
681 Operating Standards for Intermediate Care Facilities
688 Personal Care Services for Developmentally Disabled Persons Residing in

Foster Homes and Community Residences
690 Operating Standards for Day'Treatment Programs for Persons who

are Developmentally Disabled

Chapter XX Commission on Quality of Care

Part

w%s

700 Commission on Quality of Care for the Mentally Disabled

9N-iy -r7q71
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O
Chapter XXV Division of Substance Abuse Services

Part

1000 General

	

°
1010 Approval of Substance Abuse Services
1020 Requirements for the Operation of All Substance Abuse Programs
1030 Requirements for the Operation of Drug-Free Substance Abuse Programs
1040 Requirements for the Operation of Chemotherapy Substance Abuse Programs
1060 Public Access to Records

e
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DEP'ARTMENT,OF SOCIAL SERVICES
Citation: 18 .NYCRR, SOCIAL SERVICES, VOLUME B

Chapter 11 Regulations of the Department of Social Services
Subchapter C Social Services.
Article 2 Family and Children Services

Part

428 Standards for Uniform Case Records and Child Service Plans

Article 3 Child Care A?encies

Part

	

-441 , General
442 Institutions
443•. Certified and Approved Foster Family Boarding Homes-Agency Procedure

for Certification, Approval and Supervision
444 Requirements for Licensed, Certified and Approved Foster Family

Boarding Homes
447 Agency Boarding Homes
448 Group Homes
449 Supervised Independent Living
451 Group Emergency Foster Care

Article 5 Operating Certificates - Children's Facilities

Part

476 General
477 Issuance of Operating Certificates

Article 6 Certificates of Incorporation::^4iscellaneous Corporate Matters

Part

481 G eneral
482- Approval of Certificates of Incorporation
483 Miscellaneous

	

.
484 Development and Improvement of Community Facilities

Page 10
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UTILIZATION CONTROL IN INTERMEDIATE CARE FACILITIES

1.	Utilization control in intermediate care facilities is provided through

facility-based reviews.

2. Utilization control in intermediate care facilities for the mentally retarded

is through review by NYS OMRDD, Division of Quality Assurance staff, as well

as independent organizations under contract with NYS OMRDD.

MP/arb

MP-2-11

fJ oval Date APR 3 0 1991
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STATE PLAN UNDER TITLE XIX OP THE SOCIAL SECORITY ACT

MEDICAL ASSISTANCE PROGRAM

STATE OP NEW YO

Summary of Coo rative Arrangements with State Health and State VocationalRehabilitation Agencies and with Title V Grantees:
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COOP T

	

AGRZ

By

The State Department of Health, hereinafter referred to as "Health" and

	

the State Department of Social Services, hereinafter referred to as "Social

Services".

WITNESS

	

.

WHEREAS, On July 30, 1965, the "Social Security Amendments of 1965" were

enacted into law as Public Law 89-97, which among its provisions included the

enactment of Title XIX making additional funds available to the states for

Medical Assistance provided to eligible individuals; and

WHEREAS, Title XIX makes provision for the submission of a "State plan"

by a "single State agency";

WHEREAS, Chapter 356 of the Laws of 1966, added a new Title 11 to

	

Article 5 of the Social Services Law (sections 363, et sec.) promoting the

	

State's goal of making available to everyone regardless of race, age, national

origin, or economic standing, uniform high quality medical care, makes

provisions for a program of Medical Assistance for Needy Persons, hereinafter

referred to as "Medical Assistance" and designated Social Services the "single

State agency" for purposes of Title XIX; and

	WHEREAS, such a State plan heretofore has been developed 
by Social

Services pursuant to Title XIX and Title 11 and has been submitted to, and

	

approved by, the Health Care Financing Administration (HCFA), the federal

agency responsible for administration of Title XIX; and

WHEREAS, Title XIX makes provision for a state agency to be designated

to establish and maintain standards for institutions in which recipients of

Medical Assistance may receive care or services and permits certain functions

and services to be performed under such Title for the "single State agency" by

other state or local agencies; and

WHEREAS, Health is. the State agency which lic enses health institutions,

health .maint ce organizations and agencies, the primary health service

agency, and the agency designed to determine whether providers under Title

XVIII of t Social Security Act meet the standards for participation in such

program; and

WHEREAS, Chapter 474 of the Laws. of 1996 amended Title 11, by

designating Health. as the "single State agency" having overall responsibility

for the Medical Assistance program under Title XIX of the Social S ity Act

and Title 11 of Article 5 of the Social Services Law; for maintaining t
he

"State plan" for Medical Assistance and submitting amendment
s thereto to HCFA;

and for taking such steps., not inconsistent with law, as may be necessary to

obtain and retain approval of such plan by HCFA; and

3"o`Jal Date
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WHEREAS, Title 11, as amended, also designates Health as the agency

responsible for establishing and maintaining standards for hospital and

	related services and non-institutional care, reviewing 
and approving local

social services medical plans, establishing a uniform system of reports

relating to quality of medical care, reviewing the quality and availability of

medical care and services furnished under local social services medi
cal plans,

and providing consultative services to providers of care under the p
lan; and

WHEREAS, Title 11, as amended, designates Social Services as the agency

responsible for determining the eligibility for Medical Assist
ance of

applicants therefor, and for auditing payments to providers of care,
 services

and supplies under the medical Assistance program; and

WHEREAS, Health and Social Services, pursuant to Title 11, as amend
ed,

are authorized to enter into such -cooperative arrangements as shall be

necessary to assure that the purposes and objectives of the medical 
Assistance

program are effectively accomplished; and

WHEREAS, the Commissioner of Health has the authority, pursuant to Title

11, as amended, to delegate responsibility under Title 11 to other state

departments and agencies and to enter into memor anda of understanding as may

be necessary to carry out the provisions of Title 11; and

	

WHEREAS, Health and Social Services have been cooperating in carrying

out the directives of the Legislature in implementing the Federal requiremen
ts

under Title XIX and in defining the respective functions and responsibilities

of Social Services and Health under Title 11, as amended;

NOW, THEREFORE, in order to implement the Medical Assistance Program and

the Federal requirements applicable thereto, and to define the respective

functions and responsibilities of -Social Services and Health under such

program, to improve access to primary care for all recipients, to assure the

delivery of high quality care, to provide comprehensive care for the health

needs of all recipients and to improve the cost effectiveness of the medical

Assistance program, Social Services and Health agree as follows:

1.

	

FEDERAL RELATIONS

A. Health shall responsible for submitting amendments of the "State

plan" to HCPA necessary to implement the Medical Assistance program

and for conducting negotiations with respect thereto and appealing

denials thereof, in consultation with and with the participation of

Social Services, as may be necessary.

8. Health shall be responsible for submitting Medical Assistance-

	

related demonstration and waiver applications to the federal

Department of Health and Human Services (HHS) and/or HCFA.

However, Health shall consult with Social Services in the

development and revision of any such applications that
 may affect

Social Services' responsibilities under the Social Services Law or

this Agreement. Social Services shall assist Health in developing,

revising and securing approval of any applications initiated by

Health where such applications affect Social

	

Services'

responsibilities under the Social. Services Law or this Agreement.

TN
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C.

	

Health shall submit a summary of this Agreement to HCFA in
accordance with HCFA requirements.

0.

	

In the event of a deferral or disallowance of federal Medical
Assistance funds, associated with the activities of Health or any
other State agency, the defense against said Federal action shall
be the responsibility of Health. However, Health shall-consult
with Social Services, and such other State agencies as may be
necessary or appropriate, in the development and implementation of
such defense and with regard to any appeal, settlement or
discontinuance of appeal of any deferral or disallowance related to
Title XIX.

II. MEDICAL ASSISTANCE ELIGIBILITY

Al. Health shall be responsible for establishing and revising the
standards and policies relating to persons' eligibility for medical
Assistance and for requiring adherence to the standards and
policies relating to persona' eligibility for Medical'-Assistance by
the social services districts of the State.

A2. Social Services, as the 'single state agency under Title IV-A of
the federal Social Security Act, shall, through the social services
districts, be responsible for determining the eligibility of
persons for Medical Assistance. Health shall be responsible for
determining eligibility for Medical-Assistance for residents of the
Oxford Home and for individuals who are the fiscal responsibility
of the Office of Mental Health or the office of Mental Retardation
and Developmental Disabilities.

A3. Social Services may involve other state agencies in the eligibility
determination process through cooperative agreements with the
approval of Health.

Bl. Social Services shall have responsibility for maintenance,

operation and future systems development of the welfare Management
System (WMS) and associated subsystem.	This responsibility

includes notification to, and coordination with, Health for all

changes to this system. Reasonable accommodation will be afforded

to Health to allow development of systems initiatives in

consultation with Social Services to support the medical Assistance

program.

32. Health shall have responsibility for maintenance, operation and

future systems development of the Electronic Medicaid Eligibility

Verification System (EMEVS). This responsibility includes

coordination with Social Services for all systems changes.

Reasonable accommodation will provided to Social Services to

allow development of systems initiatives to support operation and

development of Social Services' programs .

B3. Health shall have responsibility for maintenance, operation and

future systems development of the Medicaid Management Information

System (MMIS) and associated systems as defined by the federal

General Systems Design (GSD).

	

Social Services sha 7 retain
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responsibility for the Provider Surveillance and Utilization Review
System (SURS). Health shall be responsible for notification to and
coordination with Social Serv:,ces of any systems changes to MMIS.
Social Services will consult with Health on any Provider SIRS

	

initiatives. Reasonable accommodations will be provided to Social
Services to support operation and development of Social Services'
programs.

Health shall maintain a system of Fair Hearings in accordance with
federal requirements to hear the appeals of applicants for and
recipients of medical Assistance who are adversely affected by
the actions of Health or social services districts.

	

Under such Fair Hearing system, social services agencies, including
local social services districts, shall continue to be responsible
for issuing notices of agency action with respect to matters
affecting recipient eligibility. Social Services shall continue to
receive requests for fair hearings, shall conduct administrative
hearings and shall
thereto to Health
decisions thereon.
Social Services to
of Health, and to
purpose of

recommend appropriate actions. with respect
which shall issue the final administrative
Health shall designate appropriate
issue final administrative decisions

correcting any error found in such decisions,

review issued fair hearing decisions

staff of
on behalf

for the
including

the reopening of a previously closed fair hearing -record for
purposes of completing such record.

III. MEDICAL STANDARDS AND PROGRAM OVERSIGHT

A. Health shall be responsible for establishing and maintaining, in
conformance with any standards established by HHS, health standards
for medical providers, as may be licensed by the State of New York,

	

from which recipients of Medical Assistance may receive medical
care or-health - related services.

B. Health and Social Services shall share the responsibility for
requiring adherence by providers of medical care and health
services to the regulations promulgated by Health concerning the
standards of medical care and health - related services, as reflected
below.

C. Health shall, pursuant to the Public Health Law, certify, managed

	

care plans and, in consultation with the responsible special needs

	

agency, special needs plans, for participation in the Medical
Assistance program.

D. Health shall periodically review the utilization, appropriateness,
availability and quality of medical care and services furnished to
recipients of Medical assistance under the program and shall make
such reports as required by law of the findings together with any

	recommendations in accordance with State law, the federal Social
Security Act and regulations promulgated thereunder.

E. Health shall be responsible for the administration of the Drug
Utilization Review Program. Health and Social Services shall share

Appioval Date

	

1 .
OCT 0

L- a

	

1 1

TN	'e_'come
CA S_'A'.



New York

	

Attachment 4.1=6-A
Page id

the responsibility for conducting medical and drug review activ.ty

to control inappropriate utilization identified in conformance with

established regulations and policies and commonly accepted medical

practice.

F1. Social Services shall be responsible for conducting audits of

managed care providers and other providers of care, services and

supplies enrolled in the Medical Assistance program including the

responsibility for on-going fraud and abuse monitoring,

investigation and referral. In this regard, =Social Services shall

consult with Health to ensure that such audits are conducted in

accordance with Medical Assistance policy as established by

Health.

	

Social services shall maintain a system to review and

audit provider performance under the program, to recover

inappropriate payments to providers and to assess provider

sanctions for program violations, shall maintain a system of

provider hearings to review contested audit findings, recoveries,

penalties and provider sanctions,

	

shall maintain a system for

withholding payments to providers, and shall maintain-a system for

the final. recovery of overpayments and penalties and for

sanctioning and excluding enrolled providers for program

violations.

	

_

F2. Social Services audit responsibility s hall include but not be

limited to fiscal audits of providers (including billing audits and

audits of rates conducted under Section 368-c of the Social

Services Law), audits relating to provider unacceptable practices,

other audits which relate to the ability of a provider to continue

to participate in the medical Assistance Program and activities

related to Medical Assistance recipient fraud. Such responsibility

shall also include the administration of contracts related to

Social Services audit and revenue maximization responsibilities.

G. Social Services shall continue to be responsible for the audit and

review of claims paid under the Medical Assistance Program to

individuals who are not enrolled as providers.

H. Social Services and Health shall have joint responsibility for t

pre-payment review of claims submitted, by providers for payment

under the

	

dical Assistance Program. Such joint responsibility

shall include the effectuation of edits on claims for payments

pending resolution of the review in conformance with policies and

standards of Health. Reasonable accomodation will be provided to

Social Services to allow development of systems to support any such

initiatives.

	

1. Social Services, as part of its audit and fraud control

responsibility, shall be responsible for Medical Assistance third-

party operations and recoveries. Health shall be responsible for

third party policy as it relates to Medical Assistance

eligibility. Each agency shall consult and coordinate with the

other to

	

ure an effective third party recovery program.

Ate-, ,,, ; ^ Ie JAN 3^j i.
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IV. PROGRAM MANAGEMENT AND ADMINISTRATION

A. Health shall be responsible for the supervision of the
administration, management and overall operation of the Medical
Assistance Program.

S.

	

Health shall be responsible for the establishment of the Medical
Assistance delivery network; and recruitment, selection and
procurement of providers and managed care plans; provided, however,
nothing herein shall prohibit social services districts or groups
of districts from procuring providers or managed care plans with
the approval of Health.

C. Social Services shall be. responsible for conducting management
assessment reviews and audits, and for performing Medical
Assistance quality control reviews of social services districts.

D. Social Services shall assure that medical care and health-related
services, under medical Assistance, be made available in all social
services districts to the extent required by law and the
regulations of Health and, where Health has determined that
sufficient capacity exists in the managed care entities serving a

district, assure that recipients receive such care under the

managed care program in accordance with the regulations of Health.

E. Health shall be responsible for enrolling medical care providers

into the Medical Assistance program, instructing them with respect

to participation requirements and assuring payment and shall

provide for agreements with providers of services under the State

plan,

	

in accordance with applicable Federal requirements.

Nothing herein shall preclude Health from delegating to Social
Services the responsibility for making an initial determination
with respect to provider enrollment applications for those groups
or types of providers that Health deems appropriate and for

instructing such providers with respect to participation

requirements.

F. Either Social Services or Health may terminate a provider's

enrollment under the Medical Assistance program upon advance notice

to the provider.

	

Any such termination instituted by Social

Services shall be upon advance written notice to and approval by

Health. Health and Social Services shall establish a mechanism to

provide for the notification to each other of any such

terminations.

G. Health, in consultation with Social Services, shall be responsible

for the design, development and operation, either directly or by

contract, of the information systems which are necessary to support-
provider enrollment and payment functions under the Medical

Assistance program. Provided, however, that, prior to entering

into any contracts with fiscal agents, or extending the current-

contract, Health shall ensure that such contracts make adequate
provision for assuring proper integration of Social Services'

responsibilities, including Medical Assistance eligibility

determination, fiscal audits, fraud and abuse under this

Ag me t

	

information systems shall at a minimum be
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accessible by Social Services and shall permit Social Services,
upon notification to Health, to initiate withholding of payments,
recoveries, terminations of enrollment and sanctions,

	

as they
relate to Medicaid providers. Social Services and Health shall
develop procedures for the input and retrieval of information by
Social Services related to such system and for the development of
reports required by Social Services in its audit and fraud control
responsibilities. Social Services shall have the right to
disseminate information obtained from such systems in the course of
its responsibilities and consistent with federal and state
confidentiality requirements.

H. Social Services shall be responsible for provider fraud control
	mechanisms including but not limited to "post and clear" and "care

swipe".

	

Social Services shall consult with Health during the
development of any new initiatives.

I. Social Services shall be responsible for the development,
implementation and monitoring of the Social Services Medical
Assistance audit plan. Social Services shall consult with Health
in the development of such plan and shall periodically advise
Health of the status of all initiatives contained in the plan. All
recoveries received by Social Services shall be processed and
deposited in a manner to be developed by Social Services and
Health.

J. Social Services shall continue to be responsible for medical
support enforcement activities pursuant to the provisions of Title
IV-D of the Social Security Act.

K. Social Services shall continue to be responsible for interaction
with local services districts regarding local district Medical
Assistance fiscal activities. Such responsibility shall include
the processing of administrative and program claims, interception
of funds for local district escrow accounts, recoupment of

	

intergovernmental transfer revenue, issuance of disproportionate
share, payments, and maintenance of local district cost allocation
plans.

L. Health shall be responsible for interaction with other State
agencies regarding Medical Assistance claiming and the processing
of reimbursement requests. Health shall be responsible for the
filing of the medical Assistance Quarterly Expenditure Report.

M. Social Services shall be responsible for the administration of the
existing training contract with the State University -College at

Buffalo. Health shall be responsible for all training functions
under the contract which are related to Medical Assistance.

N. Social Services shall be responsible for all Medical Assistance

disability determination functions, including establishment of

disability policy and, where applicable, review of social services

district procedures.
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V. RATES AND FEES

A.

	

Health shall establish fees, rates and payment methodologies for

	

providers of medical care and health -related services and shall
establish the range of acceptable rates of payment for managed care
providers, under the medical Assistance Program. Provided,
however, that nothing - herein shall be interpreted as affecting the
authority of local social services districts or other state
agencies to establish rates of payment where such authority existed
prior to the date of this Agreement.

S.

	

Methodologies and levels of payment for physician.case management

	

programs, for comprehensive health services programs with special
purpose certificates of authority and for special needs plans or
programs shall be developed by Health in consultation with the
responsible special needs agency.

VI. REPORTS, FORMS AND PROCEDURES

A.

	

Through. cooperative efforts,

	

Social Services and Health shall
develop mutually satisfactory forms and procedures for carrying out
their respective responsibilities under Title 11 of Article S of
the Social Services Law and this Agreement.

	

Such forms and
procedures shall include those - necessary for determining.

	

eligibility for Medical Assistance and claiming Federal
reimbursement.

8. Health shall require such reports as are or may be necessary to
comply with Federal requirements and Social Services shall do
whatever may be necessary to assure that such requirements may be
met.

C1. Health,. in consultation with Social Services, shall determine the
nature and extent of the information which should be collected from
providers and shall design reports required to monitor the health
care provided under the Medical Assistance program. Health
shall determine the nature and extent of the information which
should be collected from providers for the purpose of establishing
rates of payment and shall design such reports as are necessary to
establish rates of payment and acceptable ranges of payment,
including the collection and reporting of encounter data from
managed care programs and HMOs. Social Services shall have access
to any such information needed to carry out its, responsibilities
under this Agreement.

C2. Social services shall provide advice and assistance to Health in
the determination of the nature and extent of information to be
collected from and design of reports for social services districts
affecting their program and fiscal responsibilities.

D. In order to effectively monitor the quality and appropriateness of
the care provided, to identify patterns of under -utilization or

aberrant care practices, to provide information necessary for plan
quality assurance and improvement activities, and to streamline

multiple reporting activities, Health, in consultation with Social
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Services, shall be responsible for the design and implementation of
an encounter data system sufficient to meet the needs of the State
agencies and social services districts having responsibility for
the implementation of the medical Assistance program. These
responsibilities shall include: identification of key clinical and
utilization variables, data collection,

	

and maintenance and
training and technical assistance to providers.

	

Social Services
shall have access to all such data and info rmation.

E. Health shall be responsible for obtaining data relating to the
quality and availability of medical care and health services
furnished under the Medical Assistance program and shall have the
responsibility for collection of encounter data for the managed
care program. Social Services shall continue to collect and
process encounter data from providers currently enrolled in the
Medical Assistance program until such time as the universal
encounter data set is established, new provider agreements are
executed with the providers, or Health has assumed responsibility
for enrolling providers into the Medical Assistance program.
Social Services shall have access to all such data and information.

F. Health shall provide encounter data and payment reports to social
Services, at such times and in such manner as may be necessary, to
enable Social Services to carry out its functions and its
responsibilities to, supervise the social services districts under
the Medical Assistance program and to carry out its functions and
responsibilities with respect to fiscal audits, fraud and abuse,
and provider sanctions.

G. Until such time as Health establishes a formal process for the
communication of Medical Assistance policy to social services
districts, Health shall have access to existing methods within
Social Services for such communications. Communications included
under the terms of this paragraph include but are not limited to
Administrative Directives, Local Commissioners Memoranda,' and the
General Information System. Health and Social Services shall
cooperate in this regard such that there is no interruption in the
flow of Medical Assistance communications to the social services
districts. Health shall use best efforts to establish a Medical
Assistance policy communications process as soon as practicable.

VII. GRIEVANCE PROCEEDINGS AND APPEALS - RECIPIENTS

A.

		

provided for hereinabove and consistent with relevant federal
and State law with respect thereto, upon designation by Health,
Social Services sha?.l make provisions for hearing appeals by
applicants for, or recipients of,. Medical Assistance with respect

to their eligibility for medical Assistance and any adverse agency

action taken with respect thereto; holding fair hearings on such
appeals when hearings are requested; recommending final decisions

and determinations; issuing final administrative decisions on

behalf of Health through staff designated by the Commissioner of

Health; and taking such steps as may

	

necessary to enforce

Health's final determinations and decisions .

t
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S. Health, as the single state agency, shall decide and issue final
administrative decisions on appeals reviewed or heard by Social
Services in accordance with the requirements of the Social Services

	

Law and federal law and regulations, as applicable. Health shall

	

designate appropriate individuals in Social Services to issue final
administrative decisions on behalf of the Commissioner of Health
and to review issued fair hearing decisions for the purpose of
correcting any error found in such decisions, including the
reopening of a previously closed fair hearing record for purposes
of completing such record. Health delegates to Social Services the
responsibility for deciding and issuing those decisions in which
Medicaid eligibility is dependent upon or affected by an
individual's eligibility for public assistance.

	

Health also
delegates to Social Services the authority to respond on its behalf

	

to any correspondence, contacts or inquiries relating to medical
assistance hearings which are directed to Social Services,

	

to
Health, or to the Commissioner of Health.

C. Health, consistent with its responsibility under the Public Health

	

Law, this Agreement and the federal requirements therefor, shall
assure that recipients, who are enrollees in managed care plans
under the Statewide managed care program, shall have access to
grievance and appeal procedures regarding services by their
respective managed care plans, as specified in section 4403(1) (g)
of the Public Health Law, 10 NYCRR 98.14 and the federal laws and
regulations governing such procedures.

VIII. MONITORING AND ENFORCEMENT OF AGREEMENT

Except as otherwise specified to the contrary herein, Health, in
consultation with Social Services, shall establish and implement

policies and procedures reasonably necessary to monitor and evaluate the
effectiveness and efficiency of the activities performed under this
Agreement and the Medical Assistance program, appropriate to its

responsibilities under State law and in accordance with applicable

requirements of federal law and regulation.

IX. ADMINISTRAT

	

PR

	

IFms - PROVID

A. consistent with its responsibilities hereunder, Social Services

shall . be responsible and have authority for determining the amount
of any restitution or administrative penalty due from a managed

care.plan or other provider, resulting from receipt of overpayment,

fraud, abuse, or an unacceptable practice, and other administrative

penalties,

	

including

	

but

	

not limited to suspension.

disqualification or limitation of such provider's participation i=.

the program. The commissioner of. Social Services, or designees,-

shall be delegated to perform any and all of the functions and

shall have authority for all actions described in 18 NYCRR

Parts 515, 516, 517, and S18 and for the conduct of administrative

proceedings to review such actions as descrilmd in 18 NYCRR Part

519 including the authority to render a final administrative

decision.
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S. Notwithstanding the foregoing provisions hereof regarding social
Services' responsibilities with respect to fraud and abuse, Health
shall retain its jurisdiction with respect to licensure of
hospitals, as defined under Article 28 of the Public Health Law,
HMOs and home health agencies, and physicians, physician assistants
and specialists' assistants.

C. Health retains its authority regarding any provider's violation of
Article 33. of the Public Health Law. This will also pertain when
the provider's violations occur when providing services in the
Medical Assistance program.

	

For the purposes of effectuating.
penalties designed to deter violations of Article 33 of the Public
Health Law, Social Services shall be responsible for monitoring
compliance by Medical Assistance providers with orders issued
pursuant to Public Health Law Article 33.

X.

	

CIVIL PROCEEDINGS

A. Social Services shall have authority in those proceedings involving
any provider's violation of Article 33 of the Public Health Law for
recovery of such sums of money obtained by a provider or other
vendor as the result of fraud, abuse, or unacceptable practice in
the Medical Assistance program and to perform such other acts as
may be necessary to enforce other civil penalties provided for in
law. Social Services shall have primary responsibility and
authority for interacting with the Department of Law in the defense
of those actions brought against Social Services as a.result of a
determination made relating to its audit functions and in any
action brought seeking recovery of overpayments or penalties
identified in an audit or review conducted by Social Services.

B. Health delegates to Social Services the responsibility and
authority to defend state and federal litigation involving appeals
of final administrative hearing decisions issued by Social Services
staff designated by Health. This delegation shall be limited to
cases where the primary issue is whether the decision was based on
substantial evidence, or where the fair hearing process itself is
challenged, either systemically or in individual cases. Health
also delegates to Social Services the authority to approve the
payment of attorney's fees. by Health in appropriate cases, in the
course of settlement negotiations, or where directed by a court's
decision.

XI.- CR

	

PROSECUTION

Social Services shall be responsible and shall have the authority for
the preparation of cases involving fraud, abuse or unacceptable practice

in the Medical Assistance program for referral to an appropriate

prosecuting agency or agencies. Nothing herein shall be construed as
precluding Health from consulting with or referring matters to such
prosecuting agency or agencies.

XII. FEDERAL ADVANCES

A. Health will periodically obtain, in conformity with applicable

Federal regulations and practices, advances against Federal funds
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provided for the conduct of the functions and activities herein
prescribed and authorized under the Medical Assistance program.
Such funds may be received by the State Comptroller and, upon
allocation in accordance with applicable. provisions of law, shall
become available to Health and Social Services in anticipation of
Federal reimbursement to which they may become entitled as a result
of reasonable and necessary costs incurred in performing the
functions authorized by this Agreement.

B. Health will submit estimates of anticipated costs and entitlement
to Federal reimbursement as a result thereof for such periods in
accordance with federal requirements. Such costs shall be limited
to costs allowable for the functions and activities herein provided
in accordance with records maintained by Health or submitted by
Social Services,

	

including, but not limited to, the names of
employees, salaries paid, hours of performance and specification
of such activities; provided, however, that where Health or Social
Services utilize services or materials in the execution of this
Agreement for purposes which include purposes other than those
encompassed by Title XIX, the cost of those services or materials
shall be claimed for federal financial participation in accordance
with one or more cost allocation plans which meet the requirements
of OMB Circular A-87 and 45 CFR 95.507.

C. At such intervals as Health may reasonably require, Social Services-
will submit a report of its actual expenses in executing the
functions and activities authorized under such Title XIX. Health
will determine whether such expenditures were necessary for the
performance of the functions authorized by this Agreement and will
compare such expenditures and Social Services' entitlement to
Federal funds, as a result thereof, to the advances received from
Federal funds for the period. If Health's examination of such
expenditures determines that any such expenditure was not necessary
to the purposes of this Agreement, Health shall inform Social
Services of such determination. Social Services will be given a
reasonable length of time, but not less than thirty (30) days, to
justify such expenditures. If Health thereafter finds that such
expenses are not necessary to the performance of such purposes,

Social Services' entitlement to Federal reimbursement shall be

reduced by

	

amount so determined	subsequent Federal advances
adjusted, by increase or reduction, to comp ensate for such expense

and for any difference between entitlements reported for the prior
period and the advance for that period.

XIII. ST

A.

		

required by Civil Service Law and regulations, Social Services
shall identify and assign to Health such staff, who are-

substantially engaged in functions related to the supervision of

the State's Medical Assistance program, in such numbers as may be

required to perform the functions assigned to Health under this

Agreement.

	

Staff so identified	assigned shall have relevant

background, knowledge, skills and abili-ties necessary to the

performance of such functions	t be acceptable to Health.

Staff identified for assignment to Health will have the legally
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prescribed time frames from their notification of assignment to
Health to protest such assignment. Health and Social Services
shall have joint responsibility for determining the disposition of
any such protest.

S. On an ongoing basis, Social Services and Health shall determine the
nature and extent of the staffing needs of each agency with respect
to their roles and responsibilities under this Agreement and may
develop such staff deployment and redeployment plans to provide for
the permanent transfer of such staff as is deemed necessary to
effectively perform their respective functions hereunder. Social
Services and Health shall effect the permanent reassignment and
redeployment of such staff as is deemed necessary to effectively
perform their respective functions hereunder in accordance with.
applicable provisions of the Civil Services Law and related
statutes.

XIV. MISCELLANEOUS

A. Social Services and Health shall observe and require the observance
of the applicable requirements relating to confidentiality of
records and information and each agrees not to allow examination of
records or to disclose information, except as may be necessary for
the purpose of obtaining medical care and health services, assuring
the propriety of such care and service, or the proper discharge of
responsibilities relating thereto,. and except as provided by
applicable State and Federal laws and regulations.

B. Social Services and Health shall observe and require the observance

of the requirements of Title V of the Civil Rights, Act of 1964.

XV. TERMS OF AGREEMENT

A. This Agreement shall be effective only to the extent that it is
found by HCFA to be permitted under applicable Federal law and to

the extent that Federal aid is not impaired thereby.

	

H. Social Services and Health shall designate specific personnel in
each State agency responsible for continuous liaison activities,

including regular meetings and summaries thereof provided to the

signatories hereto, to evaluate policies that affect the medical

Assistance program.

C. This Agreement shall run from the date hereof for a period of one

year, at which time Health and Social Services shall review the

Agreement for any needed changes-and jointly plan to incorporate

any such changes in the Agre ement. If no changes are deemed

appropriate, this Agreement shall automatically be renewed upon the

same terms for additional periods of ona year unless amended in

writing by mutual agreement of the parties.

D. To the extent permitted by law, ei ther party. may terminate this

Agreement on 30 days advance notice in writing to the other party.

If terminated, any funds paid to Health under the provisions of

this Agreement which have not been expanded or encumbered in
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accordance with the provisions of this Agreement prior to the date
on which the Agreement was terminated and property purchased with
funds paid to Health under the provisions of this Agreement, shall

be accounted for in accordance with standards established by
Social Services governing disposition of such property and funds.

E. This Agreement may be amended from time to time; however, no such

agreement shall be effective unless signed by the Commissioners of
Health and Social Services and shall be effective only to the

extent set forth in paragraph A. above.

F. The Memorandum of Understanding entered into bEtween the parties on

August 4, 1987 is hereby terminated. Provided, however, such

August 4, 1987 Memorandum shall guide the parties in resolving any
unforeseen problems or issues arising hereunder and in resolving

any ambiguities herein.

Dated at

	

NEW YORK STATE DEPART

Albany, New York

	

OF HE TH

NEW YORK STATE DEPARTMENT
OF S

	

SERVICES

BY:
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State of New York

Summary of Agreement between New York State Department of Social Services (DSS)
and New York State Office of Mental Health (OMH) (within the New York State Department
of Mental Hygiene) dated September 29, 1982 and superceding all previous Agreements.
Such agreement serves also as a Provider Agreement between the two agencies.

This Agreement makes provision of coverage under Medical Assistance for the
following:

o

	

persons under care in a' general acute care hospital while. on release from an
OMH facility

o

	

persons placed in family care on conditional release from an OMH facility

o

	

persons age 65 or older who are in an OMH facility

o

	

persons age 21 or younger who are in an. OMH facility or a private not-for-profit
facility duly certified for such by the OMH

o

	

persons found in a psychiatric section of a general acute care hospital dtly
certified by the OaMH and the New York State Department of Health

New York State Department of Social Services is responsible for:

1. Furnishing public and /or medical assistance.

2. Establishing standards of eligibility.

3. Determining eligibility within appropriate time frames.

11 4.

	

Authorizing public and /or medical assistance.

5. Making provision for appeals and fair hearings.

6. Developing, in cooperation with the OMH, a system of reports to be made
periodically to DSS relating to necessary data in connection with medical
assistance provided.

7. Observing and requiring confidentiality of all records pertaining to client care.

8. Issuing policy, rules and regulations pertaining to the Medicaid program and for
interpretation of the State Plan as the Single State Agency.

9. Forwarding to OMH, in a timely fashion, any communications relating to OMH's
performance or responsibilities as an authorize.d medical provider.

10. In cooperation with the OMH jointly plan for developing alternate methods of
care for the mentally ill.

11. Periodically transferring Federal Funds to OMH under an advance system.
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State of New York

The New York State Office Mental Health is responsible for:

1..

	

Establishing mental health standards for inpatient and outpatient servicesfurnished by public and private facilities.

2. Requiring adherence by State institutions to such standards.

3. Making application to Social Services for public and/or medical assistance onbehalf of patients.

4. The marshalling, exploration and verification of all income and resources ofpatients.

5. Prompt application to Social Security Administration for appointment of- Representative Payee as indicated.

6. Notify Social Services within 30 days of any change affecting eligibility.

7. Maintaining records necessary to fully disclose the nature, amount and duration
of services reimbursed by medical assistance.

8. Assuring that each OMH facility has in effect a utilization review plan includingmedical care evaluations as required by applicable statute and/or regulation.

9. Furnishing DSS with notices of adverse utilization review determinations madeon behalf of their facility's patients.

10. Billing DSS only for actual and necessary care rendered.

11. OMH agrees to comply with federally mandated disclosure requirements.

12. , Conducting periodic medical reviews either directly or through contract ofmedicaid clients need for or continued care in public or private hospital facilitiesunder OMH's licensure.

13. Participation in fair hearings as advisors or expert witnesses.

.
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S u m m a r y of Agreement between New Y o r k State D

	

of SioclalServices (DSS) and the

	

York State Office of Mental Retardation andDevelopmental Disabilities (within the NYS Department of Ylentttal Hygiene)(ADD) dated April 19, 1993 and April 30, 1993.

The New York State Department of Social Services shall befor:

1. Establishing or revising standards, policies and p

	

fordetermining eligibility for Medical Assistance.

2. Maintaining, through training programs and prcupt updating of
procedural changes, ongoing responsibility for the eligibilitydetermination process.

3. Determining eligibility within 30 days of receipt of all
information necessary to complete such determination from

	

.

4. Maintaining free access to all eligibility documentation gaby OMR/DD and periodically auditing that documentation to assure
the accuracy and completeness thereof, as the basis for eligibilitydeterminations made by DSS; complete system eligibility informationshall be maintained by DSS subject to system purges/limitation.

5. Providing fair hearings in accordance with applicable DSS and HHSregulations for Medical Assistance applicants or recipi ents
by CM/DD operated or licensed facilities.

6. Submitting amendments to "State Plan" and submitting this a greementas required by federal rules and serving as liaison with respect toall State Plan amexdments, issues of compliance, or any other
federal inquiry.

7. Entering into written provider agreements for the provision ofMedical Assistance to eligible individuals only with providers
certified by the Department of Health as meeting applicable
standards for the provision of such services under federal and

	

State law, which agreements will be in the form establ ished
approved by DSS and shall comply with federal survey and
certification requirements; D5S shall have the right to refuse toenter into such agreements , cancel, or suspend such agre t nts,
with any provider should it determine that such provider is not in

	

compliance with such requirements or that the provider has fail edto cxply with any of the terms thereof.

8. Providing a printout of annual redetermination cases at least 90
days prior to the expiration of the current authorization period.
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The Now York State Office of Mental Retardation and Deve.lopmentalDisabilities, shall.

	

able for:

1. making application for medical Assistance benefits behalf ofpotentially eligible clients, and on behalf of those on releasefrom an aVVM facility to receive cam in a radical facility,
application to be made no later than 30 days after

	

ipt of all
info ticn needed to mWort an eligibility determination by S.

2.

	

alling, exploring, developing and Verifying all inOMS,
third-party benefits, and other eligibility information

in order that ESS may accurately determine eligibility.

3. Notifying Social services intediately %= receiving )a=l
any change t h a t a f f e c t s eligibility for Medical Assistance.

4. Timely notifying Social Services of any newly certified providers,of those providers which

	

decertified, and of any changes inaddresses, o

	

. 'p program capacity or odwrwise.

5. On request, participating in Fair Hearings as advisors andwitnesses.

6. Certifying to DSS that all facilities operated or licensed bya. /DD for which reinblrseneent is claimed meet applicable federalstandards.

7. Supplying Social Services in a timely manner with any documentation
requested hereunder.

8. Conducting utilization review activities, required for all medical
care and services including:

a. develo nt of forms, criteria, training and technical
assistance.;

approval of UR pl ;

placement planning, level of care determinate ; and

assuring that the general federal requirements are met (42CFR 456.1 - 456.23);

b. In the case of ICF/DD's assuring that, in additionto meeting
general federal criteria, they amt requirements of 42 CFR
456.350 - 456.438 as to -

Certificate of need,
Evaluation and pre-admission reviews ,

(3) Plan of care,
(4) Written UR review Plans,
(5) continued stay review,
(6) Description of UR review fvncti /.
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9. Assuring the

	

ent Professional Revi

	

(I' s) areon a regular basis;

	

tiro with Social Services as tO theirconchuct and the

	

cting timefor; and initiating corrective,action for problems identified thereby.
10. Surveying all facilities and programs under its jurisdictionperiodically evaluating all services for the

	

a

	

allydisabled delivered under the auspices of theset facilitiesprograms, as pertains to Medical Assistance.
11. Establishing regulations and procedures for all facilities andservices under its jurisdiction and consulting Social Servicesregarding same prior to promulgation or iapl

	

tion tberwf,,pertains to Medical Assistance.
12. To ensure high quality provision of services, providingconsultative services Uuuxjh its regicinal offices(District/Borough Develc rental Services Office) to all MedimlAssistance services administered by omm.

13. Where appropriate, aqVM

	

1 Seek recoveries Of MedicalAssistance and credit such recoveries to MS.
14. Sharing appropriate training materials with DDS when thosematerials pertain to the delivery of Medicaid services, so that DSSinput can be made.

15. Consistent with the delegation of authority aocepted by thisagreement, where applicable, CMR/M will establish rehabrates, fees and schedules for residential and rxxi-residential careservices in consultation with DSS and with the approval of theState Division of the Budget.
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Summary of Agreement between the New York State Department of Social Services(DSS) and the New York State Division of Alcoholism and Alcohol Abuse (within theDepartment of Mental- Hygiene) (DAAA) being dated December 30, 1951.

This agreement relates to the provision of Medicaid benefits to such persons who areadmitted for either inpatient or outpatient care and services in facilities that fall underjurisdiction of the Division of Alcoholism and Alcoholism Abuse.

The New York State Department of Social Services shall be responsible for:,-' ^

1.

	

Establishing standards and criteria of eligibility for Medical Assistance.

2.

	

Authorizing public and/or Medical Assistance.

3.

	

Furnishing public and/or Medical Assistance.

4.

	

Making provisions for appeals and Fair Hearings.

5.	Observing and requiring the confidentiality of records according to applicablestatutes and regulations.

6.	Administering the Medicaid program and verifying the quality andappropriateness of care rendered and reimbursed under this agreement.

7.	Reimbursing all allowable direct and indirect expenditures incurred.

The Division of Alcoholism and Alcohol Abuse either directly or through contract withthe Office of Mental Health is responsible for:

1.

	

Developing standards and policy governing the provision of medical care and/orrehabilitation relating to alcoholism.

2.

	

Requiring adherence to such standard in state operated or voluntary operatedfacilities and settings.

3.

	

Making application to Social Services for public or medical assistance on behalfof its patients.

4.

	

The marshalling, exploring and verification of all income and resources ofpatients.

5.	Maintaining records and reports that disclose the amount and duration of -caresupplied under the Medicaid program including indirect service costs under the .-Agreement.

6.

	

Conducting annual periodic medical reviews an.1 quality assurance reviews.

7.

	

Billing Social Services only for actual allowable days of care as services providedunder medicaid.

8.	Maintaining with Social Services an accurate and updated list of all providerseligible under Title XIX.

	

9.

	

Participating in fair hearings as advisor or expert witness.
JUL. 1 7 1985
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Attachment 4.16-

of tha A state

	

of SocialYork

Decox"CEEnt

f of the Di i of Medical Assistance (MIA) and the

of Health
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f of the Center for

	

'ty Fealth

Mw New York State Department of Social. Servi

1. Provide local social services with caj

	

lied lists and

descriptions of current MM pr'

	

and preventive health cam

programs and prcgr

	

for CSN (includiM Maten-al and Mild

Flealth B l o c k

	

program) cpe=tirq In the 1

social services district.

2. Disseminate CCi supplied brochures dexrL::inq progr= services

and eligibility requirements to local social services

districts.

3. Ensure that the local social services districts refer

individual who may be elig..ble for medical, nutritional or

dental services to the local MCH primary and preventive health

cam programs.

4. Authorize payment of Medical Assistance funds for care,

services and supplies covered tinder the Medical Assistance

Program and provided to

	

'Medicaid recipients by MMIS enroll

primary and preventive health care and CSN providers.
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disalloww= of

activities of CM and .

ccrd=t periodic

	

ti^

districts to exw=e t
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w i t h this

	

tt

	

implemm7ted eff

	

Y.

	

of 10=1 social serview,

established i n accordance

Now York State Department of Health dull:

D'

	

to written information

Health Plan (C/ 7W) arxi other Medical. AssistanDS services and

eligibility rKpAxvments to 10=1 MMi primary and

health care prcgrams and prograns for CSN.

2.	Provide local

	

primary and preventive health cam programs

and programs for CSN with

	

supplied brochures describiM

C/niP and other Medical Assistance services

	

3.

	

Ensure procedures are in plaoo for referral of all pexswo who

eligible for Medicaid benefits but whose eligibility

rot- been determined.

4.

	

ErgA=e that McH primary and preventive health care program,

providers receiving_ Medicaid reimbursemwTt -for primary

ambulatory care services covered by the C/THP program and

to qrw eligibles participate

	

report

5.

6.

1.

Approval Date
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Childil%m Health Plan e .*ir ti .

5.

	

ibl within limits of the

	

tapprcpriaticns for pa

for

	

s e r v i c e s ,	supplies provided'

	

to MCK pr

Preventive health cam programs and programs for C_qN

Medical AssiStw= asParticipants not fully eligible for

in 18 NYCRt Part 360.found

6. Cmxkr-t periodic evaluations of local

preventive health

	

programcare

	

and p

	

for CSN to RxM

that the quality of care is accordance with

	

standards.

Jointly the New York State Depart r t of Social SF-:-vi

	

and the New

York State

	

-tment of Health shall:

1. Make training programs available to local health care program

providers and local social services districts to enable

them to coordinate efforts of eligibili s' de

	

tion and

ircreasirq access to services.

2. Provide to each other, upon request, available data an clients

participating in iii primary and preventive health care

and programs for {5N and the Medical Assistanceprogram

Program -
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at Medical

Assistanoe eligibles

	

or underserved
y eligible for Mai primary and preventive health cam

programs or programs for CSK.

4.

	

Meet

	

ly, and more often

	

responsible
f o r the =ordination of plareiing f o r e f fe c t i v e

delivery, and =isideration of raw initiatives, and the
dismission of any issues or resolution of any Problem
may arise under the terms of

	

Agreement.this

5.

	

Erojm that local social servicas districts and local I'i

primary and preventive health care progra.E and programs for

6N participate as appropriate in these discussions and are

informed of any policy changes that occu in acrordar with

the terms of this Agreement.

Term of this Agreemexit:

1.

	

No amwxkaent of the tax= of this Agreement shall be valid
unless reduced to writing and signed by the necessary parties.
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Summary of a revised Agreement, dated January 14, 1983 between the New York StateDepartment of Social Services and the Office of Vocational Rehabilitation (OVR) within theNew York State Department of Education relating to medical assistance benefits.

The agreement relates to the joint development of services for the non-blindhandicapped and defines the reimbursement responsibilities for each agency when mutuallyserving the same client.

New York State Department of Social Services is responsible for:

1.	Authorizing public and/or medical assistance.

	

-

2.	Referring applicants/recipients to OVR when rehabilitation needs are indicated.

3.	Being payor in the first instance for those prescribed services which part of arehabilitation plan of care, are covered services by Title XIX.

4.

	

Providing funds for care and maintainance to eligible persons served by bothagencies.

The Office of Vocational Rehabilitation is responsible for:

The provision of vocational rehabilitation services to the non-blind physically andmentally handicapped persons.

2.

	

To develop, restore and/or improve the work capacities of the vocationally
handicapped.

3.

	

OVR shall refer to DSS for public assistance, any -OVR applicant/client who
appears in need of such social services.

OVR and DSS shall jointly be responsible for:

1.	Developing financial and service plans for any case receiving both publicassistance and rehabilitation services.

2.

	

Establishing a regular visitation schedule in order to maximize resources for
mutally shared clients.

3.

	

Sharing of data and information that would change the eligibility of the mutually
shared client for continuing prescribed care or services.

4.

	

Designing training for agency staff and linkage routes for effectiveness and
efficiency.

5.

	

Observing client confidentiality rules.

JUL. 1 7 1985 C,
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Summary of Cooperative Agreement between the New York State Department of

	

Social Services and the New York State Superintendent of Insurance, dated January 14, 1985.
There is a joint responsibility of the above parties, including local Social Servicesdistricts that upon request to any other third party insurers for necessary information, that

	

such request is only made to determine whether any insurance or other benefits have been orshould have been claimed and paid with respect to items of medical care and servicesreceived by a r articular individual for which medical assistance coverage would otherwisebe available.

I
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Summary of Agreement between New York State Department of SocialServices (DSS) and the New York State Education Department (SED) datedOctober 25, 1993 and October 12. 1993.

The New York State Department of Social Services shall

	

responsible for:
1) Establishing or revising standards, policies and procedures foradministration of 'School Supportive Health Servicesm (SSUS) in theMedical Assistance program.

2) Assuring the SED will be informed of all information required tomost any current and new mandates of the Medical Assistance programas they pertain to School .Supportive Health Services Program(SSHSP) .

3) initiating amendments to the "State Plan" and submitting these tofederal Department of Health and Human Services (MRS) ; and servingas liaison with respect to all State Plan Amandatents, issues ofcompliance, or any other federal inquiry.

4) Entering into written provider agreements for the provision ofMedical Assistance to. eligible individuals only with providersmeeting applicable standards for the provision of such servicesunder federal and State law, which agreements will be in the formstablished and approved by DSS and shall comply with applicablefederal requirements. DSS shall have the right to refuse to enterinto such agreements with any provider should it determine thatsuch provider is not in compliance with such r rements or thatthe provider has failed to comply with any of the terms thereof.
S)

	

Reviewing and approving curriculum related to SED's training ofschool districts for the SSHSP.

The State Education Department shall be responsible for:
1) Reviewing of school districts* eligibility to b4CC=W SSHS.
2) Providing school districts with training and information onparticipation in the medical Assistance Program an SSSSP providers.
3) Establishing a system to assure that the school districts bill theMedical Assistance Program only for those types of services whichare Medicaid reimbursable.

4) Monitoring the school districts' provision of SSES to childrenwith or suspected of having disabilities in accordance with, Part200 of the Regulations of the 8t®w York State Commissioner ofEducation and Article 99 of State Education Law.

IN. o
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5) Obtaining written assurances from the school districts of theircompliance with applicable rules. regulations, policies, standards,fee codes and procedures of the New York State Department of socialServices as set forth in Title 18 of the Official Compilation ofCodes,

	

Rules and Regulations of New York State and otherpublications of the Department, including dicaid ManagementInformation System Provider Manuals and other official bulletins ofthe Department and assuring that the local school districtsunderstand and agree that they shall be subject and shall accept,subject to due process of law, any determinations pursuant to saidrules, regulations. policies. standards, fee codes and procedures,including, but not limited to, any duly made determinationaffecting a school district's past, present and future status inthe Medicaid program and/or imposing any duly considered sanctionor penalty.

6) Monitoring school districts' compliance with:a

	

documentation requirements of SSNS;o

	

the obligation to provide SSBS by appropriately licensedor certified staff who meet Medicaid standards; ando

	

other third party insurance requirements.

Obtaining assurances from each school district to supply DSS withany documentation requested hereunder in a timely manner.
8) Obtaining assurances from each school district that it will notseek Medicaid reimbursement for any service paid for with otherfederal funds.

9) Assuring that Federal Medicaid funds are properly matched withState funds.

10) obtaining assurances from each school district that they will :ctbill Medicaid for services covered by other third partyreimbursement.

tfective Date MAY 1 1
::supersedes TN NeW E
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Summary Of Agreement between New York State Department of Social

	

Services (DSS), State Education Department (SED), and the Office of Mental

Retardation and Developmental Disabilities (OMRDD).

1.

	

State Education Department will be responsible for:

a. SED will reimburse school districts for the cost of education and
related services provided to children who reside in an ICF/DD and
attend a public school, a Board Cooperative Education Services
("BOCES") program, or a SED approved school not operated by an

ICF/DD.

b. SED will provide OMRDD with cost data for education and related
services for each child residing in an ICF/DD who attend public
schools, BOCES, or SED approved school, or SED approved schools
operated by ICFs/DDs. Such cost data will be provided on a mutually
agreeable time schedule in a format prescribed by OMRDD. SED
understands that OMRDD will use this data to develop ICF/DD
reimbursement rates which include these and other costs allowable
under the Medicaid program.

c. SED agrees to be responsible for and to pay to DSS any disallowance
taken pursuant to federal and/or state law. SED will recoup such
disallowance by allowing OMRDD to adjust the appropriate ICF/DD
reimbursement rate to account for such disallowance.

d. SED will continue to monitor the education programs provided to
children residing in ICFs/DD.

e. SED will' direct school districts that they cannot access Medicaid
reimbursement from the School Supportive Health Services Program
("SSHP") for any child residing in the ICF/DD. SED and DSS will

implement procedures to assure that there will be no double billing

or double payment for educational and related services provided by

school districts to children residing in ICFs/DD.

f. SED will transfer to DSS the amount of non-federal share of any and
all funds associated with claims for Medicaid from non-state
operated ICF/DDs made pursuant to this agreement. The amount of the
transfer to DSS will be based upon a contribution by SED of 50% of
the estimated cost for education and related services which are part
of the ICF/DD rate calculation as determined pursuant to paragraph b
above, and reconciled to actual costs based upon adjudicated claims
as determined by DSS.

g. SED will review for form the contracts between the ICFs/DD and the
school districts for education and related services and ensure that
OMRDD receives signed copies of all such contracts.

Dat
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2.

	

Office of Mental Retardation and Developmental Disabilities will be
responsible for:

a. After payment is made by DSS through MMIS for all education and
related services, OMRDD will recoup from participating non-state

operated ICFs /DD the cost of such services provided to children
residing in an ICF/DD and receiving education and related services
in a public school, BOCES or a SED approved private school not
operated by the ICF/DD and any other education costs incurred by a
school district responsible for the education of the child from the
reimbursement rate (calculated in accordance with paragraph (1(b)
above) of the ICF/DD and transfer such funds to SED on a mutually
agreeable schedule.

b. Upon payment by DSS, OMRDD will transfer to SED the Federal share
for any and all Medicaid payments for education and related services
provided to children who reside in state operated ICFs/DD and
receive educational and related services in public schools, BOCES,
or an SED approved private school not operated by a state operated

ICF.

c. OMRDD will not be responsible for the state share of any Medicaid

payment nor be responsible for payment of any Medicaid disallowance,

however, in the event of any disallowance, OMRDD agrees to recoup

the amount of any disallowance from the ICFs/DD incurring such

disallowance by an adjustment to the reimbursement rate calculated

in accordance with paragraph 1(b) and in accordance with paragraph

1(c) .

D. OMRDD will continue to monitor IDF/DD program plans to assure
compliance with applicable state and federal ICF /DD requirements.

3. Department of Social Services will be responsible fort

a. DSS will pay through the MMIS 1001 of the cost of education and

related services provided to children resident in non -state operated

ICFs/DD, in accordance with reimbursement rates developed OMRDD

utilizing data provided by SED in accordance with paragraph 1(b).

b. DSS will pay the federal share of the cost of education and related
services provided to children resident in state operated ICFs/DD, in
accordance with reimbursement rates developed by OMRDD utilizing
data provided by SED in accordance with paragraph 1(b).

c. DSS shall consider the SED contribution made pursuant to paragraph

1(F) above to represent the full non-federal share contribution, and

include all overburden obligations of counties pursuant to Social

Services Law at Section 368-a.
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d. DSS Shall hold SED responsible for any and all state and local share
obligations incurred for education and (related services rendered
under this memorandum.

e. DSS shall recover from SED the amount of any disallowance associated
with any Medicaid payments made to any ICF/DD pursuant to this
agreement.

4

	

State Education and the Office of Mental Retardation and
Developmental Disabilities will be responsible for:

a. Jointly maintain and share data on the location and number of school
age persons who reside in ICFs/DD.

b. Jointly develop contracts between the ICF/DD and school districts,
CRP programs and SED approved schools operated by I-CFs/DD. .

5. This memorandum shall continue in full force and effect until and
unless it is terminated.

6: This memorandum may be amended only in writing and upon the mutual
consent of the parties.

7. This memorandum shall be effective on July 1, 1995
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1. it will be p

	

that an individual will not return hcm if:
(1)' a person enters a skilled nursing or intermediate care facility;
(2) a person is initially admitted to acme care and is then

transferred to an alternative level of care, pending placement in a
residential care facility (RWF) ; or

(3) a person without a community spouse ramins in an acute care
hospital for more than six cal.

	

months.

The individual or his/her represaxtative may submit medi cal

	

stags
providing evidence that s/he may reasonably be expected to return home,
contrary to the presumption of penonent placement based on his/her
residence in a medical institution.

	

Should the argument that the
placement is temporary be rejected by the social services district, the
client or his/her representative may

	

the decision through the
fair hearing process.

5. Notification;

Advance notification of estate
recoveries

is provided. Applicants are
notified at the time of application that recoveries against their
estates may be undertaken.

	

Recoveries from estates must be made in accordance with the procedures
established under the Surrogate's Court Procedure Act (SCPA) with
respect to claims against decedents' estates, including recoveries
against estates which the social services district waives based upon
undue hardship.

When asserting a recovery against the estate of a deceased Medical
Assistance (NA) recipient, the social services district must notify the
estate's representative in writing of the claim against the estate.
This notice should be served on the estate's fiduciary within seven
months of the issuance of letters

	

ay or letters of
administration by the Surrogate Court. The social services district

	

should send the notice to the estate's fiduciary by personal delivery,
or by certified mail, return receipt requested, pursuant to §1803 of
the SCPA.

The notice sent by the social services district to the estate's
fiduciary should set forth the amount of the claim, and must explain
that if the representative asserts that the estate recovery would work
an undue hardship upon the estate, the social services district may
consider waiving the adjustment or recovery. The notice should advise
that undue hardship may exist when:

	

- the estate asset subject to recovery is the sole incomi-a
producing asset of the beneficiaries, such as a family farm or
family business, and income produced by the asset is limited;

SEP
1 im-APR
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® the estate asset subject to recovery is a home of modest value;

there are other

	

ling cues.

The notice also should advise that uiriue hardship will not be found by
the social services district where the hardship is the result of
Medicaid or estate planning methocls involving divestiture of assets, or
where the only hardship that would result is the inability of any of the
beneficiaries to maintain a pre-existing life-style.

Waivinct recoveries based on undue hardship:

The estate fiduciary must give prat written notice to the social
services district of its rejection of the claim in part or in whole
together with an explanation of the basis for the undue hardship. (See
§ 1806 of the SCPA). Upon rejection of the claim by the fiduciary
based upon undue hardship, if the social services district does not find
a basis for the undue hardship, it may object to the claim rejection in
an accounting proceeding or by petitioning the Surrogate Court to decide
whether the claim diould be paid..

In an accounting proceeding, the social services district may file an
objection to the fiduciary's ac=unt which rejects its claim based on
undue hardship, and have the validity of the claim determined by the
Surrogate on this basis. (See §1808 of the SCPA).

	

The social
services district must file the objection to the account within eight
days of receiving the fiduciary's notice of rejection based on
hardship.

	

(See § 1808 of the SCPA) .

	

If the •fiduciary has any
affirmative defenses to the social services district's objection to the
account, which were not set forth in the rejection served on the
district, the fiduciary must reply setting forth the affirmative
defenses within five days of the social service's district's service of
its objection to the ac

	

{See §1808 of the SWA).
Additionally, a beneficiary, or any other person whose interest in the
estate would be adversely affected by allowance of the district' s claim
may, within eight days of the social services district' s filing of its
objection to the account, reply to the district' s objection by setting
forth any affirmative defense not set forth in the fiduciary' s acormt.
(See §1808 of the SCPA).

Alternatively, upon receiving notice that the estate's fiduciary has
rejected the claim based upon undue hardship, if the social service
district does not find adequate basis for waiving the recovery, it may
petition the Surrogate Cmirt within sixty days of the fiduciary's
rejection of the claim showing the facts and casting that the
fiduciary show cause why the claim should not be allowed. (See §1810
of the SCPA).

SEP x 7
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Where the fiduciary has not allowed the claim in whole, the social
services district also may petition the Surrogate Court showing the
facts of its claim and requesting that the fiduciary be.ordered to show,
cause why the claim should not be allowed and paid, including in cases
where it deems the claim rejected because the fiduciary has not allowed
the claim within ninety days or has not served notice rejecting the
claim within that period. (See §1809 of the SCPA). The fiduciary is
then required to answer the petition, setting forth the basis for any
undue hardship, within five days of being cited with the petition. (See
§1809 of the SCPA).

Pursuant to §1809 of the SCPA, the estate fiduciary also may present
a petition to the Surrogate Court showing the facts of a disputed claim,
and requesting that the district be required to show cause why the claim
should not be disallowed based upon undue hardship. The fiduciary also
may petition the Surrogate Court pursuant to §1809 of the SCPA in
cases where he or she is aware that a social services district may have
a claim which the estate wishes to reject based upon urk2ue hardship, but
the social services district has failed to serve a notice of the claim.
The social services district is then required to answer within eight
days of being cited with the petition. The fiduciary then has five days
from service of the answer by the social services district to serve and
file a reply to the answer.

Cost-effectiveness Standards and Procedures:

The social services districts are authorized to make judgments as to the
cost-effectiveness of recoveries based upon their knowl

	

of the
anent of recovery from each type of recovery, and the costs of pssui,ng
each type of recovery.

St1^^P-c`UIJns Tit _ 2.7
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory:

	

New York

LIENS AND,ADJUS NTS OR RECOVERIES

1. The State uses the following process for determining that an
institutionalized individual cannot reasonably be expected to be discharged
from the medical institution and return homes

See Supplement to Attachment 4.17-A

2. The following criteria are used for establishing that a permanently
institutionalized individual' s son or daughter provided care as sc ified
under regulations at 42 CFR S433.36(f):

A son or daughter can establish that he or she has been providing care

which permitted the individual to reside at home by submi tting evidence

	

that he or she made arrangements or actively participated in arranging

for care, either directly or indirectly, full-time or:part-time.

3. The State defines the terms below an follows:

o estate all real and personal property and other assets included within an

individual's estate, and passing under the terms of. a valid will or by

intestacy.

o individual's home the former principal place of residence owned by the

permanently institutionalized individual or the deceased recipient.

	

o equity interest in the home an individual's right to the use of and share in

the proceeds from the sale of the property, as demonstrated by the presence

of his/her name on the title.

o residing in the home for at least one or two years on a continuous basis,

	

and evidence that the relative was in residence on a regular basis for the

continuous one or two years.

o lawiully residing. the fact of the son or daughter's presence in the h cm

as evidenced by postal, motor vehicle, or voting records or by the testimony

of a neighbor or other party.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory:

	

New York

4. The State defines undue hardship as follows: Undue hardship must be determ ned
on a case by case basis. It includes (a) loss of a family farm or other
family owned and operated business which is an incame-producing asset, and
(b) other compelling cases.

5. The following standards and procedures are used by the State
for waivingestate recoveries when recovery would cause an undue hardship, and whenrecovery is not cost-effective:

See Supplement to Attachment 4.17-A

6. The State defines cost -effective as follows (include methodgl /thresho da_used to determine cost -effectiveness) : Cost-effectivAera ss is ` etermulea ,Y
weighing the amount available for recovery against the expected cost of the
recovery action. If finite resources are a factor, the amount of a given
potential recovery less its cost must then be weighed against the potential'
net return of other recovery actions.

7. The State uses the following collection procedures (include specific
elements contained in the advance notice requir ement, the method for
applying for a waiver, hearing and appeals procedures,, and tie fr
involved) : Collection Procedures: TERRA liens are f^.led a ZEst Me Cnesteadsealz

of permanently institutionalized individuals. Liens are also filed against
the estates of recipients who were permanently institutionalized or 55 years
of age or older upon death.
Advance Notification: Language on the Application for Public Assistance,
Medical Assistance, Food Stamps, and Services now explains that a recovery mad
be sought for MA paid from the sale of the home of the applicant (if permanent
institutionalized) or from his/her estate. The notification will also be
placed in a pamphlet to be distributed at the time of application.
Waiver Applications: These are filed as are any other disputed claims against
estates through the State's Surrogate Court, which has jurisdication over all
matters related to estate settlements.
Appeals: A living recipient's appeal regarding a property lien or other
recovery action may be made by a conference with the social services district
and/or the standard fair hearing process.
Time Frames: All actions against the assets of living recipients are subject
to timely notification requirements (at minimum ten days). A decedent's
assets may not be distributed until at least six months after the appointment
of an estate administrator.

TN No. h - a

	

E®Supersedes

	

Approval Date

	

fie"" f 1,
TN No.

	

'\ I - 1. "
Effective Date



-

	

!a^nAN 2 5 I'MTN

	

J

A 1 - 1993ESupersedes P-1

	

NOV

ltuvlu1011: IKEA-1011 -05-• Ito (11l!ItC)
St:1'TEMIER 190

	

STATIC. I'I.tU WIDER TITLL xix Oil T11C SOCIAL SECURITY ACT

State: New York

A. The following chorgoa are lmpouud on the categorically neody for uorvlcue other then thoao providedunder ooctlon 1905(0)(1) through (5) and (7) of the Act:

0

Sorvlco
Typo Churgo

Doduct.

	

Colno.

	

Copoy. Amount and Haute for Dotorminatlon

npatient Hospital
X $25 per recipient stay regardless of(defined here as article 28 and dually stay, payable at d1scharge.certified article 28 and 31 hospitals In no event is it expected that an inand out--of-state hospitals)

hospital stay of one day would cost $
Therefore, the State will meet the re
of 42 CFR 447.54(c)
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OHU a0.1 09)0-619)

length of
	patient.

50 or less.
clu irenx nts
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STATI' MA I Utli)knl T ITt.t: X I X Oil THE SOC 1 At. ::1'.Ctiii 1.1'Y ACT

"Lis Lo. Ni.w Yot.(

A. Thu fottoulny, cltnrfou acts l++ ►poued on tiro cutugot • lcolly i+uody foi' uot•vtcuo outer' titbit tbouo pt•ovldcd
vntlor aoctton 1905(a)(1) Litvoup,li (5) and (1) of tiro Act:

e

Typo Chut•Qu
DoducL.

	

colt+u.

	

Copoy. Aiuaunl owl tiuulu for Utitaculnallun

The basis for determiitat iolt of co-Intyux.nts for t l+t.•

	

following services wis' calcul.aLccl by f inclitig tkvaverage or tyl)ical dollar .munt ft,- ;t part iciihrsut•vicc.

	

IL was v;%lcm Iatetl by ;t!Iuct 1111, a 1'ix+•tliuriud of t11W mid clivitlittl, Lite itit:ntil• it.cl tol;t1(10) Ear value Of Liu: service by tlic nand ur of claim;,in accordance with '12 Clii 4117.5'l (a)(:S)
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A. Tho following chnrgou oro lmpouud on tho cotogoricully Woody for uorvlcuj other than thouo provided
undor uoctton 1905(u)(1) through (5). and (1) of thu Act:
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Doduct.

	

Colnu.

	

Copuy. Anunutt om) lint) Iit fur Ha I. a t' t null an

	$1 each pro).-t.dLt1

.1;.L0 each prurc:dulc:

$1 each order

X

X

X

X

X

Outpatient Ilospital -
including non-enxrgent:y. or
non-urgent iridical services

1)iagnost.ic and 'Creatnvnt.Center
(Free-standing (-1 ink-s)

X-Ray

laboratory

Medical /Sick lbit-m Stippi ins



Revisions HCFA-PM-05-14 (BERG)

SEPTEMBER 1985

ATTAUHIVILN I if. ► is-^,

Page 1 c

OMB NO.: 0938-0193

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

STATE New York

The following charges are imposed on the categorically needy for services:

TYPE OF CHARGE AMOUNT AND BASIS FOR

SERVICE DEDUCTIBLE COINSURANCE CO-PAY DETERMINATION

Pharmacy
1. Brand- name drugs

x $3.00

2. Generic drugs
x $1.00

3. Non-prescription drugs x $0.50

4. Preferred brand name drugs and x $1.00

brand name drugs, when cost after
consideration of all rebates, is less than
the generic equivalent

TN:

	

09-52

upercedes TN#:

	

08-42
Approval,. Date:

	

1 2 21

Effective Date:

	

p 1. 2001
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C?e_ ?h-85-I 6 (3=3C)
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Page 2

0:S YO.: 0935-0193

S-7.4-7--7 ?LUN

	

X:T OF THE SOCIAL _S_CU?,ZT: ACT

^«. YorkState:

	

N^ w

.._ __thcd used to col lect cost sha.-:ng charges for categorically needy

/

	

'rcricers are res-zonsible for collecting the cost sharing chargesindividuals.

_-e a,tncy rei-horses provide-.s the full Medicaid rate for a se-.._cesand collects the cost sharing charges from individuals.

C.

	

basis for determining whether as individual is unable to pay thecl:ar;e. and the means by which such an individual is identified too rc:iders, i s described below:

The recipient's own declaration that he/she is unable to pay is the basis fordetermining when an individual is unable to pay.

TN

	

92-28

	

A pprovaf Dade JA" z s
Supersedes TN . -33 Effective Date Nov i -



Suppl e"+ent
attacnnent 4.
?ace

.) Clildren under age 21 are excluded based on a check of date of i

on the recipient file used during claim processing. ^A date of big ^z

is printed on the plastic cam= benefit card.

2.) Pregnant women are excluded :dhen requesting a -service

away. If not visibly apparent, a pregnant recipient can be

determined by the type of d-vg or supply ordered, through a note

signed by a physician whirl identifies the recipient as precrant or

through some other evidence which includes tel ephone contact with a

physician or when the prescription source is a Prenatal Care

Assistance Program (PCAP) or an obstetrician. The provider must

indicate prancy on the claim form.

3.) Institutionalized individuals are. identified and exened during

claim processing. These recipients usually do not leave the facility

where they are institutionalized. When recipients esquire outside

services, the facility makes arrangements and verifies the recipient

exemption from copay.

4.) Mwxgenqy services are excluded by the providers indicating that the

service is an emergency on the claim form.

5.) Family planning drugs and supplies are e=luded, f= ccpay and are

c rently identified in the Provider Manuals under the headings of

"Family Planning Products." Family planning i are also identified

in the MMIS during claims processing.

Supersedes TNNeW-
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Supplement 1
Attachment 4.18-A
Page 2

Services provided by an HMO to an enrollee are identified [via] bV the Electronic

Medicaid Eligibility Verification System (EMEVS) to the provider of service.

During claims processing, HMO enrollees and the services included in the

capitation payment are identified as excluded.

Individuals enrolled in health maintenance organizations (HMO's) or other

entities which provide comprehensive health services, or other managed care

programs for services covered by such programs are exempt from co-payments,

except that such persons shall be subject to co-payments for each generic

prescription drug dispensed, each brand-name prescription drug dispensed, and

each over-the counter medication ordered by a recognized practitioner as listed

on Attachment 4.18-A. Page 1 c.

7.) No service provided by a hospice is subject to co:pay, Services provided to

individuals receiving hospice care are identified during MMIS claims processing

and are exempted from co_pay requirements.

8.) Additional exclusions from co:payment may be made pursuant to state statute.

ITN# 05-02 Approval Date:

	

JUL 0 1 2tm

I

Supercedes TN#:

	

92 -28

	

Effective Date:

	

APR

	

.



SuppLLement 1

Attar-hment 4.1S-C
Page 1

	

-•

l.) children under age 21 are excluded' based on a check of date of birth

on the recipient fil:a user] during claim processing.. The date of birch

is printed on the plastic cxn benefit card.

2.) pregnant women are excluded when requesting a service requiring

copay. If not visibly apparent, a pregnant recipient can be

determined by the type of drug.or simply ordered, through a ncte

signed by a physician which identifies the recipient as pregnant or

through some other evidence which includes telephone contact with a

physician or when the prescription source is a Prenatal Ca-re

Assistance Program (PC'AP) or an obstetrician. The provider must

indicate pregnancy on the - claim form.

3.) institutionalized individuals are identified and exempted during

claims processing. These recipients usually do not leave the facility

where they are institutionalized. When recipients require outside

services, the facility makes arrangements and verifies the recipient

exemption from copay.

4.) Emergency services are excluded by the providers indicating that the

service is an emergency on the claim form.

.5.) Family planning drugs and supplies are excluded from copay. and are

currently identified in the Provider Manuals under the headings of

"Family Planning Products." Family planning items are also identified

"in the HMIS during claims processing.

a -JAN 1 5 1994
TN -92 Approval

Supersedes Tip NeW _ fecti vsv Duty Nov g 1993
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Supplement 1
Attachment 4.18-C
Page 2

Services provided by an HMO to an enrollee are identified [via] hy the Electronic

Medicaid Eligibility Verification System (EMEVS) to the provider of service.

During claims processing, HMO enrollees and the services included in the

capitation payment are identified as excluded.

Individuals enrolled in health - maintenance organizations (HMO's) or other

entities which provide comprehensive health services, or other managed care

programs for services covered by such programs are exempt from co-payments,

except that such persons shall be subject to co-payments for each generic

prescription drug dispensed, each brand-name prescription drug dispensed, and

each over-the counter medication ordered by a recognized practitioner as listed

on Attachment 4.18-C, Page 1 c.

7.) No service provided by a hospice is subject to co pay. Services provided to

individuals receiving hospice care are identified during MMIS claims processing

and are exempted from co:pay requirements.

8.) Additional exclusions from co:payment may be made pursuant to state statute.

JUL 0 1 20
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Effective Date:
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t

iot vicee
Tyl•u Chuc u

Duduct.

	

Colnu.

	

Copuy. Auwunt and Haulu for Uutot•talnultun

Inpatient Hospital
(defined here as article 28 and dually

	

certified article 218 and 31 hospitalsand cut-of-stale hospitals)

X $25 pew rccipiunt slay regal-dlt.rs- ul' it•nl;'ll ►of stay payall.te aL-disel atrge.
In no event is iL expected that an inpal icrtulhospital stay of one day %wulti cost 1c-;s Ibail$50. Therefore, the Stmt! will m.:et tit: rt.yluil•c-nx: n t s of .12 CI^ 114'17.S1(c)

A

x:
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Nnw York

That(011m Ifor.ctuie•gq:9 nsu Iuyu9un4 on Cho mod ten Ily110ndy for uni•VIcolt

9

Sorvico

A bulatory Scrviccs as fol lows:

Typo Churgo
Deduct.

	

Colttu.

	

Copoy.Amountoni Uorlu forDatorluIn®tlon

'iltch;tsIS fur (ic'tuointn,at. ion Of co-I),tynurits 1'or Dice

	

I'ullutvtn{; tit^rvic:cti tviis' calculated by 1'incling the average or typical itul1:1ranuunt for a particular :;urvICO.

	

Itwas calc tihh,cl by tic:lc:cL inl; a fixed

	

I)Cr10(1 of tiutc:;utcldividiu{;the 1(101111 fiedi LOLaI dollarvalue ul' t.iir service by (lie uundx:r of claim in accordancewith 42CI It -1-17.5'1 (a)(;t)* .
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:orvlco

	

Typo Citurgo
Doduct.

	

Colttu.

	

Copuy..An►mtt 110111Uuulu (or DotortelnutIon

X

x

x

X

Outpat ic:nL I k,til, i La I-
including
non-urgent nudical serv iecs

Diagnostic and 'I'reatnt;nt Center
(Free-standing clinics)

X-Ray

Laboratory

Medical/Sickborn Suppl ics

$1 each procedure

	

$.50 each procedure,

$1 each order



Revisions HCFA-PM-05-14 (BERC)

SEPTEMBER 1985

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

STATE New York

ATTACHMENT 4.18-C
Page 1 c

OMB NO.: 0938-0193

The following charges are imposed on the medically needy for services other than those provided under Section 1916 of the Act:

TYPE OF.CHARGE AMOUNT AND BASIS FOR

SERVICE DEDUCTIBLE COINSURANCE CO-PAY DETERMINATION

Pharmacy
1. Brand- name drugs

x $3.00

2. Generic drugs
x $1.00

3. Non-prescription drugs
x $0.50

Al.. Preferred brand name drugs and
x $1.00

brand name drugs, when cost after

consideration of all rebates, is less than

the generic equivalent

TN#:

	

09-52

Supercedes TN#:

	

08-42
Approval Date:

	

JR 1 `V$°,

Effective Date:

	

OAx a I- M
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Pace 2
0." 90- : 0538-OC

Sit=? PUN ;DE? TITLE 711. 0? THE SOCIAL.S-ECURITY ACT

State:

	

Naw Yo=:c

-;,e ^ethcd used to c__lect cost s`:aaino charges fc: Medically

	

needyindividuals:

/7 ?rc;;:ders are re-onsible for collecting the cost sharing chargesfrom individuals.

The a,ency rei-=_rses providers the full Medicaid rate f or a se-..icesand ccllects the cost sharing charges f.-c: individuals,

C. The basis for dete.i-_n whether &-i individual is unable to pay the
charge. and the means by which such an individual is identified to
providers. i s descried below:

The recipients own declaration that he/she is unable to pay is the basis for
determining ::hen an individual is unable to pay.

TN

	

ate JAN 2 5 1994
Supersedes TN 85533 Effeclfve Date -Nov I - 1993
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(BPD)

	

ATTACHMENT 4.18-DAUGUST 1991

	

Page 1
0MB No.: 0938-

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory:

	

New York

Premiums Imposed on Low Income, Pregnant Women and Infants

A. The following method is used to determine the monthly premium imposed. onoptional categorically needy pregnant women and infants covered undersection 1902(a)(10)(A )(ii)(IX)( A) and (B) of the Act:

B. A description of the billing method used is as follows (include due datefor premium payment, notification of the consequences of nonpayment, andnotice of procedures for requesting waiver of premium payment):

.*Descr4,ption provided on attachment..

TN No

	

OCT 1 1991IRMSuper se

	

rovalDate.

	

MA 3

	

Effective Date
TN No.

HCFA ID: 7986E
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AUGC;ST 1991

	

ATTACHMENT 4.18-:
Page 2
OMB No.: 0938-

	

STATE PLAN UNDER TITLE XIX OF ':HE SOC:AL SECL +'R:Tv ACT

State /Territory:

	

New York

State or local funds under other programs are used to pay fcr premiums:

/ Yes

	

! % No

D. The criteria used for determining whether the agency will waive payment of
a premium because it would cause an undue hardship on an individual are
described below:

,Description provided on attachment.
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0938-

STATE PLAN UNDER TITLE X:X OF T HESOCIA: SECURITY ACT

	

State/Territory:

	

New York

	Optional Sliding Scale Premiums imposed on
wuaiified Disabled and working :ndividuals

A. The following method is used to determine the monthly premium imposes.qualified disabled and working ind'vidua:s :cv

	

on
:9Ca(a)(i0;(E)( i) of the Act.

	

eyed under section

3. A description of the b4l7ing method used :s
(include due datefor premium payment, notification of the

	

.,s__ enc es

notice of procedures for

		

o-

	

-.c

	

of nonpayment, andreques ti ng waiver

	

.r.em:um payment)-:

Description provided

	

attachment.

NV

e e s

	

%pp-, :a: :ate

	

l,;r^

	

•k

	

-

	

GCITN Sc.

	

-ate

	

-

	

15

-.^ :-.

	

"986E



r

3986.

	

:C: Y.3Ji

ON
a:eC TaAOZddV

	

as.adn

ONH:
,w #00 -.. zuau:^oe::e uo paptnosd uo

TZd;:osac.

Ell

	:nO q
 pac'

acsaP GSP T®fP-TATPuUP uO dTusp::et; anpun 
U@ esnez PTno. :T asn@Z

aq wnTWB.C :uow.Aed oATer. ;Tim A:,u
abaay: Zawzaymbutu-u::aaaP.=c; peen e;sa:•_:. at;^

N

	

/7sax
:swr.ward sc; Aedo: posr a

	

twaabor:: :a-44oaapun spun; TVoo- ac eZB:
S

)IJOA A9aN

.:.DVA .:L+.'.=3S ':Y:DOSR. 3C X:Y. _ ::.. V3QN^HY d 31YLS

.C

-8Z6C3A S::C
abed

CdB.

	

--?6-Hd-YWH

	

:uc°s-.®e



CUMULATIVE MAXIMUMS ON CHARGES:

State policy does not (provide for cumulative maximums.

12/21%2005 .11:15 FAX .212 264 6814
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ATTACHMENT 4.18.C .

SEPTEMBER 1985:

	

PAGE 3
'Ilk

J, I

	

OMB NO.: 0938-0193

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: New York

. ;The procedures for implementing and enforcing the exclusions iform) from

cost-sharing contained .in 42 CFR 447.53(b) are described below:,

Informational notices and letters have been sent to providers, recipients

and local social service districts.

MMIS Systems have been implemented to exclude certain groups of

recipients. from co-pay requirements as follows: SEE SUPPLEMENT 1.

1

	

Cumulative maximums have been established as described below:

From November 1,-1993 through. March 31, 1994, a cumulative

maximum of $41 per Medicaid recipient will apply.

-Beginning April: 1;. 1994 through. March 31, 1995 and each following

year beginning on April first a cumulative maximum of $100 per

Medicaid:recipient will.apply..;, . :.

Beginning August 1,2005 through March 31, 2006 and each

following year beginning on April first, a cumulative maximum of

$200 per Medicaid recipient will apply:

TN#:

	

t

	

05-40 . ..... .. :Approval Date:
am' 0 on

	

,_

Effective Date:

	

0 1 20
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ATTACHMENT 4.18-A

SEPTEMBER 1985

	

PAGE 3
OMB NO.: 0938-0193

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State: New York

The procedures for implementing and enforcing the exclusions [forrn7 from

cost=sharing contained in 42 CFR 447.53(b) are described below-

Informational notices and letters have been sent to providers, recipients

..MMIS Systems have been implemented -to exclude certain groups of

recipients from co- pay requirements as follows: SEE SUPPLEMENT 1.

CUMULATIVE MAXIMUMS. ON CHARGES:

q State policy does not provide.for cumulative maximums.

Cumulative maximums have been established as described below:

From November 1, .1993 through March 31, 1994, a cumulative

maximum of $41 per.Medicaid recipient will apply.

Beginning April 1, 1994 through March 31, 1995 and each following

year beginning on April first a cumulative maximum of $100 per

Medicaid recipient will apply.

Beginning August 1,' _2005 through March 31, 2006 and each

'following year beginning on April first, a cumulative maximum of

.-.$200 per Medicaid recipient will apply.

0 9 2O
. Approval Date:TN#:

Supercedes TN#: 92-28 Effective Date:



New York
Page 2(xii)(A)

Attachment 3.1-A
Supplement

112, Early and Periodic Screening Diagnnosst

	

Trulmenta

	

sea- c, s (EP DT1

School Supportive Health Services and Pre-School Supportive Health Services

SOW Supportive Hea lth Services (SSHS) and Pre-School S-uppgrtive Health Servi

	

P H

are servi

	

provided or through

	

h l district, a

	

school , Segfign 4201

	

county in

State.- or New York-City-to children with disabilities, who attend public or State Education -

Department approved schools or preschools. The services Must be:

® mg ically necessary and induded in a Medicaid covered category In accordance with

1905(a), 1905(r)(5). 1903(c) of the Social Security Act:
® ordered or prescribed by a physician or otter licensed practitioner acting within his or

her scope of practice under New York State Law:
® included in the child's Individualized Education Program (IEP)I

• provided by qualified profession is under contract with or employed b a school district,

a Section 4201 school, a county in the Mate or the City of New York:

® furnished in accordance with all requirements of the State Medicaid Program and other

pertinent state and federal laws and regulations. including those for provide

qualifications, comparability of services.

	

the

	

duration and

	

provisions;

and
® included in the state plan or available under Early Periodic Screening, Diagnostic and

Treatment (EPSDT) services.

Effective September 2009,

	

services covered by the 5SHS god PSSHS

	

r

Medicaid eligible children under the age of 21 who are eligible for Early and Periodic Screening,

Diagnostic and Treatment services (EPSDT) include medically necessary physical thempy

services, occupational therapy services, spNch therapy serVices,

	

i l counseling,
t

skilled ngrsing services,

	

h

	

'cal evaluaVons, medical ey@luations, medical Si2ecialis

evaluations, audiological evaluations, and spedal trans

	

tion within the limits of EPSDT

services: school district. Section 4201 scchool, a county, in he State: -and, New York City-must

be enrolled as a Medicaid provider in order to bill Medicaid,

1. Physica l heraoy Services

Definition: Phy^icaf h

	

services outlined i this section of the

	

Plan

	

available to

M e d i c a i d eligible beneficiaries under 21 ygars of age, who are -eligible for Eady and Periodic

Screening, Qlagnostic, and Treatment (EPSPM rvi and for whom ser-Akes are medically

necessary.

TN #09-61

	

Approval Date
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Supersedes

	

New

	

Effective Date
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New York
page 2(xii)(B)

Attachment 3.1-A
Supplement..

Services: Ph ssical therapy services provided by or through: a school district; a Section 4201
school; a county in the State or the City of New York, must have a written order or prescription
from a physician, h

	

i assistaRt. or nurse

	

w is actil2g within

	

of his
or her practice under NYS law and must be provided to a child by or under the direction of a
guaiified physical therapist Physical therapy services must be Included in the IEP as
recommended _bythe Committee on Preschool Special Education (CPSE) or Committee on
Special Education (CSE) These services indude any necessary supplies and equipment utilized
during the therapy session.

Medically nece ss^ry EPSDT services are health care diagnostic services, treatments and other
measures necessary_ to correct or ameliorate physical defects, mental illnesses an other
disabilities.

Physical therapy services include but are not limited to:

Identification of children with physical therapy needs
• Evaluation for the purpose of determining the nature extent and degree of the need for

physical therapy services;
• Provision ofphysical therapy services for the purpose of rep venting or alleviating

movement dysfunction and related functional problems,
Obtaining interpreting and rote rati irifgfmat i pgro riap to to program planning:
Diagnosis and treatment of physical disabifily. injury or disease using physical and
mechanical means, including but not limited to heat cold light air water sound
electricity, massage mobilization and therapeutic exercise with or wi ut assistive
devices, and

® The_performance and interpretation of tests and measurements to assist
pathopsvchological pathomechanical and developmental deficits of human systems to
determine treatment and assist in diagnosis and prognosis,

Physical therapy services may be provided in an individual or group setting

Providers: Services must be provided bv^

® a New York State licensed and registered physical therapist qualified in accordance with

	

42 CFR 440,110(a) and with applicable state and federal laws and regulations acting
within his or her scope of practice under New York State Law; or
a certified physical therapy assistant "under the direction of" such a qualified licensed
and registered physical therapist acting wMin is or her scope of practice under New
York State Law.
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"Under the direction of means that with respect to each Medicaid beneficiary-, the qualified
therapist:

- 5ee^

	

participant at the beginning of and periodically during the course of
treatment;

- is familiar with the treatment plan as recommended by the referring physician or
other licensed practitioner of the healing arts practicing under State law;

- has continued involvement in the care provided, and reviews the need for continued
services throughout treatment;

- assumes professional responsibility for the services provided under his or her
Asti and monitors the need for continued services:

- spends as much time as necessary dire

	

supervising seMces to ensure
beneficiaNes are receiving services In p safe and efficient manner in accordance
accepted standards of practice;

- ensures that individuals working under his or her direction have contact information
to permit him or her direct contact with the supervising therapist as necessary
during the course of treatment; and

- keeps documentation supporting the supervision of services and ongoing
involvement in the treatment.

Services may, 12g,

	

in the settin in n which the child's IEP will be implemented, including
but not limited to Article 28 facilities, Board of Cooperative Educational Services (BOCES)
proc rams

	

r ved r

	

l programs, public schools,

	

v

	

'v

	

schools,

	

n
4201 schools, state operated schools, in private practitioner's offices, at home and/or In
community based settings.

Occupational Therapy Services

Definition: Occupational therapy services as outlined in this section of the State Plan are
available to Medicaid eligible beneficiaries under 21 years of age who are eligible for Early and
Periodic Screening Diagnostic and Treatment (EPSDT) services and for whom services are
medically necessary

Services: Occupational therapy services provided by or through: a school district: a Section
4201 school a county in the State or theme of New York must have a written order or
prescription from a physician physician assistant or nurse practitioner who is acting within the

TN #09-61

	

Approval Date

	

9-9 2010

Supersedes

	

New

	

Effective Date

	

SEP 0 1 2



New York
Page 2(xil)(D)

UFFIcIA Attachment 3.1-A
Supplement

scope of his or her practice under New York State Law and must be provided to a child by or
under the direction of a qualified occupational therapist Occupational theragy services must be
included in the IEP as recommended by the Committee on Preschool Special Education (CPSE)
or Committee on Special Education (CSE), These services include any necessary supplies and
gguioment utilized during the therapy session.

rMedically necessary E D services are health- care,

	

n

	

services, treatmen% and ate
measures necessary to correct or ameliorate physical defects, mental _illnesses, and other
disabilities.

Occupational therapy services include but are not limited to:

• Identification of children Wth occupational therapy needs:
• Evaluation for the purpose of determining the nature extent and degree of the need for

occupational therapy services:
Improving, developing or restoring functions impaired or lost through illness injuryor
deprivation:
Preventing thraugh early intervention, initial or further impairment or loss of nctiom

al
® Planning and utilization of a program of activities to develop or maintain adaptive skills

designed to achieve maxima- physical and mental functioning of the student in daily, life
tasks.

Occupational therapy services may be provided in an individual or group setting.

Providers, Services must be provided by

® a New York State licensed and registered occupational therapist qualified in accordance
with 42CFR 440.110(b ano appncaoie spa ano reg inr lawe We
within his or her scope of practice under New York State Law: or

a certified occupational therapy assistant (COTA) "under the direction or such a
gualified licensed and registered occupational therapist within his or her scope of
practice under New York State Law.

"Under the direction of" means that, with respect to each Medicaid beneficiary the qualified
therapy;

- sees-the participant at the beginning of and periodically during the course of
treatment:
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- is familiar with the treatment plan as recommended by the referring physician or

direction and monitors the need for continued services:

	other licensed practitioner of the healing arts practicing under State law;
has continued involvement in the care provided, and reviews the need for
continued services-throughout treatment;
assumes professional responsibility for the services provided under his or her

spends as much time as necessary directly supervising services to ensure
beneficiaries are receiving services in a safe and efficient manner In accordance
with accepted standards of practice:

- ensures that individuals wor r q under his or_her direction hav a

information to permit him or her direct contact with the supervising therapist as
necessary during the course of treatment and

	

- keeps documentation supporting the supervision of services and ongoing
involvement In the treatment.

-Services may be rendered in the

	

which

	

child-s E M11 be Implemented. incl din
but not limited to Article 28 facilities, Board of Cooperative Educational Services (BOCES)
programs, approved p eshool programs, public schools. approved. private schools. 4201
schools, state operated schools, in private praccti'tioner's offices, at home-grid/or in community
based settings.

	

-

,, Speech Therapy Sew

Definition: Speech therapy services as outlined in this section of the Store Plan are available
to Medicaid eligible beneficiaries under 21 years of age, who are eligible for Early and Periodic
Screening. Diagnostic, and Treatment (EPSDTI services and for whom services are medically

- necessary.

Servi : Speech therapy services provided by

	

districts a Section 4201

school; a county in the State or the City of New York must have a written order or prescription
from a physician, h ician assistant, n practitioner. or spmMariquage pathologist who
is acting within his or her scope of practice under New York Stat e law and must be provided to
a child by or under the direction of a qualified speech- language pa ologist Speech therapy
services must be included in the IEP as recommended by the Committee on Preschool Special
Education (CPSE) or Committee on Special Education (CSE).

Medically necessary EPSDT services are health ccare diagnostic services, treatments and other
measures to correct or ameliorate physical defects, mental illnesses, and other disabilities,
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Speech therapy services include but are not limited to:

0 Identification of children with speech disorders;
® Diagnosis and appraisal of specific speech disorders;
® Referral for medical or other professional attention necessary for the habilitation of

speech disorders:
® Provision of speech or language services for the habilitation or prevention of

communicative disorders,
	® Evaluation and application of prindpi_ amethods and procedures of measurement.

Prediction diagnosis. testing, counseling, consultation, rehabilitation and instruction,
related to the development of disorders of speech, voice, and /or language, and

	

® Preventing, ameliorating or modifying speech disorder conditions in children and or
groups of children.

Speech therapy services may be provided in an individual or group setting.

Providers: Services must be provided by:

® a licensed and registered speech-language pathologist qualified in accordance with
4 R S-ecbon 440. 1 c and applicoble state n

	

la and
within his or her scope of practice under New York State law: or

® a teacher certified to provide screech and language services, under the documented
direction of such a qualified licensed and registered speech language pathologist (ASHA-
Certified or equivalent), acting within his or her scope of practice under New York State
LaM

"Under the direction of means that, with respect to each Medicaid beneficiary, the qualified
therapist:

- sees, the p icipant at the beginning of and periodically during the course of
treatment;

- is familiar with the treatment plan as recommended by the referring physician or
other licensed practitioner of the haling arts practicing under State law;

- has continued involvement in the care provided, and reviews the need for continued
services ri ua _out treatment:
assumes professional responsibility for the services provided under his or her
direction and monitors the need for continued srvices:
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spends as much time as necessary directly supervising, services to ensure
beneficiaries are receiving services in a safe and efficient manner in accordance
with accepted standards of practice;
ensures that individuals working under his or her direction have contact information

	

to permit him or her direct contact with the supervising therapist as necessary
during the course of treatment: and
keeps documentation supporting the supervision of services and ongoing
involvement in the treatment.

Services may be rendered in the setting in which the child's IEP Will be implemented, including

	

but not limited to Artide 28 fadlities. Board of Cooperative Educational Services (BOCES)
programs, approved preschool programs, public schools, approved private schools, Section
4201 schools, state operated schools, in private; practitioner's offices, at home and/or in
community based settings.

4. Psychological Counseling

Definition; P ychologic l counseling services opined in this section of th e State Plan are
available to Medicaid-eligible beneficiaries under 21 years of age who are eligible for Early and
Periodic Screening, Diagnostic, and Treatment (EPSQD services and for whom services are
medically„ necesaary. --

Services: Psychological counseling provided by or through a school district: a Section 4201
school; a county in the State or the City of New York must have a referral from a physician,
h ician assistant, or a nurse practitioner

	

is acting within

	

his

	

her pracUce
under NY$ law or an appropriate school official or other voluntary heap or social agency and
must be provided to a child by or under the direction of a qualm practitioner. Psychological
counseling services must be Included in the IEP as recommended by the Committee on
Preschool Special Education (CPSE) or Committee on Sl ial Education (CSE).

Medically necessary EPSDT services are health care, diagnostic services, treatments and other
measures to correct or ameliorate ghysical defects, mental illnesses, and other disabilities.

Psychological counseling services include:

® treatment services u ing a varie r of techniques to assist the child in ameliorating
behavioral and emotional problems that are severe enough to require treatment,

Psychological counseling services maybe provided in an individual or group setHng.
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Providers: Psychological counseling services must be provided by a qualified practitioner,

within his or her scope of Dractice in accordance with New York State Law and with the

qualification requirements of 42 CFR Section 440.60(a) and 449,50(a)(2) and with other

applicable state and federal laws or regulations. Psychological counseling services may only be

provided by a professional whose credentials are comparable to those of providers who are

able to provide psychological counseling services in the community.

Services may be provided by:

• a New York State licensed and registered psychiatrist qualified in accordance with 42

CFR ction 440.50(a) and other applicable state and federal law or regulation, acting

within his or her scope of practice under New York State Law:
• a New York State licensed and registered psychologist qualified In accordance with-42

CFR Section 440.60(a) and other applicable state and-federal law or regulations, acting

within his or her scope of practice under New York State Law,
® a New York State licensed clinical social worker (LCSSW), qualified in accordance 42 CFR

Section 440.60(a) and other applicable state and federal law or regulations, acting

within his or her scope of rap ckice Under NYS law; or
® a licensed master social worker (LMSW) qualified In accordance with 42 CFR Section

440.600) and other applicable state and federal law or regulations. acting within his or
her scope of practice under New York State Law, under the supervision of such a

	

qualified licensed clinical social worker, a qualified licensed and registered osychologist.
or a qualified licensed and registered psychiatrist as described above,

Supervision of the clinical social work services provided by th e licenzsedMaster social worker, with

	

respect to each Medicaid beneficiary, shall consist of contact between the licensed master social

worker and supervisor during which:

-the licensed master-social worker apprises the supervisor of the diagnosis and
treatment of each client;
the licensed master social worker's cases are discussed:
the supervisor provides the licensed master social ruorker

	

oversight and

guidance in diagnosing and treating clients;
the supervisor regularly reviews and evaluates the professional work of the licensed

master social worker; and
the supervisor provides at least one hour per week or two hours every other week

of in-person individual or group clinical supervision provided that at least two hours

per month shall be individual clinical supervision.
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Services may be rendered in the setting _in which the child's IEP will be implemented including
but not limited

	

Article

	

f^dlltes, Board of

	

ra iv

	

i
programs, approved preschool programs, public schools approved privy eschoois,„Section
4201 schools state opera, tted schools in private practitioner's offices at home and/or in
community based settings.

I Skilled NurW=

Definition: Skilled nursing services outlined in this section of the

	

to Plan are available to
Medicaid eligible- beneficiaries under 21 years of age, who are eligible for Early and Periodic
Screening Diagnostic and Treatment (EPSDT,) services and for whom services are medically
necessary.

Services: Skilled nursing services provided by or through: a school district: a Section 4201
school; a oun in the at or the i of N Y

	

written order

	

r

	

n
from a physicia , physician assistant, or nurse practitioner. acting within his or her scoff of _. .
practice under New York State law and must be provided to a child by a registered nurse acting
within his or her scope of practice under New York Mate law. or by,a NYS licensed practical
nurse acting within his or her swpe of practice under New York State law "under the dire on
or a NYS licensed and registered nurse or licensed physician. dentist or other licensed health
care_p ovider authorized under the Nurse Practice Act. Skilled nursing rvi must be

Eincluded in the IEP as recommended by the Committee on Preschool Special Education (CPS
or Committee on

	

E when there is

	

baseda specific need

	

medical
condition of the child.

Medically

	

EP DT services are health re di

	

treatments

	

other

measures necessa[y-tocorred and aMellorate. h i l

	

t

	

mental 'I e

	

n

	

er

disabilities.

Skilled nursing services Include the promotion of health. prevention of Illness, care of the ill and
disabled people through therovsion of services essential to the maintenance and restoration
of health. Skilled nursing services may include

health assessments _and evalu tip ons:
medical treatments and, procedures;

® administering and/or monitoring medication needed by the student during school hours:

and
® consultation with licensed physicians, parents and staff, rregarding the effects of

medication.
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Providers: Skilled nursing services must be provided by:

® a New York State licensed registered nurse qualified in accordance with the
requirements at 42 CFR 440.60(a) and otherappiicable state and federal law and
rregulations. acting within his or her scopeof practice; or

e a New York State licensed practical nurse qualified in accordance with 42 CFR 440 60(a)
and other applicable state and federal law or regulations acting within his or her scope
of practice "under the direction of" a licensed registered nurse a physician dentist or
other licensed health care provider authorized under the Nurse Practice Act.

"Under the direction of" means that the licensed registered nurse physician or other
licensed health care provider authorized under the Nurse Practice Act;

- sees the participant at the beginning of and periodically during the course of
treatment;

- is familiar with the treatment plan as recommended by the referring physician or
other licensed oractitloner of the healing arts practicing under State law;

- has continued involvement in the care-provided. and reviews the need for continued
services throughout treatment;

- assumes professional responsibility for the services provided under his or her
direction and monitors the need for continued services -
spends as much time as necessary directly supervising services to ensure
beneficiaries are receiving services in a safe and efficient manner in accordance with
accepted standards of practice;
ensures that individuals working under his or her direction have contact information
to permit him or her direct contact with the supervising therapist as necessary
during the course of treatment; and

- keeps

	

u meniation suppordnq the supervision of services and ongoing
involvement in the treatment.

Services may be provided by:

a New York State licensed and registered nurse, o
a New York State licensed practical nurse, under the direction of a New York State
licensed and reegistered nurse, or licensed physician dentist or other licensed health care
practitioner legally authorized under the Nurse Practice Act

	

Services may be rendered in the setting in whith the child's IEP will be implemented including
but not limited to Article 28 facilities, Board of Cooperative Educational Services (BOCES)
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programs, approved r h of programs, ubli

	

I

	

riva schools, Sectign
4201 schools, state operated schools, in private practitioner's offices, and/or in community
based setdngs.

§_olguical Evaluations

Definition: Psychological evaluations outlined in this section of the State Plan are available to
Medicaid-eligible beneficiaries under 21

	

of age, who are eligible for Early and Periodic
Screening, Diagnostic, and Treatment (EPSDT) services and for whom services are medically
necessary.

Psychological evaluations provided by or through a school d[strict, • a Section 4201 school; a
county in the State or the City of New York must have a referral from aphhysician physician
assistant, or nurse practitioner acting within his or her scopg of practice under New York State
law or an appropriate school official or other voluntary health or social agency and must be
provided to a child by a qualified practitioner Psychological evaluations must be included in
the IEP as recommended bathe Committee on Preschool SoeeialEducation (CPSE) or
Committee on Special Education (CSE). If a psychological evaluation is used to identify a child's
health related needs as waft of the IEP process the evaluation is eligible for Medicaid coverage
once the evaluation is reflected In the child's IEP

rvi

	

: medically necessary E

	

T services are health care, diagnostic services, treatments.
and other measures to correct or ameliorate physical defects mental illnesses, and other
disabilities.

Psychological evaluations include but are not limited to;

• Administering psychological tesU and other assessment procedures;
Interpreting testing and assessment results and

• Evaluating a Medicaid recipient for the purpose of determining the needs for s eccific
psychological health or related services

Providers: - Psychological evaluations must be provided by a qualified provider who meets the
requirements of 42 CFR Section 440.60 or 42 CFR Section 440.50(a) and other applicable state
and federal laws and regulations. Psychological evaluation services may only be provided by a
professional whose credentials are comparable to those of providers who are able to provide
psychological evaluation services in the community
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Services may be provided by:

® a New York State licensed and registered psychiatrist. qualified in accordance with
42CFR Section 50(a) and other applicable state and federal law or regulations,
acting within his or her scope of practice under NYS law; or

a New York State licensed and registered psychologist, qualified in accordance with

	

42CFR Section 440. 6Q(a) and other applicable state and federal law or regulations,
acting within his or her scope of practice under NYS law.

Services may be rendered in the setting in which the child's IEP will be implemented, includin
but not limited to Artide 28 facilities, Board of Cooperative Educational Services (BOCES)
12rograms,

	

h l pLograms,

	

rv

	

riv

	

Section
4201 schools, state operated schools, in private practitioner' s offices and/or in community
based settings.

L Medical Evaluations

Definition: Medical evaluations outlined in this section of the State Plan are available to
Medicaid=eligible beneficiaries-under 21 years of age who-are eligible-for Earlyand Periodic.
Screening Diagnostic, and Treatment (EPSDT) services and for whom services are medically
necessary.

Services: Medically necessary EPSDT services are health care diagnostic services, treatment
and other measures to correct or ameliorate physical defects mental Illnesses, and other
disabilities.

Medical evaluations prp-vided by or thmugh: a school district; a

		

n 42.01 school,

	

n in
the State or the City of New York must be performed by a physician physician assistant, or

Anurse practitioner acting within the scope of his or her practice under New York State law.
medical evaluation must be included in the IEP as recommended by the Committee on
Preschool

	

I Education

	

or Committee

	

is

	

If a medical
evaluation is used to identi a child's health related needs as part of the IEP process the
evaluation is eligible for Medicaid coverage once the evaluation Is reflected in the child's IEP.

A medical evaluation is the recording of•

i chief complaints;
® present illness;
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past medical history:

	

personal history and social history;
a system review
a com Ig ete physical evaluation;
ordering of aggro riag to diagnostic tests and procedures, and
recommended-elan of treatment

Providers: A medical evaluation must be provided y a New York State licensed and
registered, physician, h s' ' assistant, or nul-§g r

	

r gualiM in accordance With 42
CFR Section 440 50(aa) 440.60(a) and 440,166(a) and other applicable state and federal laws
and regulations acting within his or her scope of practice under NYS law.

Services may be rendered in the setting in which the child's JEP will be implemented, including
but not limited to Article 28 facilities. Board of Cooperative Educational Services (BOLES)
programs, approved-preschool programs, public schools,

	

private

	

on
4201 schools, state operated schools, In private practitioner's offices and/or in community
based settings.

8. Medical

	

ialist Evaluations

Definition: Medical specialist evaluations outlined in this section of the State Plan are available
to Medicaid-eligible beneficiaries under 21 years of age who are eligible for Ea ly and Periodic
Screening, Diagnostic. and Treatment (EPSDT) services and for whom services are medically
necessar ..

Services: Medically necessary EPSQT services are health care, diagnostic services, treatments,
and other measures to correct and ameliorate physical defects mental illnesses and other
disabilities.

Medical specialist evaluations provided by or through: a school district, a Section 4201 school.
a county in the State or the City of New York must be provided bye New York State licensed
and

	

n physician assistant,

	

n-urse practitioner specialist

	

his or
her scope of practice and related area of specialization. A medical specialist evaluation must be
included In the IEP as recommended by the Committee on Preschool Special Education (CPSE)
or Committee on Special Education (CSE), If a medical specialistevaluation is used to identify a
child 's hea lth related needs

	

a of the P pEQ05^. the eva l uation i elig ib le for Med icaid
coverage once the evaluation is reflected in the child's IEP.
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® an examination of the affected bodily area or organ system and other symptomatic or
related organ systems:

• the ordering, of appropriate diagnostic tests and procedures and
the reviewing of the results and reporting on the tests and procedures

P viers: A

	

I

	

ill evaluation must be provided

	

gualified New York t

licensed and r i

	

assistant,

	

in

in the r

	

of specializ-abon within his gr h scopg of Podoe under NYS law. in

accordance with 42CFR Section 440.50(a), 440.60((a), and 440,166(a) and other applicable

state and federal jaws and regulations.

5gNices m b rendered in the setting in which child'sthp, will be implemented, indg-d-Ing

but not limited-to Article 28 facilities.. Board of Cooperative Educational Services (BQCES)._..... .

procirams, approved rimes school program, ms public schools, approv private schools, Section

4201 schools. state operated schools, in privatepractitioner's offices, and/or in community
based settings.

4 Audiological Evaluations

Definition: Audi l i l evaluations a

	

in this

	

n the SUbe Plan are available

to Medicaid-elialb-fe Inn-efidarles under 21 years of age. who are eligible

	

and Pedoddic

Screening. Diagnosbc, n Treatment

	

D services

	

services

	

i t

necessary.

es; aiooa I eva Q id Q or hro a -QI gistnc^ on 4201

school; a county in the State or the Gtv_ of New York must have a written order from _a

physician, physician assIstant, or nurse

	

" n

	

is acbng within the scope of hi or hr
practice under NYS law and provided to a child by a qualified oractitio er. An audiological
evaluation must be induded In the IEP As recommended by the Committee on Preschool
Special Education (CPSE)„or Committee on Special Education(CSE) If an audiological
evaWaflon is used-to Identify child's health related n	the

	

th

evaluation is eligible for M	id coverage

	

evaluation Is reftected in the child's IEP.

Medically necessary EPSDT services are health care diagnostic services treatments. and other

measures to correct and ameliorate h i l f

	

mental 1and other d1sabIlItles.

r

	

t
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Medically necessary audiology - services include but are not limited to

® Identification of children with hearing loss
® Determination of the range nature and degree of hearing Toss including tile referral for

medical or other professional attention for the amelioration of hearing; and
® determination of the child's need for group and individual amplification

An audiological evaluation is the determination of the range nature and degree of hearing loss
including:

• measurement of hearing acuity:
® tests relating to air and bone conducUon•

speech reception threshold;
® speechdiscrimination;
® conformity evalgations:

pure tone audiometry.

froviders: Audiology evaluation services must be provided by a New York State licensed and
registered audiologist, qualified In accordance with 42 CFR Section 440.60(a) and 42CFR
Section 440 110(c)(3) and other applicable state and federal law or regulations, acting within
his or, her scoppof gracdce under NYS law

Services may be rendered in the setting in which the child's IEP will be-implemented, Including
but not-11 . Itedto Article 28 facilities Board of Cooperative Educational Services (BOCES)
programs approved preschool programs, public schools approved private schools Section
4201 schools state operated schools, in private practitioner's offices and/or in community
based settings.

10. Special Transportation

Definition-, Special transportation outlined in this section of the State Plan is available to
Medicaid-eligible neficiaries under 21 years of age who are eligible forty and Periodic
Scr ening Diagnostic, and Treatment (EPSDT) services and for whom services are medically
necessary.

Medically necessary EPSDT services are health care diagnostic ryices, treatments and o er
measures to correct and ameliorate physical defer mental illnesses and other disabilities.
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Services: Spec l transportation provided by or through a school district; a Secdon 4201
school; a county in the State or the City of New York must be inducted in the IEP as
recommended by the Committee on Special Education (CSE), or the Committee on Preschool
Special Education (CPSE) Special transportation arrangements must be identified in the IEP

Special transportation is provided when a child requires specialized transportation eauioment
supports or services because of his/her disability as cited in 34 CFR 304 34(g)(16)(iii)

Special transportation is limited to those situations where the child receives transportation to
obtain a Medicaid covered service, _(other than transportation). -and -both the.-Medicaidcovered .
service and the need for special transportation are included in the child 's IEP Special
transportation can only be billed on a day that a Medicaid reimbursable service was delivered
and may only be billed at the rate for each one way trip.

Providers: Special transportation services must be provided _by -a qualifi Medicaid provider.
Attendance documentation (bus logs) is required in order to bill Medicaid In order to receive
payment for services provided to a Medicaid recipient, a vendor must be lawfully authorized to
provide transportation services on the date the services are rendered
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New York State

6d. Other Practitioner Services (Continued)

Pharmacists as Immunizers
1. Reimbursement will be provided to pharmacies for vaccines and anaphylaxis agents

administered by certified pharmacists within the scope of their practice.

2. Service setting.
Services will be provided by a certified pharmacist in a pharmacy or in other locations
where mass immunization may take place, such as retail stores /outlets, assisted living
centers, and health fairs.

3. Provider-qualifications.
Pharmacists must be currently licensed, registered and certified by the NYS
Department of Education Board of Pharmacy to administer immunizations.

TN#:

	

09-63

	

Approval Date:

	

2 9 20 a

NOV 0 5 2009
Supersedes TN#:

	

NEW %U.O Effective Date:



New York
2(xv)

Attachment 3.1-A
Supplement

6d. Nurse Practitioners' Services

New York State covers all nurse practitioner specialties recognized under State Law with no
limitations.
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6b. Prior approval is required for orthoptic training.

6c. Chiropractor services.. Provision of chiropractic services shall be limited to EPSDT recipients

by medical necessity. Services shall be provided to the extent that such services result from

the referral of the recipient's physician or primary care clinic.

6d,

	

Clinical psychologists. Provision of clinical psychology services shall require referral by:

1. The patient's personal physician or medical resource, such as a clinic, acting as the

patient's physician;
2. the medical director in an industrial concern;

3. an appropriate school official;
4. an official or voluntary health or social agency.

7a.

	

Home care services are medically necessary services (physician order reguired) provided by

a Certified Home Health Agency (CHHA) to individuals in the home and community. Such

services include both part time and Intermittent skilled health care and long-term nursing

and home health aide services. Home (health) care services include nursing, home health

aide, physical therapy, occupational therapy, and speech therapy. Patients must be

assessed as being appropriate for intermittent or part-time nursing services ordered by a

physician pursuant to a written plan of care provided by a home health agency upon

admission to an Assisted Living Program (ALP), no later than 45 days from the date of

admission, and at least once during each subsequent six month period. The social services

district must review the assessment and prior authorize the service.

Providers of home (health) care services must possess a valid certificate of approval issued

pursuant to the provisions of Article 36 of the Public Health Law, be certified in accordance

with certified home health agency, long term home health care program and AIDS home

care program certification and authorization and provide services In accordance with

minimum standards.

Home (health) care services provider qualifications are provided for regi stered grofessional

nurse, home health aide, physical therapist, occupational therapist and speech pathologist.

Registered professional nurse shall mean a person who is licensed and currently registered

as a registered professional nurse pursuant to Article 139 of the New York State Education

Law.
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The State assures the provision of Home Health services will be provided in accordance
with 42 CFR 440.70.

7b.

	

Patients must be assessed as being appropriate for home health aide services ordered by
a physician pursuant to a written plan of care provided by a home health agency upon
admission to an Assisted Living Program (ALP), no later than 45 days from the date of
admission, and at least once during each subsequent six month period. The social
services district must review the assessment and prior authorize the service.

Home Health aide shall mean a person who carries out health care tasks under the
supervision of a registered nurse or licensed therapist and who may also provide
assistance with personal hygiene, housekeeping and other related supportive tasks to a
patient with health care needs in his/her home. Home health aides shall have
successfully completed a basic training program in home health aide services or an
equivalent exam approved by the Department and possess written evidence of such
completion.

Certified. home health agencies may provide home health services to individual's
diagnosed by a physician as having AIDS and are not required to hold a specific
designation for providing home health services to AIDS patients.

Providers of AIDS home care services must possess a valid certificate of approval issued
pursuant to the provisions of Article 36 of the Public Health Law (PHL), or a residential
health care facility or hospital possessing a valid operating certificate issued under Article
28 of the PHL which is authorized under Article 36 of the PHL to provide an AIDS home
care program; or an AIDS Center, specifically authorized pursuant to Article 36 of the
PHL to provide an AIDS home care program, be certified in accordance with certified
home health agency certification and authorization pursuant to sections 3606. 3611 and
3612 of PHL and provide services in accordance with minimum standards pursuant to
section 3612 of PHL. Such an agency or program must participate as a home health
agency under the provisions of Titles XVIII and XIX of the Federal Social Security Act.
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AIDS home care services providers qualifications are provided pursuant to Article 36 ofthe PHL.

The [S]state assures the provision of AIDS home care services will be provided inaccordance with 42 CFR 440.70 (for the provision of home health services).
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Ho Telehealth Services

Beginning on October 1, 2007, the Commissioner of Health is authorized to establish feesto reimburse the cost of home telehealth services provided by a certified home healthagency, including those that provide AIDS home care services.

The Commissioner shall reimburse for telehealth services if such services are providedonly in connection with federal Food and Drug Administration approved and interoperabledevices, which are incorporated as part of a patient's plan of care.

	

The purpose of providing tegleheafth services shall be to assist in the effective monitoringand management of patients whose medical, functional, and/or environmental needs canbe appropriately and cost-effectively met at home through the application of telehealthintervention.

Reimbursement for home telehealth services is to be provided for Medicaid patients withconditions or clinical circumstances associated with the need for frequent monitoring,and/or the need for frequent physician skilled nursing or acute care services, and wherethe provision of telehealth services can appropriately reduce the need for on-site or in-

	

office visits or acute long term care facility admissions. Conditions or clinicalcircumstances shall include, but not be limited to, congestive heart failure, diabetes,

	

chronic pulmonary obstructive disease, wound care, polvpharmacy, mental or behavioralproblems limiting self-management and technology-dependent care such as continuousoxygen, ventilator care, total parenteral nutrition or enteral feeding.
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7c. Certain specialty items require prior approval. These items are identified for equipment
dealers in the MMIS DME Provider Manual. Prior approval is required for most repairs to
durable medical equipment. Personal Emergency Response Services (PERS) are
provided according to [LDSS] Local Social Services District (LSSD) written authorization
for recipients of personal care services and home health services ordered by a physician
pursuant to a written plan of care.

7d. Physical therapist shall mean a person who is licensed by and currently registered with
the New York State Education Department or who has been issued a valid limited permit
by that Department. The state assures the provision of physical therapy services will be
provided in accordance with 42 CFR 440.110(a)(2)(i} and 440.110(,)(2) ii).

Occupational therapist shall mean a person who is registered with the American
Occupational Therapy Association, or either a graduate of a program in occupational
therapy approved by the Council on Medical Education of the American Medical
Association in collaboration with the American Occupational Therapy Association or a
graduate of a curriculum in occupational therapy which is recognized by the World
Federation of Occupational Therapists and is eligible for a registration with the American
Occupational therapy Association. The state assures the provision of occupational
therapy services will be provided in accordance with 42 CFR 440.110(b)f2)(i) and
440.110(b)(2)(ii).

Speech pathologist shall mean a person who is licensed as required by Article 159 of the
New York State Education Law. The state assures the provision of speech therapy
services will be provided in accordance with 42 CFR 440.110(c)(2).

8.

	

Private Duty Nursing (PDN) is medically necessary nursing services, ordered by and in
accordance with a written physician's treatment plan, provided in a person's home on a
continuous basis normally considered beyond such nursing services available from a
Certified Home Health Agency (CHHA) or intermittent nursing services normally provided
through a CHHA but which are unavailable. Prior approval is required for private duty
nursing services either in a person's home or in a hospital except in an urgent situation
in which the attending physician may order the services for no more than two nursing
days.

Care and services of a private duty nurse will be provided only if they are in accordance
with the regulations of the Department of Health.
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Service providers who provide private duty nursing include a Licensed Home CareServices Agency's (LHCSA) registered nurses (RN) or licensed practical nurses (LPN)enrolled on an independent practitioner basis.

Nurses providing PDN must possess a license to practice in the State of New York andbe currently registered by the New York State Education Department (NYSED). Inaddition, nurses providing an appropriate attestation regarding their training and abilityto care for medically fragile children receive a Specialty code on their file entitling themto increased reimbursement for the provision of such care.

The [S]state assures that the provision of PDN will be provided in accordance with 42CFR 440.80.

9. Clinic services provided in Article 28 clinics are in accordance with 42 CFR §440.90 tidedclinic services. Requirements for physicians supervision comply with the [S]stateMedicaid Manual, §4320B titled Physician Direction Requirement.

d
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Prior approval is required for all dental care except preventive prophylactic and other routine dental care services

and supplies.

Prior authorization or dispensing validation is required for some prescription drugs. The State has established a

preferred drug program with prior authorization for drugs not included on the preferred drug list. The prior

authorization complies with the requirements of Section 1927 (d)(5) of the Social Security Act and provides for a

24-hour turnaround by either telephone or other telecommunications device from receipt of request and provides for

a 72-hour supply of drugs in emergency circumstances. In addition, brand-name drugs that have a FDA approved,

A-rated generic equivalent must be prior authorized unless exempted by the Commissioner of Health. Prior

	authorization is required for a generic equivalent of a brand name drug, including a generic equivalent that is on the

preferred drug list or the clinical drug review program, when the net cost of the brand-name drug, after

consideration of all rebates, is less than the cost of the generic equivalent.

Drugs for which Medical Assistance reimbursement is available are limited to the following:

I.Outpatient drugs of any manufacturer which has entered into and complies with a rebate agreement under

Sections 1902(a) (54) and 1927 (a) of the Act with the Centers for Medicare and Medicaid Services (CMS) which

are prescribed for a medically accepted indication. All drugs covered by the National Drug Rebate Agreements

remain available to Medicaid beneficiaries, although some may require prior authorization. Drugs for the

treatment of erectile dysfunction, as set forth in 42 U.S.C. § 1396r -8(d)(2)(K), are not a covered service, on and

after April 1, 2006, unless such drugs are used to treat conditions other than sexual or erectile dysfunction and

these uses have been approved by the Food and Drug Administration.

2. Supplemental Rebate Programs

The State is in compliance with Section 1927 of the Social Security Act. The State has the following policies for

the Supplemental Rebate Programs for the Medicaid population.

a) CM.S has authorized the State of New York to enter into the National Medicaid Pooling Initiative (NMP.I) for

drugs provided to Medicaid beneficiaries. The NMPI Supplemental Rebate Agreement (SRA) and the

	

Amendment to the SRA submitted to CMS on March 30, 2006 have been authorized for pharmaceutical

manufacturers' existing agreements through their current expiration dates. The updated NMPI SRA submitted to

CMS on March 20, 2008 has been authorized for renewal and. new agreements with pharmaceutical manufacturers

for drugs provided to Medicaid beneficiaries.

b) CMS has authorized the State of New York to enter into Medicaid State-specific Supplemental Rebate

Agreement directly with manufacturers to receive supplemental rebates of covered outpatient drugs for Medicaid

beneficiaries. The State-specific Supplemental Rebate Agreement was submitted to CMS on March 31, 2010 and

has been authorized by CMS.

[b)] c) The prior authorization process complies with the requirements of Section 1927 of the Social Security Act

and provides for a 24-hour turn -around response by either telephone or telecommunications device from the receipt

of a prior authorization request. In emergency situations, providers may dispense a 72-hour supply of medications.

[c)] d The terms of the supplemental rebate programs apply only to covered outpatient drugs for which the State is

eligible for federal financial participation. Supplemental rebates received by the State in excess of those required

under the National Drug Rebate Program will be shared with the Federal Government on the same percentage basis

as-applied under-the National Drug Rebate Agreement.

[d)] e Any [contracts] Supplemental Rebate Agreement not [approved] authorized by CMS will be submitted to

CMS for [approval] authorization.

[e)] _0 All drugs covered by the programs will comply with the provisions of the national drug rebate agreement.

3. Any changes to the NMPI Supplemental Rebate Agreement must be submitted to CMS for [approval]

authorization. Any changes to the State-specific Supplemental Rebate Agreement NY State holds directly with the

manufacturer must be submitted to CMS for authorization,

4.As provided by the Act, a new drug manufactured by a company which has entered into a rebate agreement may

be covered subject to prior approval, unless the drug is subject to the allowable exclusion categories provided by

the Act.
5. As specified in Section 1927(b)(3 ))(D) of the Act, not withstanding any other provisions of law, rebate information

disclosed by a manufacturer shalt not be disclosed by the state for purposes other than rebate invoicing and

verification.
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[2.]6. Effective January 1, 2006, the Medicaid *agency will not cover any Part D drug for full-benefit dual

eligible individuals who are entitled to receive Medicare benefits under Part A or Part B.

[3.]7. The Medicaid agency provides coverage for the following. excluded or otherwise restricted drugs or

classes of drugs or their medical uses to all Medicaid recipients, including full benefit dual eligible

beneficiaries under the Medicare Prescription Drug Benefit -Part D.

X

	

The following excluded drugs are covered:

0

	

(a) agents when used. for anorexia, weight loss, weight gain

q

	

(b) agents when used to promote fertility

O

	

(c) agents when used for cosmetic purposes or hair growth

X

	

(d) agents when used for the symptomatic relief cough and colds: Some-benzonatate only

X

	

(e) prescription vitamins and mineral products, except prenatal vitamins and fluoride: Some select B

Vitamins (niacin, pyridoxine, thiamine, cyanocobalamin); Folic Acid; Vitamin K; Vitamin D

(ergocalciferol, cholecalciferol); Iron (including polysaccharide iron complex); Iodine

X

	

(f) nonprescription drugs: Some-select allergy, asthma and sinus products; analgesics; cough and cold

preparations; digestive products; insulin; feminine products; topical products; smoking cessation

products, minerals and vitamin combinations

0

	

(g) covered outpatient drugs which the manufacturer seeks to require as a condition of sale that

associated tests or monitoring services be purchased exclusively from the manufacturer or its designee

X

	

(h) barbiturates: All
X

	

(i) benzodiazepines: All
X

	

(j) smoking cessation for non-dual eligibles as Part D will cover: All

12b.

	

Prior approval is required for all dentures.

I2c.

	

Prior approval is required for prosthetic and orthotic devices over a dollar amount established by the State

Department of Health and identified for providers in the MMIS DME Provider Manual.

Prior approval is required for artificial eyes as specified in the MMIS Ophthalmic Provider Manual.

Program also includes coverage of orthotic appliances including hearing aids. All hearing aids require, prior

approval.

12d.

	

Prior approval is required for certain special lenses and unlisted eye services as specified for providers in the

MMES Ophthalmic Provider Manual.

I3a.

	

Diagnostic Services (see 13.d Rehabilitative Services - Early Intervention).

I3b.

	

Screening Services (see 13.d Rehabilitative Services - Early Intervention),

13c. Preventive Services (see 13A Rehabilitative Services - Early Intervention).

13d. Rehabilitative Services
(1) Directly Observed Therapy (DOT) - Clients must be assessed as medically appropriate for DOT based upon

the client's risk of non adherence to a medication regimen necessary to cure an active, infectious, potentially fatal

disease process and to prevent the development and spread of an infectious, potentially fatal disease which may

not respond to conventional therapies.
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"Off-site" services shall be provided to developmentally disabled persons whose therapeutic requirements are

most effectively satisfied in an appropriate environment that is specific to the treatment needs of the

	

developmentally disabled individual. Such services shall be provided by persons authorized pursuant to NYCRR

Title 14 Part 679. "Off site" services shall not be provided at the location of a clinic certified by NYCRR Title 14

"Early intervention" Services are provided to children who have or who are suspected offiaving a developmental

delay or disability. These services, limited to EPSDT, which are provided by or on behalf of a county or the City

of New York pursuant to an Individualized Family Services Plan (IFSP) include:

	

I

1. Screening

	

6. Occupational Therapy

2. Evaluation

	

7. Physical Therapy

3. Audiology

	

8. Psychological Services

4. Nursing

	

9. Social Work Services

5. Nutrition Services

	

10. Anticipatory Guidance
(Special Instruction and Allied Health

Professional Assistance)

T 2 4 2006
Approval Date:

Part 679.

11. Speech Pathology Services

12. Assistive Technology Services

13. Vision Services
14. Collateral contacts for all of the

above services
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'd) Pahabilitative services for residents of oamunity-basedresidential program licensed

	

Office of Mental Health(CM am of three types:

1.

	

unity residences of sixteen

	

or l ;
2. mily-based treatment and
3. Teadling family homes.

1.	Rmity Residences

Pahabilitative services in community residences areintexventions, therapies and activi are medicallytherapeutic and remedial in nature, and am medically necessary
for the maximum reduction of functional and adaptive b&aviordeficits associated with the persm's mental illness.
Cmmmity residences, for adults ay either a

	

to-type----
arrangement or apartment -based. Caummity residence servicesare also provided to children.

r-imitations on services include

	

foil

	

:

- All providers

	

currently licensed by

	

as community
residm= Mier 14 NYC 586 and 594. CloavA-apte, locations
have sixteen

	

or less.

- Adults admitted mast be determined to have a severe and
persistent mental illness, as defined by the Comnissioner ofCM.

Children

	

be determined to have a seriousemotional I

	

lbance It
as defined by the

	

iCmmissioner of

- Services are limited to those described in 14 NYCR2 593.

- All services mast be provided pursuant to a physician's
written authorization provided in ac- lance with an
approved service plan, as described in 14 MCRR 593.

2. Family-based treatment

Pababilititive services in family-based treatment programs are
intanded to provide treatmnt to seriously

	

ca ally dish bed
children and youth to promote their

	

ful functioning and

	

tiara into the natural family, cotmunity, school or
indepwAIM'A. luting situations .

	

Such services are provided in
core ' tics 'of a child's stage.developmental Those children
determined eligible for admission are placed in px=ogate family
homes for care and treatment.
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Idmi tations on services include the following:

- all providers

	

be

	

y y li
eatment Programs under NYCRR 594.

- children admitted mist be determined to have a serious emoticral
distu

	

, as defined by the

	

i

	

of

ices are limited to those described in 1,4 NY

	

593.

- all services mist be provided pursuant to a gWsician es wri

	

authorization and provided in acoorciv= with an approved service
plan, as described in 14 NYCR 593.

3. facing Family Homes

Rehabilitative services in to

	

family

	

to

	

pro^e ttreatment to seriously emoticnotlly dishnJoed children and
yaxth to. Promote their successful ftMcticniM and

	

into
the natural family, "IrrWrLmity, school or indqpendient living
situations.

	

Siu services are provided in

	

ideratias of a
child's developmental stage. Eligible children

	

in
to care homes (4 children or less) in a vised living

arra rjemen with approved teaching parents, based an the National
Teaching Family Model.

This program is different from family based treatment mouse scone
children are not able to tolerate the family closeness of family
based treatment

	

and, therefore, are =re i.ately
treated in teaching family homes.

Limitation an services include the foll

- All providers

	

be Qirrerrt ly licensed by CHH as teaching
family

	

under 14 NYCRR 594.

- Children adadtted must be cletermirsed to haw a serious emotional
dis

	

, as defined by the Ctomniasioner of CM.

Services are limited to those described in 14 NYCRR 593.

- All services	be provided	to a

	

ician's written
a u t h o r i z a t i a i and provided in

	

noe w i t h an approved service
plan, as described in 14 NYCPR 593.

family-based
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Assertive Community Treatment (ACT)

Assertive Community Treatment (ACT) programs will provide case management,treatment and rehabilitation to persons with a serious psychiatric disorder whoexhibit a pattern of institutional utilization and /or are at risk of a severelydysfunctional lifestyle; present symptoms and impairments not effectivelyremedied by other available treatment; do not or cannot be engaged in treatmentin other outpatient settings as a result of their mental illness; or cannot maintainconsistency in treatment through other outpatient services.

Programs will be licensed under 14 NYCRR Part 508. Services will be providedprimarily in the community. Services will be provided by a licensed multi-disciplinary team under the supervision of a psychiatrist which meets with therecipient or the recipient's significant others a minimum of six times per month.Of these six contacts, at least three of the contacts must be with the Medicaidrecipient. Step down services may be provided to clients found by the team tobe no longer in need of full ACT team services. A client who is receiving ACTstep down must receive a minimum of two face to face contacts per month.Individuals shall be allowed to alternate between the full ACT team services andstep-down services depending on the level of services'needed to remain in thecommunity.
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13 d. Rehabilitative Services
Peonafiged Recovea^ Orien ted Services

Intensive Mob
and Suport. A "limited -license" will b ramie available for firms-sit dinginteaaiveRehabilitation and OnQoehab citation and Support 13romm9 that are operated by aprvvidêthat does not have the c0ability to offer Commuttity^ehabilitatiou grad Snrxoart

Coteau ty ebabii ion andSupport (CRS) a„s 1 i

	

to ennes at4 assist individuals inra iaairz their rperital illness mg Lin rmtorjn ithose skills and, pporis r:ecessacy to livesuccessf ily in the cotnMttlnfty Intensive Rehabilitation ) is a eystemixed package ofre ability ' ands ott servic

	

l

	

'st Mjadividusl in

	

ficlife t3oals such as successful completion of school, atta1 rent ofstable a

	

idependertt9and Qainful employment Intensive Rehabilitation s ervices rnyalso be ur4d to eebvide targetedi cv tiQ o

	

ure ti• risk o

	

itali do

	

o bo

	

. inv

	

tin the c 'r.justice system, MC to he, p individu Is manaze.their symptoms, Ont^oin_g habilitation andSupport (ORS,) will pruyWej terventions designed to assist iu. tnana,^g symptoms in anintagrated wojke se,

PROS aro ams wijofr a comprehensive Menu of sects, customized far each client throughdevelopment of an individualized recovery plan. Services tuovlde:d by tie CRS coaamonet^t o ^' aPROS progam will in lode but are not limited to: erneraae °rrrent: assessment; wellness selfmanaeement; basic-living skills traiaine benefits and financial uzanagenaent; comtriunity lingskills exploration: crleis intervention; individual recoy y.plannit ; infotmatzon t,d educationregarding self help: and st to alaialW_ l develornnent and suppoi . Services povided by.th Rcorrrp-anent of a PROS prommu will include but argot limited to: family Qaychoeducatiom
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education-oxiented goals. Searyj es rovided bye ORS comuoneent of a PROS program will, clude, but are not limited to, vocational support services, daft d as ft ongoing provision ofcounsel ins, mentorin

	

_advocacy services designQd to sustain an individu M's role inintegrated ernploynaent bvproyijsupports which assist the individual in sytrmgtoznmanage terrt. PROS sexy;.ces will be roylded both onsite and offsite but ORS services willalways be provided off-site-in the community.

oexazns may, at their ogcioa provide clinical treatment services designed to stabilize.
ameliorate and control the disabling svmntoms of mental illness. Programs that provide clinicaltreatment services will be reimbursed at a higher rate for the clinic component th pro rams
which do not provide clinical treatment services.
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13 d. Rehabilitativ e Services
Personalized Recovery Oriented Services-continued

The goal of the progam is to provide integrated services. but clients can choose to receive
services from different service cowonents in more than proerram Clients enrolled in a PROS

	

program which Quo ides clinical treatment services will be given free choice as to whether they
wish to receive clinical treatment through the PROS program or receive those services from a
clinic licensed under 14 NYCRRPart 587.

Programs will be licensed and reimbursed under criteria set forth in 14 NYCRR -Fag -S 12
Staffing requirements will include differing staff to client ratios depending on the component of
services the prog.;axt offers.

Attachment 3.1 -A

Suppiernent

Page 3b-3

T

Su

	

des .

	

-

	

Approval Date"T 0 3 ZO

na ^AP8,0 1 ^rtrt



	

New York
3(c)

Rehabilitative Services (cont.)

Attachment 3.1-A
Supplement

"Off-site" services shall be provided to developmentally disabled persons whose therapeutic

requirements are most effectively satisfied In an appropriate environment that is specific to
the treatment needs of the developmentally disabled individual. Such services shall be
provided by persons authorized pursuant to NYCRR Title 14 Part 679. "Off-site" services
shall not be provided at the location of a clinic certified by NYCRR Title 14 Part 679.

18. . Limitations on Hospice Services:

Ho spice services are provided to individuals who are certified [Recipients must be diagnosed]

by a physician as being terminally Iii, [that is, having] with a life expectancy of approximately
six months or less [to live].

Recipients must sign an informed consent electing hospice over conventional care, subject to

'periodic review.

Services [must be] provided [in accordance with pertinent Department of Health regulations]

are palliative In nature as opposed to curative: Services include supportive medical, social,

emotional, and spiritual services to terminally ill individuals as well as emotional support for

family members. Hospice services may be delivered at home, in a nursing home or in a

hospice residence.

Recipients who elect hospice care waive all rights to Medicaid reimbursement made on their

behalf for the duration of the election of any services covered under the Medicaid State Plan

that are related to the treatment of the terminal condition for which hospice care was

elected, or a related condition.

Hospice services provider qualifications are provided for registered professional nurse, home
health aide, physical therapist, occupational therapist, speech pathologist, personal care
aide, housekeeper/homemaker. pastoral care coordinator, social worker, nutritioniist,
audiologist, and respiratory therapist, personal care aid. housekeeper/homemaker, pastoral
care coordinator, social-workers, nutritionist, audiologist, and respiratory therapist

Registered professional nurse shall mean a person who is licensed and currently
registered as a registered professional nurse pursuant to Article 139 of the New York
State Education Law.
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Home Health aide shall .mean a person Who carries out health care tasks under the

supervision of a registered nurse or licensed therapist and who may also ride

assistance with personal hygiene housekeeping and other related suoogrtive tasks t

patient with health care needs in his/her home. Home health aides shall have

successfully completed a basic training program in home health aide services or an

uival t exam approved b the D

	

ent and

	

-evidence

completion.

Physical therapist shall mean a person who Is licensed by a currently registered with

the New York Stat Education Department or

	

has

	

valid limited mrmlt-who
bye it Department.

Occupational therapist shall-mean a person who Is registered with the American

Occupational Therapy Association, or either a graduate of -a programIn oecupatiignal

therapy approved by the Council on Medical Education of the American Medical

Association In collaboration with the American Occupational Therapy Association orb

graduate of a curriculum In occupational therapy which is recognized by the World

Federation of Occupational Therapists and is eligible fora registration wtth the American

Occupational Therapy Association.

Speech pathologist shall mean a person who is licensed as required by Article 159 of the

New Yo[k State Education Law. .

'Personal care aide shall mean a person who, under professional supervision` provides

patients assistance with nutritional and environmental support

	

pgrgonal h

feeding and dressing and/or, as an . extension of self irected patients. selects heath-

related tasks. A personal care aide shall have successfully completed:.

fl) a training grogram in ohealth aide services or ggulyMent exam

	

ifi

in the descripti n for home health aide above; r

Qj) one full year of experience in providing

	

sonal

	

'c

	

hocaM se

care services agency within three years preceding the effective date of an Initial

license Issued pursuant to Article 36 of the Public Health Law: or

iii a training program In personal care services approved byte New York. State

Department of Health, which shall Include basic training, periodic and continuing

In-service training, and on-the-job instruction and supervision: and
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in those instances where the personal care aide is to be providing assistance with

health-related tasks, such aide shall be trained as described in subparagraph (iii) of this

paragraph and training in health-related tasks shall be completed in full prior to the

personal'care aide's assignment to any patient, as evidenced by written documentation

of such completion.

Homemaker shall mean a person who meets the standards established by the

Department of Social Services and assists and instructs persons.at home because of

illness, incapacity or absence of a caretaker relative in providing assistance with

environmental and nutritional tasks.

Pastoral care coordinator shall mean a person who has had a minimum of one year of

training and experience in pastoral/spiritual counseling, and has a baccalaureate degreg

from a regionally accredited college or university or one recognized by the -New York

State Department of Education.

Social worker shall mean a person who holds a master's degree in social work'after

successfully completing a prescribed course of study at a graduate school of social work

accredited by the Council on Social Work Education and the Education Department, and

who is certified or licensed by the Education Department to practice social work in the

State of New York. When employed by a certified home health agency, long-term home

health care program or hospice, such social worker must have had one year of social

work experience in a health care setting.

Nutritionist shall mean a person who applies the principles of normal and therapeutic

nutrition and of the physical, biological, social and behavioral sciences. to the assessment

and management of those factors in the personal community environment which

influence nutritional status. A nutritionist must possess a baccalaureate degree, with

major studies in food and nutrition, from a regionally accredited or New York State

registered four-year college or university, and be registered or be eligible for registration

by the American Dietetic Association.
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Audiologist shall mean a person who ii; licensed as required by Article 159 of the New
York State Education Law.

Respiratory therapist shall mean a person who is licensed and currently registered as a
respiratory therapist pursuant to Article 164 of the New York State Education Law.

Providers of Hospice Services must be certified in accordance with Article 40 of the PHL
Services are provided in accordance with 42 CFR Part 418

The State assures the provision of Hospice services will be provided in accordance with
42 CFR Part 418,

}

	

19.

	

Limitations on Tuberculosis related services:

Directly Observed Therapy (DOT) - will be provided to clients who are being treated for
Tuberculosis Disease.

	

22.

	

Limitation on Respiratory Care:

Services may be rendered to EPSDT population by medical necessity and that services is
furnished through the clinic and home benefits to this population.,

	

t

TN #07-13

	

Approval Date

Supersedes TN New

	

Effective Date

	

APR 0 1 2 .I



New York
3(d)

Attachment 3.1-A
Supplement

24a. Prior approval Is required for non-emergent transportation, Including the services and
subsistence of the attendant. Reouests can be made by recipients or their family
members; or medical r^ actitioners acting on behalf of a redolent.

Transpgrtaton oroviders are assigned to requests for non-emergeen y transportation
services based upon fib, a redolent's choice of avails le participating vendors at the
medically aooroprlate el of transportation: then. If the recipie

	

dica no
preference, the ordering practitioners choice among available VArtIcI21ting vendors at
the medically aoproorlate level of transportation: and finally. if no choice is made by tie
ordering practitioner, the request Is given via rotation' among the medically available and
appropriate mode of transaortation nroiy ders.

1. To assure comoarability and statewideness, each county's local department of sociall

services manages transportation services on behalf of recipient's assigned to the

county.

2. Recipient, family member, or volunteer reimbursement is made as an administrative
expense of the Medicaid Program, This applies to any oersonal vehicle mileage
reimbursemen lodging, airfare, or other ex nse borne on behalf of the Medicaid
recipient by a non-direct vendor..

24d. Prior approval Is required for skilled nursing facility services except when admitted
directly from a hospital, another skilled nursing facility or from a health related facility.

Medicaid payments shall not be authorized for skilled nursing facilities which are not
certified or have not applied for certification to participate in Medicare.

26.

	

Personal Care Services means some or total assistance with personal hygiene, dressing
and feeding and nutritional and environmental support functions. Prior approval is
required for all personal care services. The authorization period and amount of personal
care services authorized depends upon patient need, as Indicated in the patient's
assessment.

Personal care services, shared aide and Individual aide, furnished to an individual who is
not an inpatient or resident of a hospital, nursing facility, intermediate care facility for the
mentally retarded, or Institution for mental disease, as determined to meet the recipient's
needs for assistance, and when prescribed by a physician, in accordance with the
recipients plan of treatment and provided by Individuals who are qualified to provide

such services, who are supervised by a registered nurse and who are not members of

the recipient's family, and furnished in the recipient's home or other location.
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t

Providers of personal care services (personal care aides) must have:

• maturity, emotional and mental stability, and experience In personal care or

homemaking;
® the ability to read and write, understand and carry out directions and Instructions,

record messages, and keep simple records;

• a sympathetic attitude toward providing services for patients at home who have

medical problems;
• good physical health, as Indicated by the documentation in the personnel file of

all persons providing personal care services. This documentation must Include

the same assurances and proof of good physical health that the Department of

Health requires for employees of certified home agencies;

• a criminal history record check performed to the extent required under section

124 of the PHL; and
• successfully completed a training program approved by the Department.

Personal care aides must be supervised by a registered professional nurse who is

licensed and currently certified to practice In New York State and who has at least two

years satisfactory recent home health care experience: Nursing supervision Includes

orienting the personal care aide to his/her job assignment(s); providing needed on-the -

job training; making nursing supervisory visits to the patient's home PRN, but'at least

every 90 days; and, annually conducting an overall job performance evaluation of the

aide.

NeW York State's Personal Care Services are provided In accordance with 42 CFR

440,167.
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27.

	

The State elects to provide medical assistance services to eligible individuals
through a Primary Care Case Management Program. PCCMs are responsible for
locating, coordinating, and monitoring covered primary care to all individuals
enrolled with a case manager.

PCCM providers may be physicians, physician group practices, entities
employing or having other arrangements with physicians to provide PCCM
Services under the contract. Nurse practitioners may also be a PCCM provider.

A PCCM will provide for arrangements with, or referrals to a sufficient number of
physicians and other appropriate health care professionals to ensure that services
under the contract can be furnished to enrollees promptly and without
compromise to quality of care.

PCCMs are required to be accessible 24 hours/seven days per week to provide
information, referral and treatment to enrollees. PCCMs may not restrict an
enrollees access to emergency services, or require prior authorization of
emergency services.

A PCCM shall be geographically accessible to enrollees. Primary care providers
must meet State standards for travel time and distance.
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General

a)

		

Prior approval of the local professional director shall be required formedical care and services which are to be provided outside New YorkState, except in the following situations:
1. When it is customary for the inhabitants of the district generally touse medical care resources and facilities outs ide New York State.2. When out-of-state care was provided in an emergency.

b) When a request subject to prior approval his been modified or denied inwhole or in part because of disagreement with the proposed plan oftreatment, recipients are notified that they may request a fair hearing. -

ti.

CCT.

	

1 1985'live da- e



New York
Page 5

Attachment 3.1-A
Supplement

(04 /05)

AMOUNT, DURATION AND SCOPE OF MEDICAL AND REMEDIAL CARE SERVICES .
PROVIDED TO THE CATEGORICALLY NEEDY

In addition to the limitations specified on pages 1 through 4 regarding services,

the following limitations also apply to the noted services:

2a.; 2b.; 2c.;. 2d.1

Services will be provided in accordance with the utilization threshold requirements

described in departmental regulations, which are based on medical necessity and
identified for providers in the MMIS Clinic Provider Manual. Such threshold requirements

are applicable to specific provider service types including medical clinics, dental clinics

and mental health clinics certified under Article 28 of the Public Health Law and/or

Article 31 of the Mental Hygiene Law. The requirements mandate that providers obtain

prior authorization based on medical necessity for the provision of services in excess of

prescribed utilization thresholds per recipient per benefit year, unless the services
provided were urgent or emergent in nature, or otherwise excluded.

3. Services will be provided in accordance with the utilization threshold requirements
described in departmental regulations, which-are based on medical necessity and
identified for providers in the MMIS Laboratory Provider Manual. Such threshold
requirements are applicable to specific provider service types including laboratories. The

	

requirements mandate that providers obtain prior authorization based on medical
necessity for the provision of services in excess of prescribed utilization thresholds per

recipient per benefit year, unless the services provided' were urgent or emergent in
nature, or otherwise excluded.

5.

		

Services will be provided in accordance with the utilization threshold requirements

described in departmental regulations, which are based on medical necessi and
identified for providers in the MMIS Physician Provider Manual. Such threshold
requirements are applicable to specific provider service types including physicians, for
services furnished in the office or patient's home. The requirements mandate that
providers obtain prior authorization based on medical necessity for` the provision of

services in excess of prescribed utilization thresholds per recipient per benefit year,
unless the services provided were urgent or emergent in nature, or otherwise excluded.
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A utilization threshold service is decremented each time a patient is seen by a physician including those

times when the patient is seen by a physician and an electronic prescription/fiscal order is transmitted for

medically necessary pharmaceuticals and select over the counter medications.
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9.

	

Services will be provided in accordance with the utilization threshold requirements
described in departmental regulations which are based on medical necessity and
identlfi'?d for providers in the MMIS Clinic Provider Manual. Such threshold requirements
are applicable to specific provider service types including adult clay health seryicgsj
medical clinics, dental clinics and mental health clinics certified under Article 28 of the
Public Health Law and/or Article 31 of the Mental Hygiene Law. The requirements
manda':e that providers obtain prior authorization based on medical necessity for the
provisio>n of services in excess of prescribed utilization thresholds per recipients per
benefit year, unless the services provided were urgent or emergent in nature, or
otherwise excluded.

I a. Services will be provided in accordance with the utilization threshold requirements
described in departmental regulations which are based on medical necessity and
identifi,:d for providers In the MMIS Clinic Provider Manual. Such threshold requirements,
are applicable to specific provider service types including adult day health services,
medical clinics, dental clinics and mental health clinics certified under Article 28 of the
Public health Law and/or Article 31 of the Mental Hygiene Law. The requirements
manda:e that providers obtain prior authorization based on medical necessity for the
provisions of services in excess of prescribed utilization thresholds per recipients per
benefit year, unless the services provided were urgent or emergent in nature, or
otherwise excluded.

11b. Services will be provided in accordance with the utilization threshold requirements
described in departmental regulations which are based on medical necessity and
Identifi ad for providers in the MMIS clinic Provider Manual, Such threshold requirements
are applicable to specific provider service types including adult day health services,
medical clinics, dental clinics and mental health clinics certified under Article 28 of the
Public Health Law and/or Article 31 of the Mental Hygiene Law. The requirements
manda :e that providers obtain prior authorization based on medical necessity for the
provision of services in excess or prescribed utilization thresholds per recipients per
benefit year, unless the services provided were urgent or emergent in nature, or
otherwise excluded.
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11c.

	

Services will be provided in accordance with the utilization threshold requirements
described in departmental regulations which arebased on medical necessity and
identifi + ?d for providers in the MMIS Clinic Provider Manual. Such threshold requirements
are applicable to specific provider service types including medical clinics, dental clinics
and mE ntal health clinics certified under Article 28 of the Public Health Law and/or
Article .31 of the Mental Hygiene Law. The requirements mandate that providers obtain
prior authorization for the provision of services based on medical necessity in excess of
prescribed utilization thresholds per recipients per benefit year, unless the services
provided were urgent or emergent in nature, or otherwise excluded.

12a. Services will be provided in accordance with the utilization threshold requirements
describ Bd in departmental regulations which are based on medical necessity and
identified for providers in the MMIS Pharmacy Provider Manual. Such threshold
require rents are applicable to specific provider service types including pharmacy for
prescription items and their refills, over the counter medications, and medical/surgical
supplies dispensed by a community or outpatient pharmacy. The requirements mandate
that providers obtain prior authorization for the provision of services based on medical

eta ce siy in excess of prescribed utilization thresholds per recipient per benefit year,
unless ^.:he services provided were urgent or emergent in nature, or otherwise excluded.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: New York State

CASE MANAGEMENT SERVICES

A. Target Group: A

B.

	

Areas of State in which services will be provided:

Entire State.

_X Only in the following geographic areas (authority of section 1915(g)(1) ofthe Act is invoked to provide services less than Statewide:

The counties of Albany, Allegany, Cattaraugus, Cayuga, Chemung, Columbia, Cortland,Dutchess, Franklin, Fulton, Genesee, Herkimer, Jefferson, Livingston, Madison, Monroe(zip codes 14605, 14621, and 14609), Onondaga, Orange, Orleans, Rensselaer, St.Lawrence, Schenectady, Schoharie, Schuyler, Seneca, Steuben, Suffolk, Sullivan,Tompkins, Ulster, Washington, Westchester, Wyoming, Yates, and New York City
(Bronx Commun. Dist. 1-4, Brooklyn Commun. Dist. 5, 8, 9, 16-18, Manhattan Commun.Dist. 9-12, Queens Commun. Dist. 3, 4, 6, 7, 8, 11-13, and Richmond Commun. Dist. 1-3)

C.

	

Comparability of Services

Services are provided in accordance with Section 1902(a)(1 0)(B) of the Act.

_X_, Services are not comparable in amount, duration, and scope. Authority ofSection 1915(g)(1) of the Act is invoked to provide services without regard to therequirements of Section 1902(a)(10)(B) of the Act.

D. Definition of Services:

See attached.

E. Qualification of Providers:.

See Page 1-A10.
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State/Territory: New York State

F.

	

The State assures that the provision of case management services will not restrict
an individual's free choice of providers in violation of section 1902(a)(23) of the
Act.

1. Eligible recipients will have free choice of the providers of case
management services.

2. Eligible recipients will have free choice of the providers of other medical
care under the plan.

G. Payment for case management services under the plan does not duplicate
payments made to public agencies or private entities under other program
authorities for this same purpose.
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3.1ACASE MANAGEMENT SERVICES

	

PAGE 1-A2

A. TARGET GROUP

The primary targeted group consists of any adolescent, male or female,
under 21 years of age who is a categorically needy or medically needy Medicaid
eligible and is a parent and resides i the same household w ith his or her
child(ren), or is pregnant. P

The target group may also consist of any eligible child of an adolescent or
any adolescent, male or female under 21 years of age, who is a categorically
needy or medically needy Medicaid eligible and is deemed to be at risk of
pregnancy or parenthood and meets one or more of the following at-risk criteria:

1)

	

receives public assistance in his or her own right;
2)

	

is homeless or at imminent risk of becoming homeless;
3)

	

has had an abortion or miscarriage
4)

	

has had a pregnancy test, even if the test outcome was negative;
5)

	

is sexually active;

6)	is the non-custodial mother or father of a child;
7)

	

is the younger sibling of an individual who was or is a teenage
parent;

8)

	

is a rape or incest victim;
9)

	

has dropped out of high school without graduating;
10)

	

is having academic and/or disciplinary problems in school;
11)

	

requests case management activities, or his or her authorized
representative requests such activities on behalf of the adolescent; or

12) is the child of adolescent parent(s).

Sixty percent of the current ADC cases in New York State are headed by
mothers who were teenagers when they gave birth to their first child. The goal of
case management for this target population is to provide access for youth to
medical, educational, employment and other services which will increase their
potential to become financially independent. Case management services continue
for this target population through age 21.
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-B. AREAS OF STATE IN WHICH SERVICES WILL BE PROVIDED TO TARGET GROUP A
Case management services will be provided to residents of the following counties: Albany,Allegany, Cattaraugus, Cayuga, Chemung, Columbia, Cortland, Dutchess, Franklin, Fulton,Genesee, Herkimer, Jefferson, Livingston, Madison, Monroe {zip codes 14605, 14621, and14609), Onondaga, Orange, Orleans, Rensselaer, St. Lawrence, Schenectady, Schoharie,Schuyler, Seneca, Steuben, Suffolk, Sullivan, Tompkins, Ulster, Washington, Westchester,Wyoming, Yates and New York City (Bronx Commun. Dist. 1-4, Brooklyn Commun. Dist. 5,8, 9, 16-18, Manhattan Commun. Dist. 9-12, Queens Commun. Dist. 3, 4, 6, 7, 8, 11-13, andRichmond Commun. Dist. 1-3)

D. DEFINITION OF COMPREHENSIVE MEDICAID CASE MANAGEMENT REIMBURSABLEUNDER MEDICAID

	

Case management is a process which will assist persons eligible for MedicalAssistance to access necessary services In accordance with goals contained in awritten case management plan.

BASIC PREMISES OF COMPREHENSIVE MEDICAID CASE MANAGEMENT
1._ Case management services are those services which will assist persons eligiblefor Medical Assistance to obtain needed medical, social, psychological,educational, financial, and other services.

2. Case management is a human services agency tool for the effective managementof multiple resources for the benefit of individuals Identified as high utilizers ofservice, or having problems accessing care, or belonging to certain age,diagnosis or specialized program groups. Effective management Is concernedwith service: the quality, adequacy and continuity of service, and a concern forcost effectiveness to assure each eligible individual served receives the servicesappropriate to their needs. Targeted groups consist of persons with multipleneeds or high vulnerability who require intensive and /or long term intervention byhealth and other human serces providers.

New York State
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.903. Case management services enable Medicaid eligibles to exercise their
freedom of choice by providing knowledge of services available to them,
prova _ access to the most appropriate service to meet their needs and
assisUmg them to achieve their maximum level of functioning and
independence in their most appropriate environment. Case managers do not
have the authority to prior authorize Medicaid service or to limit the
amount, duration or scope of Medicaid services.

4. Case management empowers the individual by encouragement in the
decision making process, allowing choice among all available options as a
means of moving the individual to the optimum situation where the person
and/or his/her support system can address his/her needs. Case management
implies utilization and development of such support networks as will
maximize the effectiveness, efficiency and accountability of support
services on behalf of the individual.

DEFINITION OF CASE MANAGE MENT RELATED TO TARGET GROUP A
Case management for Target Group A means those activities performed by

case management staff, in consultation with an adolescent parent of an eligible

	

child or with a eligible adolescent and other, individuals involved with the child or
adolescent if appropriate, related to ensuring that the. adolescent and child have
full access to the comprehensive array of services and assistance available in the
community which the adolescent needs to maintain and strengthen family life and

	

to attain or retain capability for maximum self support and personal
independence.

Case management for Target Group A requires referral to and coordination
with medical, social, educational, psycho-social, employment, habilitation,
rehabilitation, financial, environmental, legal and child care services available
within the community appropriate to the needs of the adolescent.

CASE MANAGEMENT FUNCTIONS
Case management functions are determined by the recipient's circumstances

and therefore must be determined specifically in each case and with each
recipient's involvement. A separate case record must be established for each
individual recipient of case management services and must document each case
management function provided, including:

	

1^^)
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A. In take and screening. This function consists of: the initial contact with the
recipient providing information concerning case management; exploring the
recipient's interest in the case management process; determining that the
recipient is a member of the provider's targeted population; and, identifying
potential payors for services.

E. A anent and reassessment . The case manager must secure directly, or
indirectly through collateral sources, with the recipient's permission: a
determination of the nature and degree of the recipient's functional-
impairment through a medical evaluation; a determination of the recipient's
functional eligibility for services; information from other
agencies/ individuals required to identify the barriers to care and existing
gaps in service to the recipient; assessment of the recipient's service needs
including medical, social, psychosocial, educational, financial and other
services; and, a description of the recipient's strengths, informal support
system and environmental factors relative to his/her care.

C. Case Management plan and coordination. The case management activities
required to establish a comprehensive written -_:.-se management plan and to
effect the coordination of services incluae: .oentification of the nature,
amount, frequency, duration and cost of th= :ase management services
required by a particular recipient; selection of :he nature. amount, type,
frequency and duration of services to be provided to the recipient with the
participation of the recipient, the recipient's informal support network and
providers of services; specification of -`^e long term and short term goals to
be achieved through the case management process; collaboration with.
hospital discharge planners, health care proviaers and other servi-ce
providers, including informal caregivers and other case managers, through
case conferences to encourage exchange of clinical information and to
assure:

1.

	

the integration of clinical care plans throughout the case management
process;

2.	the continuity of service;
3.

	

the avoidance of duplication of service (including case management
services); and,
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4.

	

the establishment of a comprehensive case management plan that

	

addresses the medical, social, psychosocial, educational, and financial

needs of the recipient.

D. Implementation of the case management plan includes: securing the

services determined in the case management plan to be appropriate for a

particular recipient through referral to those agencies or persons who are

qualified to provide the identified services; assisting the recipient with

referral and/or application forms required for the acquisition of services;

advocating for the recipient with all providers of service; and developing

alternative services to assure continuity in the event of service disruption.

E. Crisis intervention by. a case manager or practitioner when necessary,

includes: assesssment ' of the nature of the recipient's' circumstances;

determination of the recipient's emergency service needs; and, revision of

the case management plan, including any changes in activities or objectives

required to achieve the established goal.

F. Monitoring and follow-up of case management services includes: assuring

that quality services, as identified in the case management plan, are

delivered in a cost-conscious manner; assuring that the recipient is adhering

to the case management plan; ascertaining the recipient's satisfaction with

the services provided and advising the preparer of the" case management

plan of 'the findings if the plan has been formulated by a practitioner;

collecting data and documenting in the case record the progress of the

recipient; making necessary revisions to the case management plan; making

alternate arrangements when services have been denied or are. unavailable

to the recipient; and, assisting the recipient and/or provider of services to

resolve disagreements, questions or problems with implementation of the

case management plan.

G. Counseling and exit planning include: assuring that the recipient obtains, on

an ongoing basis, the maximum benefit from the services received;

developing support groups for the recipient, the recipient's family and

informal providers of services; mediating among the recipient, the family

network and/or other informal providers of services when problems with
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service provision occur; facilitating the recipient's access to other
appropriate care if and when eligibility for the targeted services ceases;
and, assisting the recipient to anticipate the difficulties which may be
encountered subsequent to discharge from or admission to facilities or other
programs, including other case management programs.

r
PROCEDURAL REQUIREMENTS FOR PROVISION OF SERVICE

1. A rents. The case management process must be initiated by the
recipient and case manager through a written assessment of the recipient's
need for case management as well as medical, social, psychosocial,
educational, financial and other services.

An assessment provides verification of the recipient's current functioning
and continuing need for services, the service priorities and evaluation of the
recipient's ability to benefit from such services. The assessment process
includes those activities listen in paragraph B of CASE MANAGEMENT
FUNCTIONS.

An assessment must be completed by a case manager within 15 days of the
date of the referral or as specified in a referra l agr eement. The referral for
service may include a plan of care containing significant information
developed by the referral source which should be induced as an integral part
of the case management pian.

An updated assessment of the recipient's need for case management and
other services must be completed by the case manager every six months, or
sooner if required by changes in the recipient's condition or circumstances.

2.

	

C

	

management plan. A written case management plan must be
completed by the case manager for each recipient of case management

	

services within 30 days of the date of referral or as specified in a referral
agreement, and must include those activities outlined in,paragraph C under
CASE MANAGEMENT FUNCTIONS.
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The recipient' s case management goals, with anticipated antes of
completion, must be established in the initial case management plan,
consistent with the recipient's service neeas and assessment.

The case management plan must be reviewed and updated by the case
manager as required by changes in the recipient 's condition or
circumstances, but not less frequently than every sixrmonths subsequent to
the initial plan; and each time the case management plan is reviewed, the
goals established in the initial case management plan must be maintained or
revised, and new goals and new time-frames may be established with the
participation of the recipient.

The case management plan must specify:

a. those activities which the recipient is expected to undertake within a
given period of time toward the accomplishment of each case
management goal;

b. the name of the person or agency, including the individual and/or
family members, who will perform needec tasks;

c. the type of treatment program or ser•: ;ce providers to which the
recipient will be referred.

d. the method of provision and those ac.:,.-Mies to be performed by a

	

service provider or other person to achieve the recipient's related goal
and objective; and

e. the type, amount, frequency, duration aac cost of case management
and other services to be delivered or tasks to be performed.

3.

	

Continuity of service. Case management services must be ongoing from the
time the recipient is accepted by the case management agent for services to
the time when: the coordination of services provided through case
management is not required or is no longer required by the recipient; the
recipient moves from the social services district to a aistrict in which case
management services are not provided; the long term goal has been reached;
the recipient refuses to accept case management services; the recipient
requests that his /her case be closed; the recipient is no longer eligible for
services; or, the rec :ptent' s case is appropriately transferred to another case

Juat 1manager.

	

°-

e

	

a

1 f



SUPPLEMENT TO ATTACHMENT
Page 1-A9

Contact wit] the recipient or with a collateral source on the recipient's
behalf must ;)e maintained by the case manager at least monthly or more
frequently as specified in the provider's agreement with New York State
Department of Social Services.

LIMITATIONS TO THE PROVISION OF MEDICAID CASE MANAGEMENT
SERVICES

Case management services:

1. must not be utilized. to restrict the choice of a case management
services recipient to obtain medical care or services from any provider
participating in the Medical Assistance Program who, is qualified to
provide such care or services and who undertakes to provide such care
or service( s) including an organization which provides such care or
services or which arranges for the delivery of such care or services on
a prepayment basis;

2.

	

must not duplicate case management ser•.:ces currently provided under
the Medical Assistance Program or under any other program;

3. must not be utilized by providers of case management to create a
demano for unnecessary services or programs particularly those
services or programs within their scope of authority; and.

4. must not be provided to persons receiving institutional care
reimbursed under the Medical Assistance Program or to persons in
receipt of case management services uncer a Federal Home and
Community Based Services Waiver.

While the activities of case management services secure access to,
including referral to and arrangement for, an individual' s needed service, the
activities of case ;management do not include:

1.	the actual prov:s.on of :he service;
2.

	

Medicaid elig.btltty determinations /redeterm. inat ions;
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3. Medicaid preadmissioi screening;

4. prior authoriza tion fo. Medicaid services;
5. .-requ ired Medicaid utiliza tion review;
6. DT administration;
7. activities in connection with "lock-in" provisions under 1915(a) of the

Social Security Act;
8. institutional discharge planning as required of hosipitals, SNF's, ICF's

and ICF/MR's; and
9..

	

client outreach.

LIMITATIONS SPECIFIC TO TARGET GROUP A
Case managers and case management staff with respect to any eligible

child of an adolescent or adolescent in Target Group A for whom case
management activities are being performed and the child(ren) of such adolescent,
are prohibited from and do not have the authority to:

1.	provide, authorize or purchase services or assistance reimbursable under

	

Title XX of the federal Social Security Act or otherwise administered or
funded by the social services district;

2.	accept or deny any application for public assistance or for services or
assistance reimbursable under Title XX of the federal Soo ial Security Act or
otherwise administered or funded by the social service district; or,

3.

	

place the adolescent or his or her child(ren) in foster care, or remove the
adolescent or his or her child(ren) from the home of his or her parent or
guardian.

E. QUALIFICATIONS OF PROVIDERS

	

1.

	

Providers

Case management services may be provided by social services
agencies, facilities, persons and other groups ' possessing the capability to
provide such services who are approved by the New York State
Commissioner of Social Services based upon an approved proposal submitted

9 0
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York State Department of Social Services. Providers may
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a. facilities licensed or certified under New York State law or regulation;

b. -health care or social work professionals licensed. or certified in

accordance with New York State law;

C.

	

State and local governmental agencies; and

d.

	

home health agencies certified under New York State law.

2.

	

Case Ma ers

	

r

	

The case manager must have two years experience in a substantial

number of activities outlined under CASE MANAGEMENT FUNCTIONS,

incluc ►ng the performance of assessments and development of care

management plans. Voluntary or part-time experience which can be verified

will be accepted on a pro-rata basis. The following may be substituted for

this requirement:

a.

		

one year of case management experience and a degree in a health or

human services field; or

b.

		

one year of case management experience and an additional year of

experience in other activities with- the target population; or

c. a bachelor's or master's degree which includes a practicum

encompassing a substantial number of ac::• ities outlined under CASE

MANAGEMENT FUNCTIONS, including the performance of

assessments and development of case management plans; or

a. • the individual meets the regulatory require-nenfs for case manager of

a State Department within New York State.

3. Qualifications of Providers Specific to Target Group A

1. Providers

Providers. of case management to the adolescents in Target

Group A may be public or private agencies and organizations, whether

operated on a profit-making or not-for-profit basis.

2. Case Managers

Case managers must have the euucation, experience, training

and/or knowledge in the areas necessary to assess the needs and

capabilities of, and to assist pregnant, parenting or at-risk adolescents

access to services and assistance needed to maintain and strengthen
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family fife, to attain or retain the capability for maximum self support
and personal independence including, but not limited to the areas of
adolescent aevelopment, adolescent sexuality, and effective
interviewing techniques.

Primary responsibility for performing case management
activities must be given to case managers. Para-professional and
volunteers may be usea as case management s taff to assist the case
managers and may per form those activities which are appropriate
based on their training and experience.

(18 NYCRR 361.U-361.13 NYS DSS Regulatory requirements for implementationof the New York State Teenage Services Act of 1984.)
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C. Cosip&rability of Services

i / Services are provided in accordance with sec tion 1902 (a)(10)(S) of theAct.
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of sec tion 1915(5)(1) of the Act is invo kmod to provide services without
regard to the requirimen ts of section 1902(a)(10)( 3 ) of the Act.

D. Definition of Services:

See attached

Qualification of providers:
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F. 77ie State assures that the provision of case mama

	

t services will
not restrict an individual 's free dice of providers in violation of
section 1902 (a) (23) of the Act.

1. Eligible recipients will have free choice of the providers of case
envent services.

2. Eligible recipients will have free choice of the providers of other
medical care under the plan.

G. Payment for case management services under the plan does not duplicate
payments made to public agencies or'private entities under other program
authorities for this same purpose.
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NEW YORK STATE
CASE MANAGEMENT SERVICES

A. TARGET GROUP B

Persons enrolled in Medical Assistance who:

	

(1) Have a documented diagnosis of mental retardation or a developmental
disability as defined in New York Mental Hygiene Law §1.03, and

(2)

		

Are in need of ongoing and comprehensive service coordination rather
than incidental service coordination, and

Have chosen to receive the services, and

Do not reside in intermediate care facilities for the developmentally
disabled; State operated Developmental Centers; Small Residential Unit
(SRU); Nursing Facilities, or hospitals or any other medical assistance
institutional settings that provide service coordination, and

Are not concurrently enrolled in any other comprehensive service
coordination service funded under Medical Assistance.

B. AREAS OF STATE IN WHICH SERVICES WILL BE PROVIDED TO TARGET

Entire State

C. DEFINITION OF MEDICAID SERVICE COORDINATION TO TARGET
GROUP B

Medicaid Service Coordination (MSC) for Target Group 8 is a service
which assists persons with developmental disabilities in gaining access to
necessary services and supports appropriate to the needs of the
individual. MSC is provided by qualified service coordinators and uses a
person-centered approach to planning, developing, maintaining, and
monitoring an Individualized Service Plan (ISP) with and. for a person with
developmental disabilities. MSC promotes the concepts of choice,
individualized services and supports and consumer satisfaction.

(3)

(4)

(5)
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D.

	

Medicaid Service Coordination Functions

General Service Descri ption

Medicaid Service Coordination helps a person access necessary supports and
services including medical, social, educational, psychosocial, employment,
habilitation, rehabilitation, financial, residential and legal services available and in
accordance with the person's valued outcomes as expressed in the
Individualized Service Plan (ISP).

Medicaid Service coordination functions are:

Enrollment ("intake")
Development of the Individualized Service Plan (ISP)
Implementation of the ISP
Maintenance of the ISP

Enrollment

The service coordinator assesses eligibility for MSC based on the criteria
specified in A above. The service coordinator completes necessary enrollment
documents.

Development of the Individualized Service Plan (ISP)

The Individualized Service Plan (ISP) is developed using a person -centered
approach. The service coordinator helps the person plan by choosing personal
valued outcomes, and developing a personal network of activities, supports and
services. The plan identifies those supports and services chosen by the
consumer with the service coordinator's assistance, as well as the entities that
will supply them. The resulting planning information is written in the appropriate
ISP format.

ISP development also includes the execution of a Service Coordination
Agreement. This agreement, between the person served and the service
coordinator, describes the service coordination activities the person wants and
needs to meet his or her individualized goals as described in the ISP.
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Implementation of the Individualized Service Plan (ISP)

Using the ISP as a blueprint, the service coordinator works with the person to

	

achieve his or her valued outcomes. Chosen activities, supports, and the full
array of services are accessed as identified in the plan. The service coordinator
uses knowledge of the community and available resources and employs
specialized skills to successfully implement the ISP. The service coordinator:

®

	

Locates or creates natural supports and community resources.

®

		

Locates funded services, helps determine eligibility, completes referrals,
facilitates visits and interviews.

Helps arrange for transportation to the community activities and services
as necessary.

Assists in communicating the content of the ISP, including valued
outcomes, to service providers and assists providers in designing and
implementing services consistent with the ISP.

Maintenance of the ISP

This is the ongoing service provided by the service coordinator. It includes:

® Assessing the person's satisfaction with his or her ISP, including the
Service Coordination Agreement, and making adjustments as
necessary.

® Supporting the person towards achievement of valued outcomes.
Establishing and maintaining an effective communication network with
service providers.

® Keeping up to date with changes, choices, temporary setbacks and
accomplishments relating to the ISP

• Managing through difficulties or problems or crises as they occur.
• Assisting the consumer in assuring that rights, protections and health

and safety needs are met pursuant to state law and regulations.
® Keeping the ISP document, including the Service Coordination

Agreement, current by adapting it to change.
® Reviewing the ISP at least semi-annually.
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Systemic Features and Functions

OMRDD centrally and through its local DDSOs will:

® Ensure access to the service for all eligible people.

	

® Assist people served in choosing a service coordination provider by making the full
range of provider options known to the person and his/her family.

• Match individual needs of people with special provider capabilities and
characteristics.

• Ensure uniformity in service coordinator and service coordinator supervisor basic
training.

• Provide standardized curricula for service coordinators' ongoing training.
® Organize and schedule training and carry out training.
® Carry out functions necessary to ensure quality of service and proper management

of the program.
• Monitor Service Coordination Agreements between the service coordinator and the

person served to ensure service coordinator fulfillment of commitments according to
the agreed upon time frame.

® Make referrals to other service coordination providers when a person is dissatisfied
with the current service provider.

® Monitor complaints of persons served and their families to detect patterns of poor
service quality.

• Require provider corrective action as necessary.
® Oversee provider terminations and necessary referrals to.other service coordination

providers as necessary.

E. LIMITATIONS ON THE PROVISION OF MEDICAID SERVICE COORDINATION

Medicaid service coordination will not:

1. Be utilized to restrict the choice of a service coordination consumer to
obtain medical care or services from any provider participating in the
Medical Assistance Program who is qualified to provide such care or
services and who undertakes to provide such care or service(s),
including an organization which provides such care or services or which
arranges for the' delivery of such care or services on a prepayment
basis.

2.	Duplicate case management services currently provided under the
Medical Assistance Program or under any other program.
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December 16, 1999

3. Be utilized by providers of service coordination to create a demand for
unnecessary services or programs particularly those services or
programs within their scope of authority and

4. Be provided to persons receiving institutional care reimbursed under the
Medical Assistance Program, except that Medicaid service coordination
may be provided for up to 30 days to persons who are temporarily
institutionalized, when the admission to the institution is initially expected
to be 30 days or less.

While the activities of Medicaid Service Coordination secure access to an
individual's needed service, the activities of service coordination do not include:

1.	The actual provision of the service;

2.

	

Medicaid eligibility determinations/redetermination;

3.	Medicaid pre-admission screening;

4.

	

Prior authorization for Medicaid services;

5.

	

Required Medicaid utilization review;

6.

	

EPSDT administration;

7.	Activities in connection with "lock-in" provisions under §1915(a) of the
Social Security Act;

8.	Institutional discharge planning as required of hospitals, SNF's, and
ICFs/MR and

9.

	

Client outreach considered necessary for the proper and efficient
administration of the Medicaid State Plan.
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F.

	

QUALIFICATIONS

1. Providers

Pursuant to §1915 (g)(1) of the Social Security Act,
Medicaid service coordination will be provided by New York State OMRDD
through a network of OMRDD employees and contractors.

2. Service Coordinators

Service coordinators must:

(a)

	

either;

(1) have experience providing OMRDD Comprehensive Medicaid
Case Management (CMCM) or OMRDD Home and Community
Based (HCBS) Waiver Service coordination or

(2) (i) be a registered nurse or have at least an associate's degree
(or equivalent accredited college credit hours) in a health or
human services field, and

(ii) have at least one year's experience working with persons
with developmental disabilities or at least one year's experience
providing service coordination to any population, and

(b)

	

attend professional development courses required by OMRDD.
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G. METHOD OF REIMBURSEMENT

The method of reimbursement shall be a monthly fee established by OMRDD in
conjunction with the New York State Department of Health and approved by the
New York State Division of the Budget.
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The case manager must have two years experience in a
substantial number of activities outlined under CAM 292

, including the performance of as

	

and development
of care management plans. Voluntary or part-tip experience which
can be verified will be accepted on a pro-rata basis.

	

The
following may be substituted for this requirentient:

a. one year of case management experience and a degree in a
health or human services field; or

b. one year of case management experience and an additional year
of experience in other activities with the target population;
or

c. a bachelor's or master's degree which includes a practicum
encompassing a substantial number of activities outlined under
CASE XUVj3EMENT , including the performance of
assessments and development of case management plans; or

d. the individual meets the regulatory requirements for case
manager of a State Department within New York State.

3. Qualifications of Providers Sbecific to Target Group ®B"

1. Providers

Providers of Comprehensive Medicaid Case Management to

	

developmentally disabled persons in Target Group "B" shall
only be the Borough/District Developmental services offices
(B/DDSO) of CtRDD and voluntary non-profit agencies and
organizations authorized by CMRDD as C'!C1/CMRDD providers, and
identified by CMRDD to SDSS.

2. Case Managers

Case managers serving Target Gran "B" must meet the
minimum qualifications described above.

2.
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State/Territory:

	

New York State

	

The State assures that the provision of 'case management services will
not restrict an individual 's free choice of providers in violation of
section 1902(a)(23) of the Act.

1. Eligible recipients will have free choice of the providers of case
management services.

2. Eligible recipients will have free c hoice* of the providers of other
medical care under the plan.

	

.

G. Payment for case management services under the plan does not duplicate
payments made to public agencies or private entities under other program
authorities for this same purpose.
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A. Target Grotip C

m-as target group consists of any categorically needy or medically
r y individual who nets one or more of the following criteria:

1. All HIV infected persons;

2. All HIV antibody positive infants up to age 3 years if
seroconversion has not been firmly established; and

3. All high risk individuals for a temporary period of time not to
exceed 6 months with transition. to another appropriate case
management program for individuals who are HIV negative or
continued unknown status. High risk individuals as the term is
used in the expanded target Grp C AIT1S CMCM population are those
individuals who are members of the following category:

man who have sex with men (NAM), substance abusers, persons
with history of sexually transmitted diseases, sex workers,
bisexual individuals, sexually active adolescents engaging in

	

unprotected sex, and persons who engage in unprotected sex
with HIV+ or high risk individuals.

Family members and coresidents (le. collaterals) of the above
targeted index clients may also receive case agement services as
necessary, to allow for the provision of necessary care and
services to the targeted individual. Services for case collaterals
shall be considered as one family unit in the case manager's
caseload. Separate assessments and service plans are not required
for collaterals, but may be incorporated into the case records of
the primary client. Collaterals may have services arranged for by
the case management provider. Case managsment services for
collaterals should be limited to issues that directly affect the
care of and services to the primary client.

The clients targeted under this proposal face enormous barriers to
care, such as continuing drug and alcohol use, and their associated

	

medical and social problems, domestic violence, mistrust of medical
care and other services, fear of losing their children to foster
care, fear of HIV infection and its lack of
transportation and day care services, and lack of support in
accessing care for their sexual partner and/or coresidents. These
barriers to care can be ove a by the persistent efforts of
indigenous cx nity follow-up workers in cooperation with case
managers. These workers mist have special skills and strengths to
deal with these problems, to win the trust and cenfidene of their
clients in order to motivate them to return to care and to be
continuously monitored . The magnitude of the effort
required to accomplish this exceeds the capabilities of existing
institutional bound and comnzilty case managers and requires the
extensive frequent personal contact possible through an intensive
case management program under

	

ive Medicaid Case
Management.
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Services will only be provided to those individuals who meet one- or
more of the criteria set forth in Section A, Target Group, of this
Supplement.

case management services will be provided without limitation as to
amount, duration or scope.
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case management is a process which will assist persons eligible =for
Medical Assistance to access necessary services in accordance with goals
contained in a written case management plan.

Case management is a multi-step process comprised of the following

activities

1. Intake
2. Assessment
3. Initial Care Plan Devel
4. Initial Care Plan Implementation
5. assessment
6. Care Plan update
7. Care Plan Update Implementation
8. Monitoring
9. Crisis intervention Activities
10. Termination/Case Disposition Activities

11. Client Advocacy,

	

Interagency Coordination

	

System
Development Activities

12. Supervisory Review/Case Conferencing

The sections below describe the specific functions in detail.

1.

The case manager should collect identifying information

concerning the client, family, care givers and informal supports

includirsq the intake elements required on forms developed or

approved by the State Department of Health. A list of family

members, coresidents and children not currently living at h=e

should be recorded includi

	

identification of the primary

caregiver, primary contacts and legal guar; an.(s) of the

child (ren). Client consent to case management, including hane
visitation, case conferencing, service acquisition and registration

p

	

, should be obtained and dented in the case records.
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I,ntake procedures should be initiated upon referral to the
ty Foll

	

provider and =mpleted

	

the first
visit. The Intake procedures may be C=Ipleted by the Case manager,
technician or the

	

ty follow-up worker.

	

includesThe intake
confirmation that the case -management program has been fully
explained to the client. Clients have the right to choose care
providers and, therefore, may choose whether or not to enroll in
the case management program.

2. As

	

rr

Assessment is the collection of information about the client's
medical, physical and psychosocial condition, resources, needs, and
confirmation of eligibility for the program. The assessment
process should include a home visit to evaluate the client's needs,
informal supports, and general living conditions. All family
members should be seen in the

	

.assessment interview(s),

	

if
possible. Direct caregivers and family members not able to be
interviewed should be contacted by phone, if possible. The purpose
of assessment is to identify the client' s/family's problems and
care needs, that care needs are being met and by wham, and what
needs are not adequately met. The initial assessment will focus on
iame iate health and social services needs and address the client's
history of u derutilization of care, and the reasons for such
underutilization. Assessments will be documented on form required
or approved by the State Department of Health, AILS Institute.

Assessment activities should be cpleted following the second

visit but no later than 15 days from the date of receipt of the

referral. The assessment should be carpleted by the case manager

with assistance from the case management technician.

3. Initial Service Plan Develorsnent

Development of the service plan is the translation of
assessment information into specific goals and objectives, and
specific services, providers and timef r to reach each

objective. The service plan is developed by the case manager, in
coordination with the client, representative and other providers.

service plan will reflect goals and services to be
provided to the client and family members. If services actually

provided differ, a note explaining the difference should be made.
The costs and sources of payment for all services should be
documented as required by Depa^.-tznent of Social Services regulations

505.15. The client 's response to the final plan, consent to case
management and/or declination of any part of the plan by the client
should be documented on forms approved by the Department of Health.
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It is the intent of New York State that ---nse management in the

meat approach. The case manager coordinates
servicm al

	

of care - both institutional and
ty based by both directly accessing services and by

establishing linkages with other service programs including
under the jurisdiction of the local depa

	

t of social services.
The role of the case manager is to reduce the barriers in crossing
administrative boundaries to ensure that clients obtain needed
services at the appropriate time fray wherever the services are
available.

	

Services accessed for the client shculd include

	

institutional and nor -institutional medical and nonmedical
services, social and other support services and linkages to

	

existing community resources. In so doing, the case manager will
access and coordinate services with other case managers who may
also serve the client.

	

The service plan will be developed
following the second client contact. ImzTediate needs should be

the case manager and such services

	

d
implemented immediately after the intake. Other assessed needs
should be addressed as soon as possible but in no case later than
30 days from the date of receipt of the referral. The service plan
is to be developed by the case manager with the assistance of the
technician or connunity follow-up worker.

4. Initial Service Plan Irrlementation

In implantation of the service plan, or service acquisition,
the case manager assists the client and family or coresidents as
needed, in contacting the support persons and other service
providers to negotiate the delivery of planned services. The
service plan may be modified to accommodate the client, family
members, coresidents, support persons, and service providers. Any
charges fray the original plan should be noted in the record.
These activities may be acccatplished by the case manager or a
member of the case management team.

The manager, case management technician or community
follow-up worker will (in accordance with the client 's assessed
abilities):

a. contact providers, including support persons, by phone,
in writing or in person

b. assist the client and family meube *̂s or coresidents in

making applications for services and entitlements,
including basic needs such as transportation, child care,
baby-sitting, etc.

c. confirm service delivery dates with providers, and

supports
d. schedule multiple visits by family members on the same

day to accaratodate the needs of the family and children
e. dooment services that aren't available or cannot

accessed

sN	90 -5^-l Approval Date-S ,M
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g. decide, with the client and other providers, on the
ongoirg

	

ibilities of each provider
h. give other service providers accurate and cctclete

information about the service (s) they are expected to
provide and the services provided by others.

Any changes to the service plan due to scheduling or
availability of services will be dcCUmented. Service planimplementation should begin ' diately after service rids
are assessed and is an ongoing responsibility of the case
MrOger. The case manager and support staff, in accordance
with the client's assessed abilities, will assist the client
by contacting providers and support persons when needs are
identified. Assistance

	

inues until the case manager or
staff determines that the services have been arranged and

	

received. Confirmation of need for, application for and
receipt of services is required.

5.

is a scheduled or event generated formal re--assessment
examination of the client's situation, functioning, clinical
and psychosocial needs, to identify changes which have
occurred since the initial or most recent assessment. The
reassessment should rr sure progress toward the desired goals
outlined in the care plan and is used to prepare a new or
revised service plan or confirm that current services remain
appropriate.

	

is the responsibility of the case.
manager.

A formal reassessment under the program for clients who
are receiving intensive case management is due within 9.0 days
of . icn and every 90 days thereafter or when a change in
the client's status occurs which significantly effects the
service plan. Significant changes in status include:

a. death, illness or hospitalization of a family mmd= or
care giver(s), or a condition or circumstance which
impairs the client's ability to prov ide for the family's
physical and/or emotional needs,

b.' change in the client's clinical or functioning status,
c. loss of domicile, entitlement, or service.

gain aassurance fromi other care providers that, serviceswill

	

initiated, and o%firm the delivery of
services

	

these^
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6. Service Plan Update

Updating the service plan means modification to or
revision of the service plan based on reassessment. update of
the service plan may also occur as a result of changes in
clients' needs, or information from monitoring contacts when
changes are not significant as to require a formal

t.

	

Update of the service plan includes all
activities of service plan development, described above in

	

subsection c, relative to. new or changed needs and services.
The service plan should be updated at every t or
when a change in client status occurs which significantly
affects the service plan. The service plan may be updated by
the case manager with assistance from the members of the case
management team.

7. Service Plan Update Imolementation

Implementation of the updated service plan includes the
same activities as described for service plan implementation
noted in subsection d, and may be the responsibility of the
technician or connnunity follow-up worker under the supervision
of a case manager.

8. Monitoring

Monitoring is contact between the case manager or support
staff and the client or representative. Support persons and
service providers will also be contacted if necessary. The
purpose of these contacts is to assure that services are being
delivered according to the service plan. Contacts may include
encounters in the agency, home, hospital or outpatient
department, contacts by phone or in person. Any problems
noted during monitoring contacts will be followed up
immediately with the client, support person or provider, as
needed, to address the problem.
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The cam manager and case management team

a

will also
coordirate the medical. monitoring of all persons who are HIV
positive with the primary

	

physician, clinic or AIDS
Cwiter responsible for the

	

moctitoring of asymptomatic
HIV diseam. nLis service includes

	

ongoing monitoring of
pr clinical icy infection (

	

atic) to detemmine the
appropriate stage to initiate active prophylactic and
sec andary . treatment for cpport:unistic infections.

	

This

	

service applies to HIV positive pexsons prior to clinical
manifestations or laboratory evidence of HIV illness. The
case manager should assure that CD4 ((T4)) testing is done
every three or six months as appropriate, and if sYmptaw of

	

HIV illness are identified, therapies provided by a referral
to an AIDS Center hospital or appropriate cutPatient
department be arranged. Periodic testing for persons at-risk,
when requested, or when hick risk behavioris reported or
suspected shaild also be arranged by the case manager and case
management team.

For clients receiving intensive case management in the

	

Camnuuty Follow-up Program, a mi r i i m of 9 contacts is
required every 90 days. A minim= of six of these contacts
must be face to face with the client. A minim w of four of
these contact must be home visits. Greater frequerry of

	

contacts in all categories will be arranged on an as needed
basis and are -in fact encouraged and anticipated in an
intensive case management program.

	

The case manager must

	

personally have two contacts with the primary client every 90
days. Case conferences will be held for families with

	

multiagency service plans including agencies such as certified

	

Home Health Agencies, local child welfare or camunity based
organizations. Conferences will take place within 90 days of

	

initial care plan implementation and every 180 days
thereafter.

9. Crisis Intervention

The purpose of crisis service is to provide assessment
and intensive short term treatment of acute medical, social,
physical or emotional distress. Crisis intervention should be

available to all Catinity Follow-ems Program clients on
an emergency 24 hour basis through subcontract with a 24 hour
crisis. agency, or via direct provision by the case manager, by
a crisis hotline, use of mobile crisis teams, or thrrrxi
referral to the Cm=mity Follow-up Program Director or
supervisor. Crisis services may be needed for a variety of
reasons. The crisis may relate to an emergency medical reed,
drug use or drug overdose, domestic violence or child abuse,
etc. Irrespective of the nature of the crisis, it is the
responsibility of the case manager or provider agen cy to
assist the client, family, coresident or lover in obtaining
the appropriate response to the situation, keeping in mind the
need to maintain the client's dignity and riots to privacy
and confidentiality. in addition, the crisis intervention
shaild be designed to decrease inappropriate utilization of
emergency roams by targeting the rresponse more appropriately
to the identified crisis.
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10. Exit Plannir s/Case Discontinuations

Exit planning procedures are initiated when the client:

a. expires
b. loses Medicaid or programmatic eligibility, though

Medicaid eligibility is not required for eligibility in
the CFP, or

c. declines. the case management services of CFP, or
d. desires to be referred to a different CFP provider agency

	

or to an existing case management program such as the .
Long Term Home Health Care Program, AIDS Home Care
Program, or

e., will be institutionalized for greater than 30 days
if Medicaid is the payor for such hospitalization and
discharge to ccarnmunity based care is not anticipated. For
private pay and third party individuals, case management
services may continue beyond the 30 day limit while
hospitalized, or

f. the client relocates out of the CFP providers' service
area.

In all cases, except where the client expires, the
provider must complete a referral process designed to link the
client with appropriate ongoing case management and other
vital services necessary to meet their care needs. The
provider must refer the client to another eligible CFP
provider if one exists within the geographic area in which the
client resides. With the client's consent, a case summary

	

should be'prepared for referral to the new provider. A final

	

assessment noting disposition and measures of progress toward

	

identified goals should be prepared and placed in the final
record. The local Department of Social Services should be
notified of the case disposition and can assist in referral of
the client to alternate case management providers. Exit
planning -is a responsibility of the case manager with
assistance from the members of the case management team.

11. Patient Advocacy. Interagency Coordination and Systems
Development

The function of the case manager is to be an advocate for
services for the client with particular emphasis on self-
sufficiency in the community and avoidance of premature or
unnecessary institutionalization.
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12. Supervisory Review (Case Conferencir

An iortant caqponent of the required quality assurance
process for each CFP provider will be supervisory review of
case management documentation, care plans and other products
as well as peer review or case conferencing with other case
managers. Therefore, for clients receiving case management,
supervisory review of each client care plan by the designated
supervisor or agency director will be conducted initially at
the time of the development of the original service plan and
every 90 days thereafter. In addition, each agency
participating as a CFP provider will establish a peer review
process wherein all case managers will present and discuss
client specific case management plans with other case managers
in the agency at least once annually. While we are requiring
the supervisory function, we are not requiring a supervisory
role. In this way agencies will have the flexibility to
provide supervision with either in house staff or through an
outside consultant.

Case managers will also be required to case conference
with other agencies regarding specific clients at 90 days
after service plan implementation and every 180 days
thereafter, taking into consideration client consent, the
client's need for confidentiality and privacy, as well as
Department of Health Regulations on confidentiality. This
would include contacts with discharge planners, case managers
from other agencies, etc. Supervisory review and case
conferencing are billable on a direct patient specific basis
in the comrnmity Follow-up Program. Agency conferences that
are not patient specific are not directly billable; however,
projected costs for these activities may be included in the
administrative budget submitted by each provider.

13. Program Limitations

Case Management under the Ccommity Follow-up Program:

1. must not be utilized to restrict the choice of a case
management services recipient to obtain medical care or

	

services from, any provider participating in the Medical
Assistance Program that is qualified to provide such care
or services and who undertakes to provide such c are or
service(s) including an organization which provides such
care or services or which arranges for the delivery of
such care or services on a prepayment basis;

2. crust not duplicate certain case management services
currently provided under the Medical Assistance Program
or other funding sources such as the Long Term Home

	

Health Care Program, AIDS, Home Care Program under
Chapter 622 of the Laws of 1988, and the Care at Home
Program (Katie Beckett Model Waivers).
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3. mist rg3t, be utilized by providers of case management to
a demand for unnecessary services or program,

particularly

	

servicesthose

	

or programs within their
of authority; and

4. must not

	

provided to perscns

	

ivirq institutional
care for more than 30 days or when discharge to ccmmmity

	

based care is not anticipated and care is reimbursed
under the Medical Assistance Program. Case management
services may be provided for children and family members
during this period of hospitalization.

While the activities of case management services secure
to, including referrals to and arrarq

	

for, anaccess
individual' s needed service,'

	

for case management

not include :

1. the actual provision of the service;
2. Medicaid eligibility determinations/

	

ti ;
3. Medicaid preadmission screening;
4. prior authorization for Medicaid services;
5. required Medicaid utilization review;
6. administration of Child-Peen Health PrCgrm Services;
7. activities in connection with "lock-in" Provisions under

1915(a) of the social Security Act;
8. institutional discharge planning as required of

hospitals, SNFs, ICFs and ICF'/t s; and
9. client outreach.

1. Provider 4ualifications

Provider agencies applying for participation in the Comm.inity
Follow-up pr=jrm must mgt one of the following requirements:

(a) have 2 years demonstrated experience in the care of the
clients with HIV related illnesses or in providing case

or other services to clients with HIV illness.
E=Wles of eligible agencies will includes Article 28
facilities, Catmunity Based organizations (CMOs), Camnmity
Hmlth Centers (CRCs), or Cxnmamity Service Program (CSPs),
Certified Fore Health Agencies (CIAs), or

(b) have 3 years demonstrated experience in the provision of
maternal/pediatric-services or in providing case management or
cane planning services to prenatal or post part= %N=,en and

their children or families, or

^l7'02 Approval Date oc
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1

	

in the provision of -drug
-al2m arXVcr drug treatment services, foster Care prevent:Ive

	

or adult protective

	

. including
t o c l i e n t s

	

families that are at risk of f
care, including bUt-not llimited to 1

	

, • of

	

ial
services, or

(d)

	

a hospital that has a provider

	

with the New York
State De

	

of Health to participate in the

	

's
Obstetrical F

	

iruj''estincl/

	

Initiative.

2. Staff O. alificati

A. Case Nnao Vilifications

To be eligible for reimbursement under this program, the -qM

	

manager employed by the agency must meet the ffollowuiq required
tiara;/

	

i

1. a Bachelor's or Master's Degree which includes a practicum
encompassing case management practices or a major in
Psychology, Sociology, Social Work, or related subjects, or

2. one year of qualified experience

	

an Associate

	

or 60
credit hours of college study fr® a regi

	

y
college or university or one recognized by the Now York State

	

Education Department as following acceptable eArmtional.
practices, or

3. two years of qualified experience and/or of case management
eerience, or

4. a degree in nursing or certification as a registered
professional or a licensed practical ranse with one year
of qualified experience, or

5. qualifications meeting the regulatory requiz

	

of a state
agency for case manager.

Qualified Experience means verifiable full, part time or voluntary
case management or case work with the following target populatians:

1. persons with HIV related illnesses
2. women, children and families at risk of foster care
3. . substance using families

B. ement Technician Qualifications

went technicians must have a high school diplaaa or
equivalent or must be working towards a high school equivalency
diploma (®) at the time of employment, have one year of qualified
experience and have received intensive training in the Case
Management Technician curriculum developed by Hunter College, and
shall work under the supervision of the case manager.

Approval Date -OL"Lial
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ificati

3.

ty follow-W worker, under the supervision of the
or cam management technician, has no required

or experiential requirements, but shmdd. have the
following

	

isti :

a. maturity, e=tional and

	

stability
b. ability to. and write, understand and carry out

directions and instructions, record messages and keep
sisple records

c.

		

a resident or at least familiar with the local
ty and have krx:wledge of services and resources

that are available
d. good physical health
ee a sympathetic attibide tmrards providing services to

persons with HIV illness
f. fluency in local languages such as Spanish and Creole
g. experience working in the cmuunity preferable

In addition, the agency shall have the ibility of
assuring that all case managers, technicians and amuamity follow
up workers employed (including volunteers) receive a 2-3 day

	

orientation training within the first month of employment. in the
agerxy. Each agency must maintain a training log to document the
provision of training to all employees.
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New fork State

A. T at 0

See actached Target Group "0"

D.

	

of State LA which services will

	

provid :

/X/

	

ti

	

State.

only its the following geographic Lrsas (authority of section 1915(g)(1)
of t Act is tnvokA4 to provide services toss then Stag ides:

C. C

	

ility of Services

/ Services

	

provided in acco rdance with section 1902(a)(10)(3) Of t he
Act.

/®{/ Services arv not c

	

ble in amoun t, durat i on.

	

sea". Authority
of section 1915(8)(1) of the Act is invo kad Ito provide services vitbout

	

mgaz4 to the

	

ui

	

is of section 1.902(a)(10)( ) of the Act.

0. Definition of Services:

See attached

t. QwLlifIcation of Prov iderv:

See attached
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e►. York State

	F. The state assurers that the provision of case management services will
not restrict an individual's free choice of providers in violation of
section 1902(a)(23) of the Act.

1. Eligible recipients will have free choice of the providers of case
ma,nagerr nt services.

2. Eligible recipients will have free choice of the providers of other
medical care under the plan.

G. • Payment for case marage1rent services under the plan does not duplicate
payments made to public agencies or private entities under other program
authorities for this same purpose.

r
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The targeted group consists of medical assistance eligibles who are
served by the Office of Mental Health's Intensive Case Management
Program and who:

(i) are seriously and persistently (chronically) mentally ill and

(ii) require intensive, personal and proactive intervention to help
them obtain services, which will permit or enhance functioning
in the community and

(iii) either have symptomology which is difficult to treat in the
existing mental health care system or are unwilling or unable
to adapt to the existing mental health care system.

These individuals include:

(1) high risk/heavy service users who are ]mown to staff in emergency
rooms, acute inpatient units, psychiatric centers as well as to
providers of other acute and crisis service. May have multiple

	

disabilities including drug abuse, alcohol abuse or developmental
disabilities;

	

f

(2) extended care state psychiatric center patients who could be
discharged but are not because of the absence of needed support in
the community ;

(3) mentally ill who are homeless and live on the streets or in
shelters;

(4) seriously mentally ill children and adolescents whose disability

disrupts their ability to function in educational, social,

vocational and interpersonal spheres and may, without intervention,
be institutionalized, incarcerated or hospitalized.

-, The aim.is.to benefit these clients by reducing hospitalization and

reliance on emergency psychiatric services, as well as increasing

employment, encouraging better medication compliance and generally
improving the individual's quality of life within the community.

B. AREAS OF STATE IN WHICH SERVICES WILL BE PROVIDED TO TIUR= GROUP D

Entire State

D. DEI INITION OF OOMPR]a1E NSIVE MEDICAID CASE MANAGE NP REIMBURSABLE UNDER
MEDICAID

Case management is a process which will assist persons eligible for
Medical Assistance to access necessary services in accordance with goals

contained in a written case management plan.

BASIC PRE24ISES OF COMPREHENSIVE MEDICAID CASE MAWACEMENT

1. Case management services are those services which will assist
persons eligible for Medical Assistance to obtain needed medical,
social, psychosocial, educational, financial and other services.

I-
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case Management is a human services agency tool for the effective
management of multiple resources for the benefit of individuals
c enti.fied as high utilizers of service who have problems

accessing care, or belonging to certain age, diagnosis or

specialized program groups. Effective case management must
address quality, adequacy and continuity of service, and balance
a concern for affordable service with assuring that eligible
individuals receive the services appropriate to their needs.
Targeted grams, consist of functionally limited persons with
multiple needs or high vulnerability who require intensive and/or

long term intervention by health and otrier human services

providers.

3. Case management services enable Medicaid eligibles to exercise

	

their freedcsn of choice by providing knowledge of services
available to them, providing access to the most appropriate service

	

to meet their needs and assisting them to achieve their maximum

level of functioning and independence in the most appropriate
environment.

4. Case management empowers individuals by involving them in the

	

decision making process, and allowing them tochoose among all

available options as a means of moving to the opti in situation

where these individuals and their support system can address
their needs. Case management implies utilization and development

of such support networks as will maximize the effectiveness,
efficiency and accountability of support services on behalf of the

individual.

DE

	

TIIld OF CASE MANAGEKENT RELATED TO TARGET GROUP 09Y

Case management for Target Group "D" means those activities
performed by case management staff related to ensuring that the
mentally disabled individual has full access to the comprehensive array
of services and assistance which the individual needs to maintain

catmauuity life and to attain or retain capability for maximum personal
independence.

Case management for Target Group "D" requires referral to and
coordination with medical, social, educational, psycho-social,

employment, habilitation, rehabilitation, financial, environmental, and

legal services available within the community appropriate to the needs
of the mentally ill individual.

CASE MANAGEMENT FUNCTIONS

Case management functions are determined by the recipient's

circumstances and therefore must be determined individually in each
case. In no instance will case management include the provision of
clinical or treatment services. A separate case record must be
established for each individual recipient of case management services
and must document each case management function provided.
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A. Intake and screening. This function consists of':

	

the initial

contact to provide information concerning case management;

exploring the recipient's receptivity to the case management

process; determining that the recipient is ----a--member.- --of- the

provider's targeted population; and identifying potential payors

for services.

B. Assessment and reassessment. During this phase the case manager_

must secure directly, or indirectly through collateral sources,

	

with the recipient's permission: a determination of the nature and

degree of the recipient's functional impairment through a meclic„al

evaluation;

	

a determination of the recipient's functional

eligibility

	

for

	

services;

	

information

	

from

	

other

	

agencies/individuals required to identify the barriers to care and

existing gaps in service to the recipient; assessment of the

recipient's service needs including medical, social, psychosocial,

educational., financial and other services; and a description of

the recipient's strengths,

	

informal support system aid

environmental factors relative to his/her care.

C. Case management plan and coordination. The case management

activities required to establish a comprehensive written case

management plan and to effect the coordination of services

include: identification of the nature, amount, frequency, and

,duration of the case management services required by a particular

recipient; with the participation of the recipient, a cost-

conscious selection of the nature, amount, type, frequency and

duration of services to be provided to the recipient ;

identification of the recipient' s info ,a l support network and

providers of services; specification of the long term and short

term goals to be achieved through the case management process;

collaboration with hospital discharge planners, health care

providers and other service providers,

	

including informal

caregivers and other case managers. It also includes, through case

conferences, an exchange of clinical information which will assure:

1. - the integration of clinical care plans throughout the case
management process;

2. the continuity of service;

3. the avoidance of duplication of service (including case

management services) rand,and,

4. the establishment of a comprehensive case management plan that

addresses the interdisciplinary needs of the recipient.

D. Implementation of the case management plan. implementation of the

plan includes securing the services determined in the case

management plan to be appropriate for a particular recipient

through referral to those agencies or to persons who are qualified

to provide the identified services; assisting the recipient with

referral and/or application forms required for the acquisition of

services; advocating for the recipient with all providers of

service; and developing alternative services to assure continuity

in the event of service disruption.

TN_ 2g- 17

	

Approval Date A

	

3 1990

_..

	

--- . -

	

- .

	

APR 0 1 1



	

SUPPLEKENT W.

	

3.I-A

Page i-D5

E. crisis intervention. Crisis intervention by a case manager or

practitioner includes when necessary: assessment of the nature of

the recipient's circumstances; determination of the recipient's

emergency service needs; and, revision of the case management plan,
including any changes in activities or objectives required to
achieve the established goal.

F. monitoring and follow-up. As dictated by the client's needs and

desires, case manager services include: assuring that quality

services, as identified in the case management plan, are delivered

in a cost-conscious manner; assuring the recipient's satisfaction
with the services provided and advising. the preparer of the case

management plan.of the findings; collecting data and documenting in
the case record the progress of the recipient; making necessary

revisions to the case management plan; making alternate

arrangements when services have been denied or are unavailable to
the recipient; and, assisting the recipient and/or provider of
services to resolve disagreements, questions or problems with

implementation of the case management plan.

G. Counseling and exit planning. 11hi.s fun tion. consists of: asmir.bxl

that the recipient obtains, on an ongoing basis, the maxim-un
benefit from the services received; developing support groups for
the recipient, the recipient's family and .formal providers of
services; mediating among the recipient, the family network and/or

other informal providers of services when problems with service

provision occur; facilitating the recipient's access to other
appropriate care if and when eligibility for the targeted services
ceases; and, assisting the recipient to anticipate the difficulties
which may be encountered subsequent to discharge from or admission
to facilities or other programs, including other case managenivent

Programs.

PROCEDURAL REX)ULI NTS FOR PROVISION OF SERVICE

1. Assessments. The case management process must be initiated by the
recipient-and case manager (or practitioner as appropriate) through

a written assessment of the recipient's need for case management as
well as medical, social, psychosocial, educational, financial and

other services.

An assessment provides verification of the recipient's current

functioning and continuing need for services, the service

priorities and evaluation of the recipient's ability to benefit

from such services. The assessment process includes, but is riot

limited to, those activities listed in paragraph B of CASE

MM G D U W FUNCTIONS.

An assessment must be completed by a case manager within 15. days of
the date of the referral or as specified in a referral agre•nent.

The referral for service may include a plan of care containing
significant information developed by the referral source which
should be included as an integral part of the case management plan.
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An assessment of the recipient 's need for case management and otiler
services must be completed by the case manager every six months, or
sooner if required by changes in the recipient's condit.iotn or
circumstances.

2. Case management plan. A written case management plan must to
completed by the case manager for each recipient of case management
services within 30 days of the date of referral or as specified in
a referral agreement, and must include, but is not limited to,
those activities outlined in paragraph C under CASE MAWrEMWT
FLII1C'FIO.

The recipient's case management goals, with anticipated dates of
completion, must be established in the initial case management
plan, consistent with the recipient's service needs and assessment.

The case management plan must be reviewed and updated by the case
manager as required by changes in the recipient's condition or
circumstances, but not less frequently than every six months
subsequent to the initial plan. Each time the case management plan
is reviewed the goals established in the initial case management
plan must be maintained or revised, and new goals and new time
frames may be established with the participation of the recipient.

The case management plan must specify:

a. those activities which the recipient is expected to undertake
within a given period of time toward the accomplishment of
each case management goal;

b. the name of the person or agency, including the individual
and/or family members, who will perform needed tasks;

c. the type of treatment program or service providers to which
the recipient will be referred;

d. the method of provision and those activities to be performed
by a service provider or other person to achieve the
recipient's related goal and objective; and

e. the type, amount, frequency, and duration of services to be
delivered or tasks to be performed.

3. Continuity of service. Case management services must be ongoing

from the time the recipient is accepted by the case management
agency for services to the time when: the coordination of services
provided through case management is not required or is no longer

	

required by the r ipient; the recipient moves from the social
services district ; the long term goal has been reached; the

recipient refuses to accept case management services; the recipient
requests that his/her case be closed; the recipient is no longer
eligible for ser.,ices; or, the recipient's case is appropriately

transferred to another case manager.
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Contact with the recipient or with a collateral source on the
recipient's behalf must be maintained by the case manager at least
monthly or more frequently as specified in the provider's agreement
with the New York State Department of Social Services.

The criteria for discontinuance by a particular entity when a
client moves are inaccessibility and the provider's incapability to

	

provide .adequate service to someone removed from their usual
service area. Although equally qualified, each Chi entity is not
capable of serving clients in all other parts of the State since

	

serving this clientele requires frequent contact and an intimate
knowledge of the support system in the client's community. The
current case manager is responsible to help transition clients to
case managers in their new location or, if a program is not
available, to the best substitute. Clients are free to choose
among qualified providers within the State.

LD T TIO TO THE PROVISION OF MEDICAID CASE

	

rr SERVICES

Case management services must not:

1. be utilized to restrict the choice of a case management
services recipient to obtain medical care o services from any
provider participating in the Medical Assistance Program who
is qualified to provide such care or services and who
undertakes to provide such care or service(s), including an
organization which provides such care or services or which
arranges for the delivery of such care or services on a

prepayment basis;

2. duplicate case management services currently' provided under
the Medical Assistance Program or under any other program;

3. be utilized by providers of case management to create a demand
for unnecessary services or programs particularly those
services or programs within their scope of authority;

4. be provided to persons receiving instititutional .care
reimbursed under the Medical Assistance Program or to persons
in receipt of case management services under a federal Home
and Co;mtauiity Based services waiver.

While the activities of case management services secure access
to an individual's needed service, the activities of case

management do not include:

1. the actual provision of the service;

2. Medicaid eligiblity determinations/redeterminations;

3. Medicaid preadmission screening;
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4. prior authorization for Medicaid services;

5.

	

required Medicaid utilization review;

6.

	

EPSDT administration;

7.' activities in connection with "lock - in" provisions under 1915(a) of
the Social Security Act;

8.	institutional discharge planning as required of hospitals, SNF,
ICFs and ICF/MRs; and

9.	client outreach considered necessary for the proper and efficient
administration of the Medicaid State Plan.

LIMITATIONS SPECIFIC TO TARGET GROUP WD°

In order to support an intensive, personal and proactive service,
Intensive Case Managers will carry an average active case load of tw elve
clients. Active adult ICM clients are seen a minimum of four times during a
month. Active seriously emotionally disturbed children in the ICM Program
must receive four contacts during a month, three face - to-face and the fourth
face-to-face may be with either the client or a collateral. Collaterals are
defined in 14 NYCRR Part 58 7 .4(a)(3) as members of the Patient's family or
household, or significant others who regularly interact with the patient and
are directly affected by or have the capability of affecting the Patient's
condition and are identified in the treatment plan as having a role in

	

treatment - and/or identified in the Pre-admission notes as being necessary
for Participation in the evaluation and assessment of the patient prior to
admission. Each Office of Mental Health Regional Office shall maintain a
listing by name (roster) of individuals meeting the basic participation
criteria. These individuals may be referred to the roster by various

	

community agencies, mental health agencies, (including State psychiatric
facilities), and human service agencies with whom the client has been in
contact.

	

From these prospective clients, the Intensive Case Manager will
determine which are viable to become active (i.e. that the client can be
engaged in'activities directed at fulfilling a case plan based on the goals
of the program.)

if an active client has fewer than the minimum required face-to-face
meetings described above during a month for two continuous months, she/he

will be evaluated for return to the roster. Clients returned to rostered
status may be placed back into active status expeditiously when the need

arises.

E. QUALIFICATIONS OF PROVIDERS

	

1.

	

Providers

Case management services may be provided by social services
agencies,' facilities, persons and other groups possessing the

capability to provide. such services who are approved by the New
York State Commissioner of Social Services based upon an approved
proposal submitted to the New York State Dep

	

egtj of ocial

Services. Providers may include:
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a. facilities licensed or certified under New York State law or
regulation;

b. health care or social work professionals licensed or certified
in accordance with New York State law;

c. state and local governmental agencies; and

d. home health agencies certified under New York State law.

2. Case Managers

The case manager must have two years experience in a substantial
number of activities outlined under CASE MANAGEMENT FUNCTIONS, including
the performance of assessments and development of care management
plans. voluntary or part-time experience which can be verified will be
accepted on a pro-rata basis. The following may be substituted for this
requirement':

a.. one year of case management experience and a degree in a health or
human services field; or

b. one year of case management. experience and an additional year of
experience in other activities with the. target population; or

c. a bachelor' s or master's degree which includes a practicum
encompassing a substantial number of activities outlined under CASE

MANAGEMENT FUNCTIONS, including the performance of assessments and

development of case management plans; or

d. the individual meets the regulatory requirements for case manager

of a State Department within New York State .

3. Qualifications of Providers Specific to Target Group ®D'

1. Providers

The New York State Department of Social Services will authorize as

ICM providers either employees of the New York State office of mental
Health meeting the qualifications described below or employees of those

organizations determined by OMH and certified to SDSS to have the

capacity to provide specialized Intensive Case Management Services.

2. Case Manager

Minimum Qualifications for Appointment As An Intensive Case Manager

A bachelor 's degree in a human services fi mld* or a NYS teacher's

certificate for which a bachelor's degree is required, and four years of

experience in providing direct services to mentally disabled

patients /clients or in linking mentally disabled patients /clients to a
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broad range of services essential to successfully living in a community
setting, (e.g.

	

medical, psychiatric, social, educational,

	

legal,
housing and financial services).

A master's degree in human services field * may be substituted for
two years of the required experience.

Minimum Qualifications for Appointment As A Coordinator of Intensive
Case Management Services

A master's degree in a human services field* and four years of
experience in providing direct services to mentally disabled
patients/clients or in linking mentally disabled patients /clients to a
broad range of services essential to successfully living in a community
setting (e.g. medical, psychiatric, social, educational, legal, housing
and financial services). Two years of this experience must have
involved supervisory or managerial experience for a mental health
program or major mental health program component.

*

	

For purposes of qualifying for these titles a "Human Services
Field"

	

includes Social. Work, * Psychology,

	

Nursing,
Rehabilitation, Education, Occupational Therapy, Physical
Therapy, Recreation or Recreation Therapy, Counseling,
Community Mental Health, Child and Family Studies, Speech and
Hearing, Sociology.,
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State/Territory:New York

CASE MANAGEMENT SERVICES

A. Target Group:
Target Group D1

B. Areas of State in which services will be provided:

0 Entire State.

q

	

Only in the following geographic areas (authority of section 1915(g)(1)) of the Act
is invoked to provide services less than Statewide:

C.

	

Comparability of Services

Services are provided in accordance with section 1902(a)(1 0)(B) of the Act.

q Services are not comparable in amount, duration, and scope. Authority of section
1915(g)(1) of the Act is invoked to provide services without regard to the
requirements of section 1902(a)(10)(B) of the Act.

D. - Definition of Services:
See attached

E. Qualifications of Providers:
See attached

F. The State assures that the provision of case management services will not restrict an
individual's free choice of providers in violation of section 1902(a)(23) of the Act.

1. Eligible recipients will have free choice of the providers of case management
services.

2. Eligible recipients will have free choice of the providers of other medical care under
the plan.
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G.

	

Payment for case management services under the plan does not duplicate payments made to
public agencies or private entities under other program authorities for this same purpose.

A. TARGET GROUP D I

The targeted group consists of medical assistance eligibles who are served by the
Office of Mental Health 's (OMH) Flexible Intensive Case Management Program and who:

(I) are seriously and persistently (chronically) mentally ill and

(ii) require intensive, personal and proactive intervention to help them obtain services,
which will permit or enhance functioning in the community and

(iii) either have symptomology which is difficult to treat in the existing mental health care
system or are unwilling or unable to adapt to the existing mental health care system.

These individuals include:

(1) high risk/heavy service users who are known to staff in emergency rooms, acute
inpatient units, psychiatric centers as well as to providers of other acute and crisis
service. They may also have multiple disabilities including drug abuse, alcohol abuse
or developmental disabilities;

(2)

	

extended care state psychiatric center patients who could be discharged but are not
because of the absence of needed support in the community;

(3) mentally ill who are homeless and live on the streets or in shelters;

(4) seriously mentally ill children and adolescents whose disability disrupts their ability
to function in educational, social, vocational and interpersonal spheres and who
might, without invention, be institutionalized, incarcerated or hospitalized.

The aim to benefit these clients by reducing hospitalization and reliance on
emergency psychiatric services, as well as by increasing employment, encouraging better
medication compliance and generally improving the individual's quality of life within the
community.

B. AREAS OF STATE IN WHICH SERVICES WILL BE PROVIDED TO TARGET
GROUP DI
Statewide
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C. DEFINITION OF COMPREHENSIVE MEDICAID CAS E-MANAGEMENT
REIMBURSABLE UNDER MEDICAID

Case management is a process which will assist persons eligible for Medical
Assistance to access necessary services in accordance with goals contained in a written case
management plan.

BASIC PREMISES OF COMPREHENSIVE MEDICAID CASE MANAGEMENT

1. Case management services are those services which will assist persons eligible for
Medical Assistance to obtain needed medical, social, psychosocial, educational,
financial and other services.

2. Case Management is a human services agency tool for the effective management of
multiple resources for the benefit of individuals identified as high utilizers of service
who have problems accessing care, or belonging to certain age, diagnosis or
specialized program groups. Effective case management must address quality,
adequacy and continuity of service, and balance a concern for affordable services
while assuring that eligible individuals receive the services appropriate to their needs.
Targeted groups consist of functionally limited persons with multiple needs or high
vulnerability who require intensive and/or long term intervention by health and other
human services providers.

3. Case management services enable Medicaid eligibles to exercise their freedom of
choice by providing information regarding services available to them, providing
access to the most appropriate service to meet their needs and assisting them to
achieve their maximum level of functioning and independence in the most
appropriate environment.

4. Case management empowers individuals by involving them in the decision making
process, and allowing them to choose among all available options as a means of
moving to the optimum situation where these individuals and their support systems
can address their needs. Case management implies utilization and development of
support networks that will maximize the effectiveness, efficiency and accountability
of support services on behalf of the individual.

DEFINITION OF CASE MANAGEMENT RELATED TO TARGET GROUP "Dl"

Case management for Target Group "Dl" means those activities performed by case
management staff related to ensuring that the mentally disabled individual has full access to the
comprehensive array of services and assistance which the individual needs to maintain community
life and to attain or retain capability for maximum personal independence.

--a

= 41 2TN 0 1 u - Approval Date

	

1
Supersede; TN NeW Effecfve Ontin JAN 0.1 2001



NEW YORK

	

Supplement 1 to Attachment 3.1 A
Page 1-D14

Case management for Target Group "D1" requires referral to and coordination with medical,
social, educational, psycho-social, employment, habilitation, rehabilitation, financial, environmental,

	

and legal services available within the community appropriate to the needs of the mentally ill
individual.

CASE MANAGEMENT FUNCTIONS

Case management functions are determined by the recipient's circumstances and therefore
must be determined individually in each case. In no instance will case management include the
provision of clinical or treatment services. A separate case record must be established for each
individual recipient of case management services and must document each case management
function provided.

. 11A. Intake and screening. This function consists of the initial contact to provide
information concerning case management; exploring the recipient's receptivity to the
case management process; determining that the recipient is a member of the
provider's targeted population; and identifying potential payors for services.

B. Assessment and reassessment. During this phase the case manager or case
man agement team must secure directly, or indirectly through collateral sources, with
the recipient's permission: a determination of the nature and degree of the recipient's
functional impairment through a medical evaluation; a determination of the
recipient's functional eligibility for services; information from other
agencies/individuals required to identify the barriers to care and existing -gaps in
service to the recipient; assessment of the recipient's service needs including
medical, social, psychosocial, educational, financial and other services; and a

	description of the recipient's strengths, informal support system and environmental
factors relative to his/her care.

C. Case management plan and coordination. The case management activities required
to establish a comprehensive written case management plan and to effect the
coordination of services include: identification of the nature, amount, frequency, and
duration of the case management services required by a particular recipient; with the
participation of the recipient, a cost-conscious selection of the nature, amount, type,
frequency and duration of services to be provided to the recipient; identification of
the recipient's informal support network and providers of services; specification of
the long term and short term goals to be achieved through the case management
process; collaboration with hospital discharge planners, health care providers and
other service providers, including informal caregivers and other case managers. It
also includes, through case conferences, an exchange of clinical information which
will assure:
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1. the integration of clinical care plans throughout the case management
process;

2. the continuity of service;

3. the avoidance of duplication of service (including case management
services); and

4. the establishment of a comprehensive case management plan that addresses
the interdisciplinary needs of the recipient.

D. Implementation of the case management plan. Implementation of the plan includes
securing the services determined in the case management plan to be appropriate for
a particular recipient through referral to those agencies or to persons who are
qualified to provide the identified services; assisting the recipient with referral and/or
application forms required for the acquisition of services; advocating for the recipient
with all providers of services; and developing alternative services to assure continuity
in the event of service disruption.

E. Crisis intervention. Crisis intervention by a case manager or practitioner includes
when necessary: assessment of the nature of the recipient's circumstances,
determination of the recipient's emergency service needs, and revision of the case
management plan, including any changes in activities or objectives required to
achieve the established goal.

F. Monitoring and follow-up. As dictated by the client's needs and desires, case
manager services include: assuring that quality services, as identified in the case
management plan, are delivered in a cost -conscious manner, assuring the recipient's
satisfaction with the services provided and advising the preparer of the case
management plan of the findings; collecting data and documenting in the case record
the progress of the recipient; making necessary revisions to the case management
plan; making alternate arrangements when services have been denied or are
unavailable to the recipient; and assisting the recipient and/or provider of services to
resolve disagreements, questions or problems with implementation of the case
management plan.

G. Counseling and exit planning. This function consists of assuring that the recipient
obtains, on an ongoing basis, the maximum benefit from the services received;
developing support groups for the recipient, the recipient's family and informal
providers of services; mediating among the recipient, the family network and/or other
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informal providers of services when problems with service provision occur;
facilitating the recipient's access to other appropriate care if and when eligibility for
the targeted services ceases; and, assisting the recipient to anticipate the difficulties
which may be encountered subsequent to discharge from or admission to facilities
or other programs, including other case management programs.

PROCEDURAL REQUIREMENTS FOR PROVISION OF SERVICE

Assessments. The case management process must be initiated by the recipient and
case manager, case management team, or practitioners as appropriate, through a
written assessment of the recipient's need for case management as well as medical,
social, psychosocial, educational, financial and other services.

An assessment provides verification of the recipient's current functioning and
continuing need for services, the service priorities and evaluation of the recipient's
ability to benefit from such services. The assessment process includes, but is not
limited to, those activities listed in paragraph B of CASE MANAGEMENT
FUNCTIONS.

An assessment shall be initiated within fifteen days and must be completed by a case

	

manager or case management team within 30 days or as specified in a referral
agreement. The referral for services may include a plan of care containing significant

	

information developed by the referral source which should be included as in integral
part of the case management plan.

An assessment of the recipient's need for- case management and other services must
be completed by the case manager every six months, or sooner if required by changes
in the recipient's condition or circumstances.

2. Case management plan. A written case management plan must be completed by the
case manager or case management team for each recipient of case management
services within 30 days of the date of referral or as specified in a referral agreement,
and must include, but is not limited to, those activities outlined in paragraph C under
CASE MANAGEMENT FUNCTIONS.

The recipient's case management goals, with anticipated dates of completion, must
be established in the initial case management plan, consistent with the recipient's
service needs and assessment and must address those needs necessary to achieve
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and maintain stabilization. The case management plan must be reviewed and
updated by the case manager or case management team as required by
changes in the recipient's condition or circumstances, but not less frequently
than every six months subsequent to the initial plan. Each time the case
management plan is reviewed the goals established in the initial case
management plan must be renewed or revised, and new goals and new time
frames may be established with the participation of the recipient.

The case management plan must specify:

a. those activities which the recipient is expected to undertake within a given
period of time toward the accomplishment of each case management goal;

b. the name of the person or agency, including the individual and/or family
members, who will perform needed tasks;

c. the type of treatment program or service providers to which the recipient will
be referred;

d. those activities to be performed by a service provider or other person to
achieve the recipient's related goal and objective; and the method by which
those actitities will be performed, and

e. the type, amount, frequency, and duration of services to be delivered or tasks
to be performed.

3. Continuity of service. Case management services must be ongoing from the time the
recipient is accepted by the case management agency for services to the time when:
the coordination of services provided through case management is not^required or is
no longer required by the recipient; the recipient moves from the social services
district; the long term goal has been reached; the recipient refuses to accept case
management services; the recipient requests that his/her case be closed; the recipient
is no longer eligible for services; or the recipient's case is appropriately transferred
to another case manager.

Contact with the recipient or with a collateral source on the recipient's behalf must
be maintained by the case manager or case management team at least monthly or
more frequently as specified in the provider's agreement with the New York State
Department of Health.:
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LIMITATIONS TO THE PROVISION OF MEDICAID CASE
MANAGEMENT SERVICES

Case management services must not:

be utilized to restrict the choice of a case management services recipient to obtain
medical care or services from any provider participating in the Medical Assistance
Program who is qualified to provide such care or services and who undertakes to
provide such care or service(s), including an organization which provides such care
or services or which arranges for the delivery of such care or services on a
prepayment basis;

2.

	

duplicate case management services currently provided under the Medical Assistance
Program or under any other program;

3. be utilized by providers of case management to create a demand for unnecessary
services or programs particularly those services or programs within their scope of
authority;

4. be provided to persons receiving institutional care reimbursed under the Medical
Assistance Program or to persons in receipt of case management services under a
federal Home and Community Based Waiver except as provided for in July 25, 2000
HCFA letter to State Medicaid Directors (Olmstead Update No. 3) which informed
the States that Targeted Case Management (TCM), defined in section 1915(g) of the
Act, may be furnished as a service to institutionalized persons who are about to leave
the institution, to facilitate the process of transition to community services and to
enable the person to gain access to needed medical, social, educational and other
services in the community.

While the activities of case management services secure access to an individual's
needed service, the activities of case management do not include:

1.

	

the actual provision of the service;

2.	Medicaid eligibility determinations/redeterminations;

3.	Medicaid preadmission screening;

4.	prior authorization for Medicaid services;
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5.

	

required Medicaid utilization review;

6.

	

EPSDT administration;

7.

	

activities in connection with "lock-in" provisions under 1915(a) of the Social
Security Act;

8.

	

institutional discharge planning as required of hospitals, SNF, ICFs and ICF/MRs;
and

9.

	

client outreach considered necessary for the proper and efficient administration of the
Medicaid State Plan.

LIMITATIONS SPECIFIC TO TARGET GROUP "D1"

In order to support an intensive, personal and proactive service, Intensive Case
Managers will carry an average_ ve case load of twelve clients. Active adult ICM clients
must be seen a minimum of two i es during a month, but the program must provide in the
aggregate a minimum of four visits times the number ofMedicaid eligible clients per month
per case manager. Active seriously emotionally disturbed children in the ICM program must
be seen a minimum of two times during a month, but a maximum of one-quarter of the
required total aggregate face-to-face contacts may be with collaterals as defined in 14
NYCRR Part 587. Individuals may be referred to the program by various community
agencies, mental health agencies, (including State psychiatric facilities), and human service
agencies with whom the client has been in contact. From these prospective clients, the
Intensive Case Manager or Case Management team will determine which clients are suitable
candidates for Intersive Case management (i.e., that the client can be engaged in activities
directed at fulfilling a case plan based on the goals of the program.)

If an active client has fewer than the minimum required face -to-face meetings
described above during a month for two continuous months, she/he will be evaluated for
disenroliment. Clients ready for disenrollment may be placed into transitional status for a
period not to exceed two months, and during that period the program /provider can bill for
a maximum face to face contact of one visit per month. Clients who are disenrolled may be
placed back into active status expeditiously when the need arises.
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E. QUALIFICATIONS OF PROVIDERS

1.

	

Providers

Case management services may be provided by social services
agencies, facilities, persons and other groups possessing the capability to
provide such services who are approved by the New York State Office of
Mental Health and certified to the Department of Health (DOH) to have the
capacity to provide specialized Intensive Case Management Services, so that
DOH can enroll the providers in the Medicaid program. Providers may
include:

a. facilities licensed or certified under New York State law or regulation;

b. health care or social work professionals licensed or certified in accordance
with New York State law;

c. state and local governmental agencies; and

d. home health agencies certified under New York State law.

2.

	

Case Managers

	

The case manager must have two years experience in a substantial
number of activities outlined under CASE MANAGEMENT FUNCTIONS,
including the performance of assessments and development of case
management plans. Voluntary or part-time experience which can be verified
will be accepted on a pro -rata basis. The following may be substituted for
this requirement:

a. one year of case management experience and a degree in a health or human
services field; or

b. one year of case management experience and an additional year of experience
in other activities with the target population; or
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c. a bachelor's or master's degree which includes a practicum encompassing a
substantial number of activities outlined under CASE MANAGEMENT
FUNCTIONS, including the performance of assessments and development
or case management plans; or

d. the individual meets the regulatory requirements for case manager of a State
Department within New York State.

3. Qualifications of Providers Specific to Target Group "D1"

1. Providers

The New York State Office of Mental Health will authorize as ICM providers
either employees of the New York State Office of Mental Health meeting the
qualifications described below or employees of those organizations approved by
OMH and certified to the Department of Health (DOH) to have the capacity to
provide specialized Intensive Case Management Services, in order for the DOH to
enroll the providers in the Medicaid program.

2. Case Manager

Minimum Qualifications for Appointment As An Intensive Case Manager

A bachelor's degree in a human services field* or a NYS teacher's certificate
for which a bachelor's degree is required, and four years of experience in providing
direct services to mentally disabled patients/clients or in linking mentally disabled
patients/clients to a broad range of services essential to successfully living in a
community setting, (e.g. medical, psychiatric, social, educational, legal, housing and
financial services).

A master's degree in human services field* may be substituted for two years
of the required experience.

Minimum Qualifications for Appointment As A Coordinator of Intensive Case
Management Services

A master's degree in a human services field* and four years of experience in
providing direct services to mentally disabled patients/clients or in linking mentally
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disabled patients/clients to a broad range of services essential to successfully living
in a community setting (e.g. medical, psychiatric, social, educational, legal, housing
and financial services). Two years of this experience must have involved supervisory
or managerial experience for a mental health program or major mental health
program component.

* For purposes of qualifying for these titles a "Human Services Field"
includes Social Work, Psychology, Nursing, Rehabilitation,
Education, Occupational Therapy, Physical Therapy, Recreation or
Recreation Therapy, Counseling, Community Mental Health, Child
and Family Studies, Speech and Hearing, Sociology.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State/Territory: New York State

CASE MANAGEMENT SERVICES

A. Target Group:

See attached Target Group D2

B. Areas of State in which services will be provided:

0

	

Only in the following geographic areas (authority of section 1915(g)(1)) of the Act

Entire State.

is invoked to provide services less than Statewide:

C. . Comparability of Services

0 Services are provided in accordance with section 1902(a)(1 0)(B) of the Act.

q Services are not comparable in amount, duration, and scope. Authority of section
1915(g)(1) of the Act is invoked to provide services without regard to the
requirements of section 1902(a)(1 0)(B) of the Act.

D. Definition of Services:
See attached

E. Qualifications of Providers:
See attached

F. The State assures that the provision of case management services will not restrict an
individual's free choice of providers in violation of section 1902(a)(23) of the Act.

1.

	

Eligible recipients will have free choice of the providers of case management
services.

Eligible recipients will have free choice of the providers of other medical care under
the plan.

G. Payment for case management services under the plan does not duplicate payments made to
T __.
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public agencies or private entities under other program authorities for this same purpose.

A. TARGET GROUP D2

The targeted group consists of medical assistance eligibles who are se-.ved by the
Office of Mental Health's Blended and Flexible Case Management Program any: who:

(I) are seriously and persistently (chronically) mentally ill, or seriously mentally ill and

(ii) require intensive, personal and proactive intervention to help them obtain services,
which will permit or enhance functioning in the community, or require personal and
proactive intervention to help them obtain and maintain services, which will permit
or enhance functioning in the community; and

(iii) either have symptomatology which is difficult to treat in the existing mental health
care system, or are unwilling or unable to adapt to the existing mental health care
system, or need support to maintain their treatment connections and/or residential
settings.

These individuals include:

(1) high risk/heavy service users who are known to staff in emergency rooms, acute
inpatient units, psychiatric centers as well as to providers of other acute and crisis
service. May have multiple disabilities including drug abuse, alcohol abuse or
developmental disabilities, or

(2)

	

persons with recent hospitalizations in either State psychiatric centers or acute care
general hospitals, or

(2)

	

extended care state psychiatric center patients who could be discharged but are not
because of the absence of needed support in the community; or

(3) mentally ill who are homeless and live on the streets or in shelters; or

(4) seriously mentally ill children and adolescents whose disability disrupts their ability
to function in educational, social, vocational and interpersonal spheres and who may,
without invention, be institutionalized, incarcerated or hospitalized, or

(5) people in need of ongoing mental health support in order to maintain or enhance
community tenure.
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The aim is to benefit these clients by reducing hospitalization and reliance on
emergency psychiatric services, as well as by increasing employment, encouraging better
medication compliance and generally improving the client's quality of life within the
community.

B. AREAS OF STATE IN WHICH SERVICES WILL BE PROVIDED TO TARGET
GROUP D2
Entire State

C. DEFINITION OF COMPREHENSIVE MEDICAID CASE MANAGEMENT
REIMBURSABLE UNDER MEDICAID

Case management is a process which will assist persons eligible for Medical
Assistance to access necessary services in accordance with goals contained in a written case
management plan.

BASIC PREMISES OF COMPREHENSIVE MEDICAID CASE MANAGEMENT

1. Case management services are those services which will assist persons eligible for
Medical Assistance to obtain needed medical, social, psychosocial, educational,
financial and other services.

2. Case Management is a human services agency tool for the effective management of
multiple resources for the benefit of individuals identified as high utilizers of service
who have problems accessing care, or belonging to certain age, diagnosis or
specialized program groups. Effective case management must address quality,
adequacy and continuity of service, and balance a concern for affordable service
while assuring that eligible individuals receive the services appropriate to their needs.
Targeted groups consist of functionally limited persons with multiple needs or high
vulnerability who require intensive and/or long term intervention by health and other
human services providers.

3. Case management services enable Medicaid eligibles to exercise their freedom of
choice by providing them with information regarding the services available to them,
providing access to the most appropriate service to meet their needs and assisting
them to achieve their maximum level of functioning and independence in the most
appropriate environment.

4.

	

Case management empowers individuals by involving them in the decision making
process, and :allowing them to choose among all available options as a means of
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moving to the optimum situation in which these individuals and their support system
can address their needs. Case management implies utilization and development of
such support networks as will maximize the effectiveness, efficiency and
accountability of support services on behalf of the individual.

DEFINITION OF CASE MANAGEMENT RELATED TO TARGET GROUP "D2"

Case management for Target Group "D2" means those activities performed by case
management staff related to ensuring that the mentally disabled individual has full access to the
comprehensive array of services and assistance which the individual needs to maintain community
life and to attain or retain capability for maximum personal independence.

Case management for Target Group "D2" requires referral to and coordination with medical,
social, educational, psycho-social, employment, habilitation, rehabilitation, financial, environmental,
and legal services available within the community appropriate to the needs of the mentally ill
individual.

CASE MANAGEMENT FUNCTIONS

Case management functions are determined by the recipient's circumstances and therefore
must be determined individually in each case. In no instance will case management include the
provision of clinical or treatment services. A separate case record must be established for each
individual recipient of case management services which documents each case management function
provided.'

A. Intake and screening. This function consists of. the initial contact to provide
information concerning case management; exploring the recipient's receptivity to the
case management process; determining that the recipient is a member of the
provider's targeted population; and identifying potential payors for services.

B. Assessment and reassessment. During this phase the case management team must
secure directly, or indirectly through collateral sources, with the recipient's
permission: a determination of the nature and degree of the recipient's functional
impairment through a medical evaluation; a determination of the recipient's
functional eligibility for services; information from other agencies /individuals
required to identify the barriers to care and existing gaps in service to the recipient;
assessment of the recipient's service needs including medical, social, psychosocial,
educational, financial and other services; and a description of the recipient's
strengths, informal support system and environmental factors relative to his/her care.
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C.

	

Case management plan and coordination. The case management activities required
to establish a comprehensive written case management plan and to effect the
coordination of services include: identification of the nature, amount, frequency, and
duration of the case management services required by a particular recipient; with the
participation of the recipient, a cost-conscious selection of the nature, amount, type,
frequency and duration of services to be provided to the recipient; identification of
the recipient's informal support network and providers of services; specification of
the long term and short term goals to be achieved through the case management
process; collaboration with hospital discharge planners, health care providers and
other service providers, including informal caregivers and other case managers. It
also includes, through case conferences, an exchange of clinical information which
will assure:

1. the integration of clinical care plans ` throughout the case management
process;

2. the continuity of service;

3. the avoidance of duplication of service (including case management
services); and,

4. the establishment of a comprehensive case management plan that addresses
the interdisciplinary needs of the recipient.

D. Implementation of the case management plan. Implementation of the plan includes
securing the services determined in the case management plan to be appropriate for
a particular recipient through referral to those agencies or to persons who are
qualified to provide the identified services; assisting the recipient with referral and/or
application forms required for the acquisition of services; advocating for the recipient
with all providers of service; and developing alternative services to assure continuity
in the event of service disruption.

E. Crisis intervention. Crisis intervention by a case management team includes when
necessary: assessment of the nature of the recipient's circumstances; determination
of the recipient's emergency service needs; and, revision of the case management
plan, including any changes in activities or objectives required to achieve the
established goal.

F. Monitoring and follow-up. As dictated by the client's needs and desires, case
manager services include: assuring that quality services, as identified in the case
management plan, are delivered in a cost-conscious manner, assuring the recipient's
satisfaction with the services provided and advising the preparer of the case
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management plan whether the recipient is satisfied; collecting data and documenting
in the case record the progress of the recipient; making necessary revisions to the
case management plan; making alternate arrangements when services have been
denied or are unavailable to the recipient; and, assisting the recipient and/or provider
of services to resolve disagreements, questions or problems with implementation of
the case management plan.

G.

	

Counseling and exit planning. This function consists of: assuring that the recipient
obtains, on an ongoing basis, the maximum benefit from the services received;
developing support groups for the recipient, the recipient's family and informal
providers of services; mediating among the recipient, the family network and/or other
informal providers of services when problems with service provision occur;
facilitating the recipient's access to other appropriate care if and when eligibility for
the targeted services ceases; and, assisting the recipient to anticipate the difficulties
which may be encountered subsequent to discharge from or admission to facilities
or other programs, including other case management programs.

PROCEDURAL REQUIREMENTS FOR PROVISION OF SERVICE

Assessments. The case management process must be initiated by the recipient and
case manager (or practitioner as appropriate) through a written assessment of the
recipient's need for case management as well as medical, social, psychosocial,
educational, financial and other services.

An assessment provides verification of the recipient' s current functioning and
continuing need for services, the service priorities and evaluation of the recipient's
ability to benefit from such services. The assessment process includes, but is not
limited to, those activities listed in paragraph B of CASE MANAGEMENT
FUNCTIONS.

An assessment must be completed by a case management team within 30 days of the
date of the referral or as specified in a referral agreement. The referral for service
may include a plan of care containing significant information developed by the
referral source which should be included as in integral part of the case management
plan.

An assessment of the recipient's need for case management and other services must
be completed by the case manager every six months, or sooner if required by changes
in the recipient's condition or circumstances.

2.

	

Case management plan. A written case management plan must be completed by the
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case management team for each recipient of case management services within 30
days of the date of referral or as specified in a referral agreement, and must include,
but is not limited to, those activities outlined in paragraph C under CASE
MANAGEMENT FUNCTIONS.

The recipient's case management goals, with anticipated dates of completion, must
be established in the initial case management plan, consistent with the recipient's
service needs and assessment and must be address those needs necessary to achieve
and maintain stabilization.

The case management plan must be reviewed and updated by the case management
team as required by changes in the recipient's condition or circumstances, but not
less frequently than every six months subsequent to the initial plan. Each time the
case management plan is reviewed the goals established in the initial case
management plan must be maintained or revised, and new goals and new time frames
may be established with the participation of the recipient:

The case management plan must specify:

a. those activities which the recipient is expected to undertake within a given
period of time for purposes of accomplishing each case management goal;

b. the name of the person or agency, including the individual and/or family
members, who will perform needed tasks;

c. the type of treatment program or service providers to which the recipient will
be referred;

d. the activities to be performed by a service provider or other person to achieve
the recipient's related goal and objective; and the method by which such
services shall be provided;

e. the type, amount, frequency, and duration of services to be delivered or tasks
to be performed; and

f. whether the program plans to place a client into transitional status during the
next six month period covered by the plan.

3. Continuity of service. Case management services must be ongoing. from the time the
recipient is accepted by the case management agency for services to the time when:
the coordination of services provided through case management is not required or is
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no longer required by the recipient; the recipient moves from the social services
district; the long term goal has been reached; the recipient refuses to accept case
management services; the recipient requests that his /her-case be closed; the recipient
is no longer eligible for services.

Contact with the recipient or with a collateral source on the recipient's behalf must
be maintained by the case manager at least monthly or more frequently as specified
in the provider's agreement with'the New York State Office of Mental Health.

LIMITATIONS TO THE PROVISION OF MEDICAID CASE
MANAGEMENT SERVICES

Case management services must not:

be utilized to restrict the choice of a case management services recipient to obtain
medical care or services from any provider participating in the Medical Assistance
Program who is qualified to provide such services and who undertakes to provide
such care or service(s), including an organization which provides such care or
services or which arranges for the delivery of such care or services on a prepayment
basis;

2.

	

duplicate case management services currently provided under the Medical Assistance
Program or under any other program;

3. be utilized by providers of case management to create a demand for unnecessary
services or programs particularly those services or programs within their scope of
authority;

4.

	

be provided to persons receiving institutional care reimbursed under the Medical
Assistance Program or to persons in receipt of case management services under a
federal Home and Community Based Waiver except as addressed in the July 25,
2000 HCFA letter to State Medicaid Directors which informed the States that
Targeted case management (TCM), defined in section 1915(g) of the Act, may be
furnished as a service to institutionalized persons who are about to leave the
institution, to facilitate the process of transition to community services and to enable
the person to gain access to needed medical, social, educational and other services
in the community.
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While the activities of case management services secure access to an individual's needed
service for the client, the activities of case management do not include:

1. the actual provision of the service;

2. Medicaid eligibility determinations/redeterminations;

3. Medicaid preadmission screening;

4. prior authorization for Medicaid services;

5. required Medicaid utilization review;

6. EPSDT administration;

7. activities in connection with "lock-in" provisions under 1915(a) of the Social
Security Act;

8. institutional discharge planning as required of hospitals, SNF, ICFs and ICF/MRs;
and

9. client outreach considered necessary for the proper and efficient administration of the
Medicaid State Plan.

LIMITATIONS SPECIFIC TO TARGET GROUP "D2"

In order to support an intensive, personal and proactive service, Blended and Flexible
Case Managers will carry case loads based on their designation as Intensive Case Managers
or Supportive Case Managers. Intensive Case Managers are responsible to provide a
minimum of48 total monthly face to face contacts per manager. Supportive Case Managers
are required to provide in the aggregate a minimum of twice the number of visits as the
number of Supportive Case management clients. For children 's programs, a maximum of
25% of the total aggregate visits can be face-to-face contacts with collaterals as defined in
14 NYCRR Part 587.

Individuals may be referred to case management by various community agencies,
mental health agencies, (including State psychiatric facilities), and human service agencies
with whom the client has been in contact. From these prospective clients, the Blended and
Flexible Case Management Program will determine which clients are appropriate for case
management services and at what level (i.e., that the client can be engaged in activities
directed at fulfilling a case plan based on the goals of the program.)
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Clients who appear ready for disenrollment from the program can be placed into transitional

	

status for a period not to exceed two months. During that time period the program can billfor the client as long as at least one face-to-face contact per month is provided. Clients whoare disenrolled may be placed back into active status expeditiously when the need arises.

E. QUALIFICATIONS QF PROVIDERS

1.

	

Prov'

New York State Office of Mental Health (OMH) will authorize asCase Management providers either OMH employees meeting . thequalifications approved below or employees of those organizationsdetermined by OMH and certified to the DOH to have the capacity to providespecialized Case Management Services and having written agreements withappropriate mental health providers and other human service providers so thatDOH can enroll the providers in the Medicaid program. Case managementservices may be provided by social services agencies, facilities, persons andother groups possessing the capability to provide such services that areapproved by OMH. Providers may include:

a. facilities licensed or certified under New York State law or regulation;

b. health care or social work professionals licensed or certified in accordancewith New York State law;

c. state and local governmental agencies; and

d. home health agencies certified under New York State law.

2. Case Managers

Intensive Case Managers: The Intensive Case manager must have two
years experience in a substantial number of activities outlined under CASE
MANAGEMENT FUNCTIONS, including the performance of assessments
and development of case management plans. Voluntary or part-time
experience which can be verified will be accepted on a pro-rata basis. Thefollowing may be substituted for this requirement:
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a. one year of case management experience and a degree in a health or human
services field; or

b. one year of case management experience and an additional year of experience
in other activities with the target population; or

c. a bachelor's or master's degree which includes a practicum encompassing a
substantial number of activities outlined under CASE MANAGEMENT
FUNCTIONS, including the performance of assessments and development
or case management plans; or

d. the individual meets the regulatory requirements for case manager of a State
Department within New York State.

Supportive Case Managers: Must have two years in providing direct services
or in a substantial number of activities outlined under "Case Management
Functions" to people who are mentally disabled, or homeless. The following
may be substituted for this requirement:

a. One year of case management experience and an associate degree in a health
or human services field: or

b. One year of case management experience and an additional year of
experience in other activities with the target population; or

c. A bachelor' s or master's degree which includes a practicum encompassing
a substantial number of activities with the target population; or

d. The individual meets the regulatory requirements for case manager of a State
Department within New York State.

Minimum Qualifications for Appointment As A Coordinator of Blended and
Flexible Case Management Services

A master's degree in a human services field* and four years of experience in
providing direct services to mentally disabled patients/clients or in linking mentally
disabled patients/clients to a broad range of services essential to successfully living
in a-co

	

unity setting(e.g. medical, psychiatric, social, educational, legal, housing
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and financial services). Two years of this experience must have involved supervisory
or. managerial experience for a mental health program or major mental health
program component.

For purposes of qualifying for these titles a "Human Services Field"
includes Social Work, Psychology, Nursing, Rehabilitation,
Education, Occupational Therapy, Physical Therapy, Recreation or
Recreation Therapy, Counseling, Community Mental Health, Child
and Family Studies, "Speech and Hearing, Sociology.

TN fl -11
7.

	

A. rn i DacL^
Elm 19

Supersedes T;J

	

Efre'ctiva Date JAN ® I



tev.o.:n

	

-ICTA- - O7-4

	

'S

	

C:

	

..l^ •

	

`°7 AUACH :1e7

	

1

	

3.i-{i

S A

	

T: a

	

r x. ar .'ta S)c

	

S .

	

;. AC-!
ltaco/TerritocT:

	

:ew ':-<

	

a:e

A.

	

o t c row:

3. Lmaa of State is ufti eft oocvieoe will 'ie provided:

ti

	

state.

	

-

only is -t

	

foll owing
	tie

	

(au thority of Bee tles 1913(=)(1)
low

of t let is invokad to penvido services lose tbas Stat i :
oas to

	

s carnet ?opu_at :or -ay be provided to residents o= •.-• _s
ar. -

un

	

es 11203, 2-2.2, 2_213, :-7216, 1221. 22225, 7Z3.i , Bronx County (Zip Codes 10454, 10455, 10452, :0474 and' :0459) ,:re:v -. c -k C: :;-tt (Zip Codes 10026 , : ,327, 10030, 10033 , :0037 ar_ 1 OC _ )

C. C

	

ility of rvicsa

Services U-V provided in eo

	

co vith section

	

theLet.

Services

	

not c

	

ble in amount, ration, MAd sea".

	

tborit'of section 1115(1)(1) of the Set is inv.

	

-te provide Services withfttr1t

	

to the

	

to of section 1142 (at1(10} ( } of t

	

Let.
,. Definition of Serv ices:

Sae l::a:°ed

QU&Llficati ca of Provid® :

See attached

Pv!tf;

	

'^^a°ovaa.l

	

to

	

3 i

	

tf t live

	

to OC T 1 IS
-10

	

A :D: 10e0P/^:^^

Supersed es



Revision:

	

HCFA- -87-4

	

Supplement 1 to Atb°

	

It 3.1A
Page 1-E1a

March 1937

	

CMB .: 0939-0193

State/'1^..rritory: New York State

F. The State assures that the provision of case manag

	

t services will
not restrict an individual's free choice of providers in violation of
section 1902(a)(23) of the Act.

1. Eligible recipients will have free choice of the providers of case
management services.

2. Eligible recipients will have free choice of the providers of other
medical care under the plan.

G. Payment for case management services under the plan does not dLplicate
payments made to public agencies or private entities under other program
authorities for this sane purpose.
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This target group consists of any categorically needy or medicallyneedy individual who meets the following criteria:

1. Women of child bearing age who are pregnant or parenting, and
2. Infants under l year of age.

One of the most serious public health problems we are facing todayis that of infant mortality. The problem is especially severe incertain urban areas among poor minority groups where the infantmortality rate is up to 3 tines that of the population at large. Otherfactors which contribute to this problem are women who receive late orno prenatal care. Recent changes to Federal and New York State Law haveexpanded eligibility benefits to pregnant women and infants. Casemanagement programs are expected to identify women who are at risk andassist them in accessing health care and other resources which they needto assure positive birth outcomes.

In some areas of New York City almost twenty percent of the infantsborn to minority women are low birth weight babies who are vulnerable toinfections and sudden infant death syndrome as well as clicationsrelated to low birth weight itself.

certain testate cities mirror these rates in their center cityareas. Case management will assist in assuring that mothers in these
areas can avail themselves of health and social services to properly
care :cr their u.fants.

In the areas in question, about 20% cf r.he births are to teenagemothers and up to 75% are out of wedlock. The mothers in question areoften inexperienced at heading a family and do not have the social:supports available in an intact family, and as such have a great need'for case management services to assist them in obtaining needed services- for themselves and their infants.

After years of steady decline, infant mortality rates have onceagain begun to climb since 1987. Much of this increase can be laid atthe feet of increasing use of illegal drugs and alcohol on the part ofpoor women in urban areas. In births where toxicity for illegal drugsis found, in New York City, infant mortality is an astronomical 34 in1,000.

New York State hopes to attack these problems in a site-specificmanner using case managers to pull together both Title )LX services andservices from other funding streams to meet the needs of pregnant worsenand infants.
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These refer ra-l activities are not a function of the case manager;begin. Prior to the receipt of case manage t services; and are notbilled as ! dicaid case nanagement.

Based on the refer al from. the hospital, prenatal care or otherprovider or local governmental agency, the case management agencyatt.epts to interest the Medicaid eligible waman/infant in casemanagement sere ices . Because women in high poverty areas,especially those who use illegal drugs or alcohol, are hard toengage for services, agencies are err raged to make a number ofattempts to contact the woman.
If a woman accepts services, she is then enrolled by the casemanagement agency. In areas where there are multiple agenciesproviding services, each agency will be required to explain to thewoman that she has her choice of-case management providers.

3. Assess ent /Reassessment

within 15 days of the acceptance of case management services, thecase manager must complete an initial assessment. This will includean evaluation of the met and unmet needs of th e woman and herchildren, her strengths and weaknesses, both formal and informalsupports and identification of providers of service, includingother case management resources.

It is anticipated that the initial assessment will cormoantrate onthe irrrediate issues of the woman and her children's health andsafety, substance abuse problems and family functioning. Subsequentreassessments (required at four month intervals) will likely dealwith the family's longer term needs such as education, safehousing, training and employment for economic security.

4. Case "'araoerient Plan Develo► nt

within 30 days of the. acceptance of case management services, thecase manager must complete development of an initial services planfor the woman and her family. Individuals residing togethermutually impact upon each other in ter *.ns of their activities andf-heir needs. To deliver effective case management, the familystructure, .tiatever it may be, needs to be taken into account.Family supports and family stressors have a significant impact onthe client. If a "parentLq" woman (targeted) is having parentingproblems with a 2 year old (non-targeted) - or needs to arrangefor child care in order to participate in a substance abusetreat:ent program, the case manager must address these needs in thecase -anage ent plan.

C.ise -a .i c-s
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Medicaid funelJ ng will not be used to provide case management
services t.. non-Medicaid eligible family membezs. Based on theassessment and developed in conjunction with the client, the
ser•^.13es plan should include the type and frequency of services
.wed a.-Li the rethod of ot:taini.ng them. Also included in the planshau:d be tirefrares for achieving the objectives and theanticipated frequency of case management.

As, in the case of the initial assessment,, the initial plan will
likely focus on the immediate service needs to insure health and
safety of the an and her children. Once these objectives are
achieved, longer term planning for improvements in housing,
education and e;ployment will become basic to the plan.

The services plan in question must indicate where and by whom each
service is to be delivered; the case manager will be responsible
for assuring the delivery of services outlined in the plan. Each
wcanan will have only one Medicaid reimbursed case manager.

	

The
services plan should be signed by the women to show her amt
and willingness to participate.

5. Plan i r lerentation

The case manager assists the woman in acquiring those services
which have been identified in the plan as being necessary. In many
instances this will require an advocacy role on the part of the
case manager in attempting to obtain priorities for the woman and
her children within services networks which are already seriously
taxed.

The case manager might be required to escort the woman to
appointments, at least initially, until she becomes familiar with
the parties and processes irrrolved in service provision.

Service acquisition to i.^plement the case management plan will be
crucial to the success of the program. It will be necessary to
develop priority consideration for such services as clinic
appointments, substance abuse services and day care for the
programn.

6. Monitorir

.Monitoring includes assuring that the services were received and
that they are appropriate and of acceptable quality and that the
client is satisfied that they are meeting the reeds of herself and
her family. The prLmary source for obtaining this information is

the wKvan herself, but case manage--s should also maintain
intact wit.' service providers to assure that the client is making
pro., ess and utilizing services properly.

:er ai^ se.r-.'io s are dependent on other services.

	

For ,:.-stance,
^"• < i s ; e r-'. qer will -ant to be certain that a woman using child

cetti g active drag or alcohol treatment during
t:.-es t` :t the .:hi:d is tin cared for.
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Cr isis Interyvent on

With a pc xilation wizich engages in substance abuse, does notrespond to health needs until they beco me emergent and lives inJarreznoks, unsafe and unhealthy housing, the potential for crisisis -reas.irably --creased. For this reason, case management agencies
should prepare a crisis plan for individual clients to advise themwtere to tarn in an emergency, as well as having an agency plan toassist clients on a 24 hour a day basis, if necessary.
it is not essential that the case manager be available on a 24' hourbasis, but only that the agency have a viable plan for dealing withafter hour emergencies.

	

In addition, the agency must be prepared to revise the servicesplan almost immediately if the crisis has lasting repercussions orrequires a change in the mix or intensity of services.
3. Counselir and Exit Planning

The best case management practices help build self- -esteem andimprove the client's ability to function more independently thusreducing or eliminating the reed for further case management. Asthe case management berms less intense, the client should beencouraged to participate in the developTent and implementation ofher.own plan objective.

when the case manager determines, in conjunction with the client,that case management is no longer necessary or'if the woman losesprogram eligibility or moves to a different area or service system,the case manager should assist her in moving to new providers:orsources of services. With the client 's consent, a final assessmentand case summary should be prepared and forwarded to the new case..a.nager or services sou-^

E . Q^CTAI C 1TIOKS

Provider Ageb=y Qualifications

Agencies may be qualified in one of the following ways.
a. one year of experience in providing -case management servicesto pregnant or parenting w men or infants.
b. T:.. years of experience in providing health care or socialse,-vices to pregnant or parenting women or infants.

Tr.0

	

of e>^-rrience in providing drug or alcohol abusetrea~ nt services to pregnant or parenting we en.

Yie.nce in pry.'dinq protective services for_.. prevent their placement in foster
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Wiese +.a l i f at-,on-, may be met by the agency itself or may be :yeta. i. i.vi ,al who has management experience in such an agency andass. s responsibility for the overall admiri s;ration of the case.:.. r iger'_r:t rYOggax .

Staff Cual cat ions

a. Case Manager

An individual with a Bachelors or Masters degree in Nursing,Social Work, Health Education or a related field. If thedegree is in a related fa.eld, one year of case managementexperience is required.

b. Associate Case Manager/Cc unity Health worker/C mn ityAdvocate

Associate Case Managers (Aa'VCoamzity Health Workers(CHW/C:ar rity Advocate (CA) describe persons residing in theo nuzity who assist case managers to monitor and reachclients who do not routinely access organized medical care orentitlements or who may be reluctant to access help frcalorganizations. These individuals are not providers of casemanagement, 'but are part of the team approach to casemanagement encouraged by this program. They may assist casemanagers in. locating individuals in the community,, maintainingcontact and gaining acceptance and gyration for the programand it's goals.

These individual's rust have two years of experience as caseaides or similar experience with the target group. One yearof this experience may be fulfilled by an intensive trainingprogram, approved by the State Medicaid Agency.
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CRIB No.: .0939-0193

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: New York State

CASE MANAG

	

T SERVICES

A. Target Group:
See attached Target Group F

B. Areas of State in which services will be provided:

0 Entire State.

Only in the following geographic areas (authority of section 191.5{g) (1)
of the Act is invoked to provide services less than Statewide:

City of Newburgh, Orange County
City of Fulton, Oswego County
Addison School District, Steuben County

C. Catparability of Services

Services are provided in accordance with section 1902 (a) (10) (B) of the
Act.

Services are not ccaarable in amount, duration, and scope. Authority
of section 1915 (g) (1) of the Act is invoked to provide services without

	

regard to the requirements of section 1902 (a) (10) (B) of the
Act.

D. Definition of Services:

See attached

E. Qualification of Providers:

See pages 1-F7 and 1-F8
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State/ erritory: New York "State

	F. The State assures that the provision of case management services will
not restrict an individual's free choice of providers in violation of
section 1902(a) (23) of the Act.

1. Eligible recipients will have free choice of the providers of case
management services.

2. Eligible recipients will have free choice of the providers of other
medical care under the plan.

G. Payment for case management services under the plan does not duplicate
payments made to public agencies or private entities under other program

	authorities for this same purpose.
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The targeted group consists of the categorically needy or
medically needy who meet one or more of the following criteria.

Certain individuals residing in areas of New York state
designated as underservioed and economically distressed through the
State's Neighborhood Based Alliance (NBA) initiative. Under
Chapter 657 of the Laws of 1990, the NBA is targeting state money,
resources and services to designated areas in 'order to alleviate
the pervasive and detrimental effects of poverty, lack of access
to services and lack of services. Case management targeted
individuals are those residents of the NBA area who are
experiencing chronic or significant individual or family
dysfunctions which might be ameliorated through effective case
management referral and monitoring of service provision. Such
dysfunctions are assessed as chronic or significant by the case
manager in accordance with an assessment tool approved by the State
Department of Social Services. The assessment will determine
chronic or significant dysfunction on the following categories or
characteristics:

(i) school dropout
(ii) low academic achievement
(iii) poor school attendance
(iv) foster care placement
(v) physical and/or mental abuse or neglect
(vi) alcohol and/or substance abuse
(vii) unemployment/underemployment
(viii) inadequate housing or homelessness
(ix) family court system involvement
(x) criminal justice system involvement
(xi) poor health care
(xii) family violence or sexual abuse

AREA OF STATE IN MUCH SERVICES WILL BE PROMED W 7MtGEr GROUP P

City of Newburgh, New York Addison School District, New York
City of Fulton, New York

C. DEFINITION OF COEP'Rlr' 3IVE MEDICAID CASE' • MANROMOU HE

	

LE
OIMER MEDICAID

Case management is a- process which will assist persons
eligible for Medical Assistance to access necessary services in
accordance with goals contai ned in a written case management plan.

DEFINITION OF CASE MANAGROU RELATED TO TARGET CROUP "F"

Case managers will assess, and refer the target population to
the existing services including these newly available resources and
services concentrated in the defined NBA cauzity.
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Case management for" Target Group .'IF" means linkage'. and
referral activities performed by case management staff for
individuals who are struggling with the effects of multiple
problems compounded by poverty and poor access to services.
Through case management, clients will have improved. access to the
comprehensive array of services and assistance available in the
conurnutity. Individual needs of the client will be assessed and a
case management plan developed.

Case management for Target Group "F" requires referral to and
coordination with medical, social, educational, psychosocial,
employment, habilitation, rehabilitation, financial, environmental,
and legal services available within the eomtnity for the purpose
of increasing the client's ability to function independently in the
ecumunity. The ultimate purpose is to increase the client's level
of self-sufficiency.

Case management services to individuals who are not Medicaid
eligible will be supported by public and private grant funds. A
sliding fee scale. for clients based on income level will also be
established. Case management will be the means to linking clients
to the health, social, economic and educational resources of the
cmmu ity.

CPSE MANAGF34EN FUNCTIONS

Case management functions are determined by the recipient's
ciroxastances and therefore must be determined specifically in each
case. In no instance will case management include the provision of
clinical or treatment services. A separate case record must be
established for each individual recipient of case management
services and must document each case management function provided,
including but not limited to:

A. Intake and screening.

	

This function consists of: the initial
contact to provide information concerning case management;
exploring the recipient's receptivity to the case. management

	

process; determining that the recipient is a aver of the
provider's targeted population; and identifying potential payers
for services.

B. Assessment and at. During this phase the case manager
will determine what services the individual needs to access. This
determination requires the case manager to secure, as appropriate
to the presenting problem, either directly, or irid I rectly through
collateral sources, with the recipient's pe.nn? s_sion: a
determination of the nature and degree of the. recipient's
functional impairment through a medical evaluation; a determination
of the recipient's functional eligibility for services; information
from other agencies/individuals required to identify the barriers
to care and existing gaps in service needs including medical,
social, psychosocial, educational, financial and c -her services;
and a description of the recipient's strengths, informal support
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system and environmental factors relative to his/her -care.
Medical/psychological evaluations shall be obtained indirectly
th c gh collateral sources with the permission of the recipient and
are not a compensated component of case management.

C. Case management plan and coordination. The activities required to
establish a comprehensive written case management plan and to
effect the coordination of services include: identification of the
nature, amount, type, frequency and duration of services to be
provided to the recipient with the participation of the recipient;
identification of the recipient's informal support network and
providers of services; specification of the long term and short
term goals to be achieved through the case management process;
collaboration with other service providers, including, informal
caregivers and other case managers. It also includes through case
management conferences an exchange of clinical information which
will assure:

1. case management plans throughout the case management process;

2. the continuity of service;

3. the avoidance of duplication of service (including case
management services); and,

4. the establishment of a comprehensive case management plan that
addresses the interdisciplinary needs of the recipient.,

D. impl tation of the case management plan. Implementation of the
plan means assisting clients in gaining access to necessary
services. Case managers must secure the services determined in the
case management plan appropriate for a particular recipient through
referral to those agencies or to persons who are qualified to

	

provide the.identified services. Implementation may mean assisting
the recipient with. referral and/or application forms required for

	

the acquisition of services; advocating for the recipient with all
providers of service; and developing a plan to access alternative
services to. assure continuity in the event of service disruption.

E. Crisis intervention. Crisis intervention by a case manager or
practitioner includes when necessary: assessment of the nature of
the recipient's circumstances; determination of. the recipient's
emergency service needs; and, revision of the case management plan,
including any changes in activities or objectives required to
achieve the established goal.

F. Monitoring and follow-up. The case manager is responsible for:
assuring that quality services, as identified in the case
management plan, are delivered by the provider to whom referral was

	

made; assuring the recipient's satisfaction with the services
provided and, if the plan has been formulated by a practitioner

ov a l D a te'
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advising the preparer of the case management plan of the findings;
collecting data and documenting the progress of the recipient in
the case record; malting necessary revisions to the case management
plan; making alternate arrangements when services have been denied
or are unavailable to the recipient; and, assisting the recipient
and/or provider of services to resolve disagreements, questions or
problems with implementation and continuation of. the case
management plan-

,FROCEDURAL

	

FOR PROVISION OF SERVICE

1. Assessments. The case management process must be initiated by the
recipient and case manager (or practitioner as appropriate) through
a written , assessment of the recipient' s need for case management as
well as medical, social, psychosocial, educational, financial and
other services.

An assessment provides verification of the recipient's current
functioning and continuing need for services, the service
priorities and evaluation of the recipient's ability to benefit
from such services.

	

The assessment process includes those
activities listed in paragraph B of CASE MVaMMT FUNCTIONS .

An assessment must be ecmpleted by a case manager within 15 days of
the date of the referral or as specified in a referral agreement.
The referral for service may include a plan of care containing
significant information developed by the referral source which
should be included as an integral part of the case manage ent plan.

An updated assessment of the recipient 's need for case management
and other services must be completed by the case manager every six
months, or sooner if required by changes in the recipients
condition or circumstances.

2. Case t plan. A written case management plan must be
completed by the case manager for each recipient of case management
services within 30 days of the date of referral or as specified in
a referral agreement, and must include those activities outlined in
paragraph C 'under C1ASE 2^tdE+,eGCC^+lT FUNCTIONS .

The recipient's case. management goals, with anticipated dates of
eanpletion, - must be established in the initial case management
plan, consistent with the recipient's service needs and assess t.

The case management plan must be reviewed and updated by- the case
manager as required by changes in the recipient's condition or
circumstances, but not less frequently than every six . months
subsequent to the initial plan. Each time the case management plan
is reviewed the goals established in the initial case management
plan must be maintained or revised, and new goals and new time
frames may be established with the participation of the recipient.

3 { : MAR 0 1994
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The case management plan must specify:.

a.' those activities which the recipient is expected to undertake
within a given period of time toward the accomplishment of
each case management goal;

b. % the. name of the person or agency, including the individual
and/or family members, who will perform needed tasks;

c. the type of treatment program or service providers to which
the recipient will be referred;

d. the method of provision and those activities to be performed
by a service provider or other person to achieve the
recipient's related goal arid objective; and

e. the type., amount, frequency, duration and cost of case
management and other services to be delivered or tasks to be
performed.

3. Continuity of service. Case management services must be ongoing
frcaa the time the recipient is accepted by the case management
agency for services to the time when: the coordination of services
provided through case management is not required or is no longer
required by the recipient; the recipient moves from the target
area; the long term goal has been reached; the recipient refuses to
accept case management services; the recipient request that his/her
case be closed; the recipient is no longer eligible for services;
or, the recipient's case is appropriately transferred to another
case manager.

Contact with the recipient. or with a collateral source on the
recipient's behalf must be maintained by the case manager at least
monthly or more frequently as specified in the provider's agreement
with the New York State Department of Social Services.

T ITT TIOP TO 2
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Case management services must not:

1. be utilized to restrict the choice of a case management services
recipient to obtain medical care or services from any provider
participating in the Medical Assistance Program who is qualified to
provide such care or services and who undertakes' to provide such
care or services or which arranges for the delivery of such care or

services on a prepayment basis;

2. duplicate case management services currently provided under the
Medical Assistance Program or under any other program;

3. be utilized by providers of case management to create a demand for

unnecessary services or programs particularly those services or
programs within their scope of authority.
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While the activities of case management services secure access to
an individual' s needed service; -the activities of case- management do not
include:

1. the actual provision of the service;

2. Medicaid-eligibility -determinations/redetenninations;

3. Medicaid preadmission screening;

4. prior authorization for Medicaid services;

5. required Medicaid utilization review;

6. EPSDP administration;

7. activities in connection with "lock-in" provisions under. 1915(a) of
the Social Security Act;

8. institutional discharge planning as required of hospitals, NF's;

9. client outreach considered necessary for the pr per and efficient
administration of the Medicaid State Plan.

Contact with the client or with a collateral source on the client's
behalf must be maintained by the case manager at least monthly, or more
frequently as specified in the proposal document submitted for each
site.

E. Qualifications of Providers

1. Providers

Under New York State Regulations (18 NYCRR 505.16) case
management services may be provided by social services
agencies, facilities, persons and other grrxzps possessing the
capabilities to provide such services who are approved by the
New York State Cammissioner of Social Services based upon
approved proposal submitted to the New York State Department
of Social Services.

2. Case

The case manager must have two years experience in a
substantial number of activities outlined under CNM

assessments'NT FUNCTic , including the performance of
and develnt of case management plans. Voluntary or part-
time experience which can be verified will be accepted on a
pro-rata basis.

	

The following may be substituted for this
requirement:

a. one year of case management experience and a ,degree in a
health or human services field; or
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b. one year of case management, .experience and an additional
year of experience in other activities with the target
population; or

c. a bachelor's or master's degrep- which includes a
practicnn encoupassing a substantial number of activities
outlined under CASE mANAGEmEur

	

c, including the

	

performance of assessments and development of . case
management plans; or.

d. the individual meets the regulatory. requirements for case
manager of a State Department within New York State.

Provider Qualifications Specific to Target Group "F®

1. Providers

The state Department of Social Services designation of

	

providers for this target group will be based upon a proposal
document demonstrating the capacity to provide the describe .
services to the target population. The proposal document must be
submitted to SDSS, Division of Health and Inng Term Care (HLTC) by
the local social services district in which an NBA site is
located. Qualified agencies will be enrolled as case management
providers to serve target populations within the NBA service area.

The NBA lead agencies will provide case management themselves
and/or solicit new case managers from community agencies with
additional special expertise in the targeted subpcpulations. New
case managers solicited by the lead agency must meet all provider
qualifications, must execute separate provider agreements. with the
State and must bill the Medicaid program in their own right. The
NBA lead agencies are responsible for identification of clients
needing case management and referral to the appropriate case
management agency. Lead agencies will be responsible for
recordkeeping and Medicaid claim preparation only for the case
management services they themselves render.

2. CaseManagers

Case managers will meet the general qualifications described
in Item E.2.

	

Additionally, the staff recruited to work for the case
management and crisis intervention program in both a supervisory
and direct service capacity will be individuals who are highly
committed to the eammunity network concept and have experience
working with the variety of cultural and ethnic groups represented
in the community. A variety of educational, experiential, and
cultural backgrounds will be sought.
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STATE PLAN UNDER TITLE XIZ OF THE SOCIAL SECURITY ACT

State/Territory:

	

New York State

CASE MANAGEMENT SERvrcEs

A. Target Group: Z

See attached.'

B. Areas of State in which services will be provided:

Entire State.

Only in the following geographic areas (authority of section 1915(g)(1)of the Act is invoked to provide services less than Statewide:

C. Comparability of Services

Services are provided in accordance with section-1902(a)(10)(B) of. theAct.

/_T Services are not comparable in amount, duration. and scope. Authorityof section 1915(g)(1) of the Act is invoked to provide services withoutregard to the requirements of section 1902(a)(10)(S) of the Act..

D. Definition of Services:

See attached

E. Qualification of Providers:.

See attached
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A. TARGET POPUIMICK 0

The target group oonsists of any categorically reedy or medically reedyeligibles

1. who are infants or toddlers from birth through age two yearswho have or are suspected of having a develcamental delay or adiagnosed. physical or mental condition that has a high probabilityof resulting in developmental delay, such as, Down Syndr4c me or

	

other chromosome abnormalities, sensory i aain=-xts, inborn errorsof metabolism, or fetal alcohol syndrome.

2. who have been referred to the municipal early interventionagency and .are known to the New York State Department of Health.
3. who are in need of ongoing and c iprehensive rather thanincidental case management.

Developmental delay means that a child has riot attauied developmentalmilestones expected for the child's chronological age, as measured )yqualified professicinals (a multidisciplinary tram) vsir ap cpriatediagnostic instruments and/or procedures and informed clinical opinion, nn

	

one or more of the following areas of development: cognitive, physical(including vision and hearing), acmmmication, s ial/emoticnal; or adaptivedevelopment. A developmental delay is a delay that has been documented as:
1. a twelve month delay in one functional area, or
2. a 33% delay in one functional area or a 25% delay in each oftwo areas, or,

3. if appropriate standardized instruments are individuallyadministered in the evaluation process, a score of at least 2.0standard deviations below the mean in one functional area or a

	

score of at least 1.5 standards deviations below the mean in eachof two functional areas, or

4. if because of a child's age, condition or type of diagnosticinstruments available in specific domains, a starxiardized score iseither inappa: i ate or cannot be determined, a child may be deemedeligible. by the informed clinical opinion of the multidLsciplira^yteam. Criteria such as functional status, recent rate of charge indevelopment,

	

prognosis for charge in the future based onanticipated medical/nealth factors and
	f

actors relevant tothe needs of that child and family shall also be

	

.
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D. OF CM-CALOP CASE NANAGEMEW-EMLAM TO TM%ZT GRMP ' e
Case management for Target Group "G" meads those initial an ongoing.activities performed by case management staff related to ensuring thatdevelopmentally delayed infants and toddlers are provided access to servicesallowing thorn to:

1. resolve prcablems which will interfere with their indepex nce orself-sufficiency;

2. resolve problems which will interfere with attainment ormaintenance of self support or ecorx tiic 'independence;

3. maintain themselves in the community rather than reside in, orreturn to an instituticz ; or

4. prevent institutionalization from occurring.

Case management is a process which will assist Medicaid eligible infantsand toddlers and their families to access necessary medical, social,

	

psychological, educational, financial and other services in accordance withthe goals contained in a written individualized family services plan (IFSP).

CASE PAAV

	

F'QY4C. rxc

Case Management functions are determined by the' recipient'scircumstances and therefore must be detena nod specifically in each ,case.In no instance will case management include the provision of clinical ortreatment services. A separate case record must be established for eachindividual recipient of case management services and must document each casemanagement service provided.

1. Intake. This function consists of: the initial contact to provideinformation ocncernirx .case management and early intervention to theparent of an eligible child or a child thought to be eligible for earlyintervention services at a time and place convenient to the family;exploration of the family's receptivity to the early interventionprogram and the case management process; determine that the recipient isa member of the targeted population; ascertain if the child and family

	

are presently receiving case management services or other services from

	

public or private agencies, identification of potential payers forservices; and review of due process riots c xvxn n mediation andhearing.

2. Assessment. The case manager must

	

ire directly, or indirectlythrough collateral sources,

	

with the family's permission: a

	

determination of the nature and degree of the recipient's developmentalstatus; must assist the family in accessing sc:reeniM and evaluationsservices; review evaluation reports with the family; assist the familyto identify their priorities, arn;ern, and resources; explore optionsand assist the family's investigatial of these cpti ; inform the
frUassist

family of other programs and services that may be of bib
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in making referrals; assist the recipient in cbtaini r interim early
intervention services when it is that the child has anobvious, immediate need and prepare an interim family services plan.

3.

	

case

	

t plam and coo

	

tion. For purposes of earlyintervention,. the case management plan will be )=n as the

	

individualized family .services plan (IFSP). Development of the IFSP is
the translation of specific goals and objectives, and specific services,
providers and timeframes to reach each objective. The case manager
shall convene a meeting at a time and place convenient to the family
with 45 days of the child's referral 'to the early intervention agency
except weer exceptional do umented circus

	

. Participants shall
include: parent(s); early intervention official; case manager; the
designated contact from the evaluation team; and other individuals the
family invite or give consent to attend.

The IFSP shall be in writing and includs the followirxl:

a. A statement of the child 's levels of functionin g in each of thefollowing domains: physical development; cognitive development;oamm uhication. devel

	

; social or ematicral c elc zi nt; andadaptive development.

b. A physician's order pertaining to early intervention services,
which includes a diagnostic statement and purpose of treatment.

c. With parental consent, a statement of tlhe family's strengths,
priorities, concerns that relate to enbancirg the develqpment of
their child.

d. A statement of the major outcomes expected to be achieved and
for the child and family, including timelines, and criteria and

	

procedures that will be used to determine whether progress toward
achieving the outcomes is being made and whether modifications or
revisions of the des and services is necessary.

e. A statement of specific early intervention se vices necessary
to meet the unique needs of the child and family, including the

	

fray, intensity, location and the method of delivering
services.

f. A statement of the natural envircruents in which early
won services will be provided

g. when early intervention services are to

	

delivered to a

	

recipient in a group setting without typically developing peers,
the IFSP shall document the reason(s).

h. A statement of other services, including 'caul, services, that
are not required under the early intervention program but are
needed by the child and the family and the payment me&ani sm for
these services.

i. A statement of other public programs	ch the child and
family may be eligible for benefits, and a referral, where
indicated.

.L
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The prof acted dates for initiation of services and theanticipated duration of these services.

k. The name of the case manager who will beresponsible for theimplementation of the IFSP.

1.

	

If applicable, steps to be taken to support the potential
transition of the recipient to special education or other services.

M. The IFSP shall reflect the family's response to the plan,consent to case management and/or declination of any part of the
plan by the family must be docxr^nted.

4. I l tation of the YF °EP. In iaplementing the service plan , thecase manager must assist the recipient and family, as needed, in
securing the services c^etermia in the plan to be appropriate throughreferral to agencies or to persons who are qualified to provide
identified services; assist the family in making applications for
services and entitlements; confirm service delivery dates with providersand supports; assist with family scheduling needs; advocate for the
family with all service providers; document services that are not
available or cannot be accessed; and developing alternatives services to
assure continuity in the event of service disruption.

5. Reassessment and IFSP update . is a scheduled or eventgenerated formal reexamination of the client 's situation,..-- functioni g,-
clinical and psycotaosocial need , to identify charges which have occurred
since the initial or most recent assssant. The IFSP for a child andthe child's family must be reviewed at six months intervals and
evaluated annually, or more fruently if conditions warrant,or• if a
parent requests such a review.

6. IMP update impl

	

ration. The case manager is responsible
for the irplementation of the updated plan.

	

Such implementation
will include the same activities as described in subsection 4 above.

7. crisis intervention. Crisis intervention by a case manager includes
when necessary: assessment of the nature of the recipient's
circumstances; determination of the recipient's emergency needs; and
revision of the IFS P, including any changes in activities and objectives
required to achieve the established goal.

8. M=:Ltorlmq and follow-up. The case manager is responsible for:

a. assuring that quality services, as identified in the IM,, are
delivered in a cost-c iscious manner;

b. assuring the family's satisfaction with the

	

ices pro

	

;

c. collecting d a t a and documenting the pprogress of the recipient
in a case record;

d. making necessary revisions to the plan in conjtu ction with the
family, early intervention official, the designated rep Live
of the evaluation team and the service provider(s);
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e. making alternate arrangements when services have been denied orare unavailable; and

f. assisting both the family and providers of service to resolve.

	

disagreements, questions or problems relating to the implementationof the IFSP.

9. Counseling and pl . The case manager must assure that therecipient obtains, on an ongoing basis, the max; m+ benefit from theservices received; developing support groups for the recipient, the

	

recipient's family and informal providers of service; mediating amongthe recipient, the family network and/or other informal providers whenproblems with service delivery occur; facilitating the recipient'saccess to other appropriate care when eligibility for targeted servicesceases; and assisting the family to anticipate difficulties which may beencountered subsequent to fanom the -early intervention program oradmission to other programs, including other case management programs.

10. sqxLrvisory Review/ Comf . An important ca xrent ofthe required quality assurance process for each case management providerwill be supervisory review of case managementdocumentation, IFSPs andother products as well as pees review or case ocnfexencirg with othercase managers.

PROC

	

,L RHQa

	

's FOR PROVISIC14 OP SMMCE

1. Assessments. 'ft case management process must be initiated by thefamily and the case manager through a. written assessment of the childand family's need for case management and early intervention services

	

including medical, social, psyctucsocial, Aducati.onal, financial andother services.

An assessment provides verification of the recipient's currentfunctioning and cmitinuuinq need for services, the service priorities. andevaluation of the child's ability to benefit firma such services. Theassessment process includes, but is not limited to, those activitieslisted in paragraph 2 of CAM NMVMdMV

	

.

The case manager shall promptly arrange a c ntact with the family at atime, place and manner reasonably convenient for the parent(s)consistent with applicable timeliness requirements and initiate theassessment process. Information developed by the referral source shouldbe included as an integral part of the case management plan.

An of the recipient's reed for case gent and earlyintervention services must be ocupleted by the case waragw every sixmonths, or sooner if required by changes in the child's cccriiticn orcircumstances.

2. Case management plan. A written IFSP must be completed. by the casemanager for each child eligible for early intervention services within 45days of referral to the mainicipal early intervention and mustinclude, but is not limited to, those fur do s outlined in pang-a 3
tamer CAM MANNGM^ M .
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3. Continuaity of service. Case management services must be ongoing frrmthe time the gild is referred to the local early intervention agency forservices to the time when: when the coordination of services providedthrca case management is not required or is no 1 required by thechild and his/her family; the child moves frcam the local social servicesdistrict*; the long term goal has been reached; the family refuses to acceptcase management services; the family requests that its case be closed; thechild is no longer eligible for services; or the child 's case isappropriately transferred to another case manager.

contact with the child, his or her family or with a collateral source enthe child' s behalf must be maintained by the case manager at least monthly. or more fr+a gently as specified in the provider 's agr

	

nt with the NewYork State Department of Social Services.

* The criteria for

	

by a particular entity when a clientmoves are inaccessibility and the provider 's incapability to provideadequate service to removed from their usual service area due to alack of intimate knowledge of the support system in the family's newcommunity. Mw current case manager is responsible to help transition thefamily to a case manager in their new location. Clients are free to d^ooseamong the case managers qualified to provide early intervention casemanagement services.
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Case management services for Target GroW "G":

1. mi t not be utilized to restrict the choices of the case managementservices recipient to obtain medical care or services fr® any providerparticipating in the Medical Assistance Program who is qualified toprovide such care or services and who undertakes to provide such care orservice(s), including an organization which prrr vides such care orservices on a prepayment basis;

2. must not duplicate certain case managnt services servicescurrently provided under the Medical Assistance Program or under anyother fundi ng sources;

3. mist not be utilized by providers of case manant to create ademand for ursary services or programs par'ti^arly those servicesor programs within their scope of authority;

4. nest not be provided to persons receiving iristitutional carefor more than 30 days or when discharge to

	

ty

	

care is notanticipated and care is reimbursed under the

	

cal Ass

	

Programor to persons in receipt of case management services

	

a fHoare and

	

' ty Based Services waiver or

	

At

	

modelwaiver program.

While the activities of case manage nt° services

	

aoo ss to,including referrals to and arrrange nts for, service for

	

Target

	

,r eimbursezment for case management does not incl :

	

1
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1. the actual provision of the service;
2. Medicaid eligibility determinations and r+edeterminations;
3. Medicaid preadmission screening;
4. prior authorization for Medicaid services;
5. required Medicaid utilization;
6. administration, of the Child/Teen Health Program services;
7. activities in connection with "lock-in" provisions under 1915(a) ofthe Social Security Act;
8. institutional discharge planning;
9. client outreach.

E. O

	

IC?,TI OF

	

8PECI 'IC TO T_AR_= GROUP IG7 8

1. Provider qualifications

Public or private agencies applying for participation in the Early
Intervention Program mist dem^n^tsate the following:

a. character and competence , including fiscal viability;

b. the capacity to provide case management services;

c* availability to provide qualified personnel as defined in subsection
2 below;

d. adherence to applicable federal and state laws and regulations;

e. the capacity and willingness to ensure case managers participate in
inservice training;

f. the asszuar that all case managers will participate in training
sponsored by the New York State Department of Health or another State
early Intervention agency within the first twelve months of employment;

oirpletion of an approved Medicaid provider a

	

.

2. Case manager qualifications

Early Intervention case managers may be located within either public or
private dies, or may be individual qualified pezrscrmel. All case
managers shall meet the following qualifications:

a. a minim= of ors of the following educational or case mar
experience credentials:

i. two years experience in case extent activities (voluntary
or part-time experience which can be verified will be accepted on a
pro rata basis); or

ii. one year of case mane

	

experience and an additional
of experience in a service setting with infants and toddlers with
developmental delays or disabilities; or

-BAR 0 9 9995
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iii. one year of case management a Bence and an associatesdegree in a health or human service field; or

iv. a bachelors degree in a health and human service field.

b. demonstrated knowledge and understanding in the following areas:
i. infants and toddlers who are eligible for early interventionservices; .

ii. State and federal laws and regulations pertaining to the EarlyIntervention Program;

iii. principles of family centered services;

iv. the nature and scope of se vices available under the Early

	

Intervention Program and the system of payments and services in theState; and,

v. other pertinent information.

3. Individual case managers

Qualified personnel with appropriate licensure, certification or

	

registration shall apply to the State Department of Health for approval toprovide case management services. In addition, to the qualifications listedin subsection 2. above, the following factors- am- required for -individualsnot associated with a public or private agency .. in ' order . _to provide 'casemanagement services:

a. current licensure, certification or registration in a disciplineeligible to deliver services to children;

b. adherence to applicable federal and State laws and regulations;

c. the capacity avid willingness to attend in-service training programssponsored by the Department of Health and State early interventionagencies;

d. the assurance that all approved individual case managers willparticipate in the case manager training sponsored by the Depar nt ofHealth or State early intervention agencies within the first twelvemonths of program participation;

e. oompleticn of an approved Medicaid Provider agremmyt.
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No.: 0939-0193

STATE P LAY UNDER TITLE XIZ OF THE SOCIAL, SECURITY ACT

State /Territory:

	

New York State

CASE MAKAGZMZVT SERVICES

A. Target Group: H

See attached.

B. Areas of State in which services will be provided:

Entire State.

i / only in the following geographic areas (authority of section 1915(x)(1)of the Act is invoked to provide services less than Statewide:

C. Comparability of Services

Services are provided in accordance with section 1902(a)(10)(B) of theAct.

/-V Services

	

not comparable in amount, duration, and scope. Authorityof section 1915(g)(1) of the Let is invoked to provide services withoutregard to the requirements of section 1902(a)(20)(E) of the Act.

D. Definition of Servie :

See attached

E. Qualification of Providers:

See attached
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OMB ao.: 0939-0193

State/Territory:
New York State

F. The State assures that the provision of case M anagement services will notrestrict an individual's free choice of providers in violation of section1902(a)(23) of the Act.

1. Eligible recipients will have free choice of the providers of casemanagement services.

	

-

2. Eligible recipients will have free choice of the providers of othermedical care under the plan.

C. Payment for case management services under the plan does not duplicatepayments made to public agencies or private entities under other progra--:authorities for this same purpose.
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A. T GET GROUP H

The targeted group consists of Medical Assistance eligibles who are
sewed by the Office of Mental Health's Supportive Case Management
Pr4ogram who :

(i)

	

are seriously mentally ill; and,

(ia} require personal and proactive intervention to help them
obtain and maintain. services, which will permit or enhance
functioning in the community; and,

(iii) either have symptomology which, is difficult to treat in the
existing mental health care system or need support to maintain
their treatment connections and/or residential settings.

These individuals include:

(1) heavy service users who are known to staff in emergency rooms,

	

acute inpatient units, psychiatric centers as well as to providers
of other acute and crisis service. May have multiple disabilities
including drug abuse, alcohol abuse or developmental disabilities;
or,

(2) persons with recent hospitalization in either state psychiatric
centers or acute care general hospital; or,

(3) mentally ill who are homeless and live on the streets or in
shelters; or,

(4) seriously emotionally. disturbed children and adolescents whose
disability disrupts their' ability to function in educational,
social, vocational and interpersonal spheres and may, without
intervention, be institutionalized, incarcerated or hospitalized;
or,

(5) people in need of ongoing mental health support in order to
maintain or enhance community tenure.

'The aim is to benefit these recipients by reducing hospitalization
and reliance on emergency psychiatric services, as well as increasing
employment, encouraging better medication compliance and generally
improving the individual's quality of life within the community.

Supportive Case Management will address the needs and desires of
those persons in Target Group "H". Target Group "H" persons will be
identified through the screening and intake process. The eligibility
determination will be made based on individual factors in each person's
life. Factors which will be considered during this process include:
status of mental illness, case management options available in the
community, residential situation and available options, current linkage
to mental health services (including type of service, frequency and
duration), linkage or lack thereof to the health care system and/or the
Social Services system,

	

the role of the criminal justice system in a
person's life, as well as the individual' s personal needs and goals. If
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an individual is generally not engaged in at least one of these servicesystems, he/she may be beter served in an Intensive Case Managementprogram and the SCM program will make the appropriate referral and work

	

toward linking that person into ICM. Those persons determined to be inneed of Intensive case Management but who cannot be served due to lack	of capacity in ICM program will be served by SCM until the individualcircumstances change or the ICM program has space available for theindividual.

B. AREAS OF STATE IN WHICH SERVICES WILL BE PROVIDED TO TARGET GROUP H

Entire State

C. DEFINITION OF COMPREHENSIVE MEDICAID CASE MANAGEMENT REIMBURSABLE UNDER
MEDICAID

gCase management is a process which will assist persons eligible forMedical Assistance to access necessary services in accordance with goals

	

Jcontained in a written case management plan.

DEFINITION OF CASE MANAGEMENT RELATED TO TARGET GROUP °H"

Case management for Target Group "H" means those activitiesperformed by case management staff related to ensuring that theindividuals diagnosed with mental illness have full access to the

	

comprehensive array of services and assistance which the individualneeds to maintain community life and to attain or retain capability formaximum personal independence.

Case management for Target Group "H" requires referral to andcoordination with medical, social, educational, psychosocial,
employment, habilitation, rehabilitation, financial, environmental, andlegal services available within the community appropriate to the needsof the person diagnosed with mental illness.

Supportive case management establishes programming directed towarda comprehensive person-centered view of recovery from mental illness.
The Office- of Mental Health has designed the SCM initiative to extendthe personalized planning, linking, monitoring, and advocacy available	through the Intensive Case Management Program target group "D" toward a
wider group of persons in need. Called Supportive Case Management, this
new program will be available to 'persons living in the community,
homeless persons and persons in community support programs. The intent
of the program is to provide for these individuals a comprehensive
approach toward meeting their treatment; rehabilitation and support
needs.

CASE MANAGEMENT FUNCTIONS

The case manager will assist the recipient in gaining access to
each individual's specific area of need (ie. medical, social, education
or other service). The case manager will perform needs assessments,
develop a plan of care to meet the recipients' s needs and interests,

0
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assist the recipient in accessing the services and perform
monitoring and follow-up functions. In no instance will case
management include the provision of clinical or treatment
services. A separate case record must be established for each
individual recipient of case management services and must document
each case management function provided.

A. Intake and screening. This function consists of:

	

the initial
contact to provide information concerning case management;
exploring the recipient's receptivity to the case management
process; determining that the recipient is a member of the
provider's targeted population; and indentifying potential payors
for services.

B. Assessment and reassessment. During this phase the case manager
must secure directly, or indirectly through collateral sources,
with the recipient' s permission: a determination of the nature and

	

degree of the recipient's functional impairment through a medical
evaluation;

	

a determination of the recipient's functional
eligibility for services; information from other
agencies/individuals required to identify the barriers to care and
existing gaps in service to the recipient; assessment of the
recipient's service needs including medical, social, psychosocial,
educational, financial and other services; and a description of the

	

recipient's strengths, informal support system and environmental
'factors relative to his/her care.

C. Case management plan and coordination. The case management
activities required .to establish a comprehensive written case
management plan and to effect the coordination of services
include: identification of the nature, amount, frequency, and
duration of the case management services required by a particular
recipient; with the participation of the recipient, selection of
the nature, amount, type, frequency and duration of services to be
provided to the recipient; identification of the recipient's
informal support network and providers of services; specification
of the long term and short term goals to be achieved through the
case management process; collaboration with hospital discharge
planners, health care providers and other service providers,
including informal caregivers and other case managers. It also
includes, through case conferences,

	

an exchange of clinical
information which will assure:

1. the integration of clinical care plans throughout the case
management process;

2. the continuity of service;

3. the avoidance of duplication of service (including -case
management services); and

4. the, establishment: of a comprehensive case management plan that
addresses the interdisciplinary needs of the individual.
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D. Implementation of the case management plan. Implementation of the
plan includes securing the services determined in the case
management plan to be appropriate for a particular recipient
through referral to those agencies or to persons who are qualified
to provide the identified services; assisting the recipient with
referral and/or application forms required for the acquisition of
services; advocating for the recipient with all providers of
service; and developing alternative services to assure continuity
in the event of service disruption.

E. Crisis intervention. Crisis intervention by a case manager or
practitioner includes when necessary: assessment of the nature of
the recipient's circumstances; determination of the recipients's
emergency service needs; and, revision of the case management plan,
including any changes in activities or objectives required to
achieve the established goal.

F. Monitoring and follow up. As dictated by the client' s needs and
desires, case manager services include: assuring that quality
services, as identified in the case management plan, are delivered;
assuring the recipient' s satisfaction with the services provided
and advising the preparer of. the case management plan of the
findings; collecting data and documenting in the case record the
progress of the recipient; making necessary revisions to the case
management plan; making alternate arrangements when services have
been denied or are unavailable to the recipient; and, assisting the
recipient and/or provider of services to resolve disagreements,
questions or problems with implementation of the case management
plan.

G. Counseling and exit planning. This function consists of: assuring
that the recipient obtains, on an ongoing basis, the maximum
benefit from the services received; developing linkages to support

	

groups for the recipient, the recipient's family and informal
providers of services; coordinating among the recipient, the family
network and/or other informal providers of services when problems
with service provision occur; facilitating the recipient' s access
to other appropriate care if and when eligibility for the targeted
services ceases; and, assisting the recipient to anticipate the
difficulties which may be encountered subsequent to discharge from
or admission to facilities or other programs, including other case
management programs.

PROCEDURAL REQUIREMENTS FOR PROVISION OF SERVICE

1. Assessments. The case management process must be initiated by the
recipient and case manager (or practitioner as appropriate) through
a written assessment of the recipient's need for case management as
well as medical, social, psychosocial, educational, financial .and
other services.

W
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An assessment provides verification of the individual's cur-rent
functioning and continuing need for services, the service
priorities and evaluation of the individual's ability to benefit
from such services. The assessment process consists of those
activities listed in paragraph B of CASE MANAGMUM

	

CTIONS.

An assessment must be completed by a case manager within 15 days of
the date of the referral or as specified in a referral agreement.
The referral for service may include a plan of-care containing
significant information developed by the referral source which
should be included as an integral part of the case management
plan.

An assessment of the individual's need for case management and
other services must be completed by the case manager every six
months, or sooner if required by changes in the recipient's
condition or circumstances.

2. Case management plan. A written case management plan must be
completed by the case manager for each individual receiving case
management services within 30 days of the date of referral or as
specified in a referral agreement, and must include those
activities outlined in paragraph C,under CASE KMIXGEMEMT FUNCTIONS.

The individual' s case management goals, with anticipated dates of
completion, must be established in the initial case management
plan, consistent with the recipient service needs and assessment.

The case management plan must be reviewed and updated by the case
manager as required.by changes in the individual' s condition or
circumstances, but not' less frequently than every six months
subsequent to the initial plan. Each time the case management plan
is reviewed the goals established in the initial case management
plan must be maintained or revised, and new goals and new time
frames may be established with the participation of the recipient.

The case management plan must specify:

a. those activities which the individual is expected to undertake
within a given period of time, toward the accomplishment of
each case management goal;

b. the name of the person or agency, including tkie individual
and/or family members, who will perform needed tasks;

c. the type of treatment program or service providers to which
the individual will be referred;

d. the method of provision and those activities to be performed
by a service provider or other person to achieve the
individual's related goal and objective; and

e. the type, amount, frequency, and duration of services to be
delivered or tasks to be performed.
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3. Continuity of service. Case management services must be ongoing
from the time the individual is accepted by the case management
agency for services to the time when: the coordination of services
provided through case management is not required or is no longer

	

required by the individual; the recipient moves from the social
services district*; the long term goal has been reached; the
individual refuses to accept case management services; the
individual requests that his /her case be closed; the individual is
no longer eligible for services; or, the individual's case is
appropriately transferred to another case manager. Contact with
the individual or with a collateral source on the individual's
behalf must be maintained by the case manager at least monthly or
more frequently as specified in the provider's agreement with the
New York State Department of Social Services.

* The criteria for discontinuance by a particular entity when a
client moves are inaccessibility and the provider's
incapability to provide adequate service to someone removed
from their usual service area. Although equally qualified,.

	

each OMH entity is not capable of serving individuals in all
other parts of the State since serving this clientele requires
frequent contact and an intimate knowledge of the support

	

system in the client's community. The current case manager is
responsible to help transition clients to case managers in
their new location or, if a program is not available, to the
best substitute. Clients are free to choose among qualified
providers within the State.

LIMITATIONS TO THE PROVISION OF MEDICAID CASE MANAGEMENT SERVICES

Case management services must not:

1. be utilized to restrict the choice of a case management
services recipient to obtain medical care or services from any
provider participating in the Medical Assistance Program who
is 'qualified to provide such care or services and who
undertakes to provide such care or service(s), including an
organization which provides such care or services or which
arranges for the delivery of such care or services on a
prepayment basis;

2. duplicate case management services currently provided under
the Medical Assistance Program or under any other'program;

3. be utilized by providers of case management to create a demand
for unnecessary services or programs particularly those
services or programs within their scope of authority;

4. be provided to persons receiving institutional care reimbursed
under the Medical Assistance Program or to persons in receipt
of case management services under a federal Home and Community
Based Services waiver.
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While the activities of case management services secure access to an individual's needed service,
the activities of case management do not include:

1. the actual provision of the service;

2. Medicaid eligibility determinations/redeterminations;

3. Medicaid preadmission screening;

4. prior authorization for Medicaid services;

5. required Medicaid utilization review;

6. EPSDT administration;

7. activities in connection with "lock in" provisions under 1915 (a) of the Social Security Act;

8. institutional discharge planning required of hospitals, SNFS, ICFs and ICF/MRs;

client outreach considered necessary for the proper and efficient administration of the
Medicaid State Plan; and

10.

	

representative payee services.

LIMITATIONS SPECIFIC TO TARGET GROUP "H"

In order to support a personal and proactive service, Supportive Case Managers will carry
an average active case load of between 20 -30 clients. Supportive Case Managers will see active
clients a minimum of two times during a month. SCM employs a team approach to the provision
of case management service. The inclusion of the SCM program in the service target group H will
assure that the nature and intensity of services vary with individuals changing needs. These
individuals may be referred to the SCM by various community agencies, mental health agencies,
(including State psychiatric facilities), and human service agencies with whom the client has been
in contact.

D. QUALIFICATIONS OF PROVIDERS SPECIFIC TO TARGET GROUP "H"

1.

	

Providers

The New York State. Office of Mental Health (OMH) will authorize as Case
Management providers either employees of OMH meeting the qualifications described below
or employees of those organizations determined by OMH and certified to the Department of
Health (DOH) to have the capacity to provide specialized Case Management Services and
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having written agreements with appropriate mental health providers and other human service
providers so that DOH can enroll the providers in the Medicaid program.
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SCM Teams will vary in size and composition and may consist of one

	

individual who may be a paraprofessional with adequate clinical

supervision. Each supportive case manager must meet the minimum
qualifications for Supportive Case Manager whether they serve a maximum
20 client caseload or a maximum 30 client caseload. The qualifications

for Supportive Case Manager whether they serve a maximum 20 client
caseload or a maximum 30 client caseload are the same. While supportive
case management programs may provide services to individuals with only

	

one staff member and a supervisor in the program, the more common model

will utilize a team approach.

	

The team may be comprised of

professionals and paraprofessionals. All members of the team must meet

	

the minimum qualifications for the SCM and will receive professional

supervision, as detailed in this document. SCM teams will have a

()

Two years of experience in providing direct services or in a substantial

	

4)

number of activities outlined under CASE MANAGEMENT FUNCTIONS to people

	

cad
who are mentally disabled, or homeless.

	

The following may be Ca 0)

substituted for this requirement:

> -
a) one year of case management experience and an associates degree in

	

0 V

a health or human services field; or

	

p. 4-
CL 4-

b) one year of case management experience and an additional year of

	

`S' Ls''

experience in other activities with the target population; or

c) a bachelor's or master's degree which includes a practicum

encompassing a substantial number of activities with the target

population; or

d) the individual meets the regulatory requirements for case manager

of-ia State Department within New York State.

Minimum Qualifications for Coordinator of Supportive Case Management

Services:

Education:

1. a master's degree in one of the below listed fields*

or 2. a master's degree in public administration, business

administration, health care or hospital administration and a

bachelor's degree in one of the below listed fields*;

or 3. NYS licensure and registration as a Registered Nurse plus a

master's degree in 1 or 2 above

AND

Experience:

professional supervisor with both clinical and supervisory experience.

	

$;

2. Case Managers

Minimum Qualifications for Supportive Case Manager:
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Four years of experience:

	

i. in providing direct services to persons diagnosed with mental
disabilities**;

or 2. in linking persons diagnosed with mental disabilities** to a
broad range of services essential to successfully living in a
community setting (e.g., medical, psychiatric, social,
educational, legal, housing and financial services)

Two years of this experience must have involved:

i. supervisory or managerial experience for a mental health
program or major mental health program component;

G)*Qualifying education includes degrees in social work, psychology, rj 4-3nursing, rehabilitation, education, occupational therapy, physical .
therapy, recreation or recreation therapy, counseling, community mental
health, child and family studies, sociology, speech and hearing.

	

41
r >
tL3 •r

**The term "mental disabilities" refers to persons properly diagnosed
with mental illness, mental retardation,. alcoholism or substance abuse.

	

%. 4)
CL 4-
C1 4-Minimum Qualifications for a Clinical Professional:

	

<C. Lss

Clinical professional staff are individuals who are qualified by
credentials, training and experience to provide supervision and direct
service related to the treatment of mental illness and shall include: a
credentialed alcoholism counselor; registered or certified creative arts
therapist;

	

certified nurse practitioner; licensed occupational
therapist,

	

physician, psychiatrist, psychologist,

	

or registered

	

1

	

^..
professional nurse; registered physician's assistant or specialist's

	

el3assistant; rehabilitation counselor with a Master's Degree in this field fzy- a)or current certification, pastoral counselor with a Master's Degree or
equivalent in this field, certified social worker currently licensed or

	

d'2with a Master's Degree in this field, therapeutic recreation specialist
who is registered-or has a. Master' s Degree in this field.

	

I CZ

Minimum Supervision Standard for Supportive Case Management Teams:

Supervision of the SCM team will be provided by the SCM Team
Coordinator, or an appropriate clinical professional.

Routine review of tasks performed by the SCM team members will focus on
enrollment, planning, and service linkage and advocacy. An SCM team
meeting for case review will take place monthly or more frequently, if
needed. Supervision of'the SCM team members with paraprofessional job
titles will be provided by a professional, who will be available at all
times for consultation with the SCM and will provide direct supervision
at frequent intervals to assure that recipient needs are being
addressed. Supervision of paraprofessionals by a professional staff
member will occur on a bi-weekly basis at a minimum and more frequently,
if needed.

or 2. service as an Intensive Case Manager in a NYS Office of Mental 04
Health registered ICM program.
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Additionally, the coordinator will review each recipient case record
with the SCM team members on a semi-annual basis at a minimum and more
frequently, as needed. The SCM Coordinator will post a progress note in
the record at the time of the case record review.
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F. The State assures that the provision of case management services willnot restrict an individual's free choice of pr eiders in violation ofsection 1902 (a) (23) of the Act.

1. Eligible recipients will have free choice of the providers of casemanagement services.

2. Eligible recipients will have free choice of the providers of othermedical care under the plan.

G. Payment for case management services under the plan doers not duplicate

	

payments made to public agencies or private entities under other prngraauthorities for this same purpose.
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CASE MANAGEMENT SERVICES
SERVICE COORDINATION FOR CHILDREN WITH DISABILITIES

A. TARGET GROUP I:

Children 3 through 21 years old who are federally eligible Medical Assistance Early and PeriodicScreening, Diagnosis, and Treatment (EPSDT) recipients and for whom free and appropriate education isprovided under the Individuals with Disabilities Education Act (IDEA) or Section 504 of theRehabilitation Act of 1973.

A child is eligible to receive the case management services, called Service Coordination for Children withDisabilities under New York' s Medical Assistance Program Comprehensive Medicaid Case Managementregulations 18 NYCRR 505. 16, when all of the following requirements are met:

1.

	

It is determined through an assessment, in accordance with New York State Education law andregulations for assuring a free, appropriate education for all students with disabilities, that:

a. the child has temporary or long-term needs arising from cognitive, emotional, or physicalfactors, or any combination of these, which affects the child's ability to learn, and

b. the child's ability to meet general education objectives is impaired to a degree whereby theservices available in the general education program are inadequate in preparing the childto achieve his or her education potential.

A multi-disciplinary team, called a Committee on Special Education (CSE) or Committee onPreschool Special Education (CPSE) in the New York State Department of Education regulationsfor Programs for Students with Disabilities, or Multi -Disciplinary Team (MDT) for programs andactivities under .§504 ofthe Rehabilitation Act of 1973 determines that the recipient is a child withdisabilities who:

a. Is eligible for special education and/or related services that are provided through two
school Medicaid programs; the Preschool Supportive Health Services Program (PSHSP)for children age 3 and 4 and the School Supportive Health Services Program (SSHSP) forchildren age 5 through 21, and

b. Needs an Individualized Education Program (IEP) under Part B (IDEA) or an
Accommodation Plan (AP) under Section 504 of the Rehabilitation Act of 1973.

3. The child elects, or the child's parent or other responsible individual elects on the child's behalf, toreceive Service Coordination for Children and Disabilities; and

4. The child is not receiving similar case management services under another Medical AssistanceProgram authority.
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. D. DEFINITION OF SERVI CES:

Service Coordination for Children with Disabilities means those case management services whichwill assist children with or suspected of having disabilities in gaining access to evaluations and theservices recommended in a child 's IEP or AP.

The New York Medical Assistance Program reimburses for the following services under. ServiceCoordination for Children with Disabilities, when the following case management services have beendocumented as necessary and appropriate:

I .

	

Initial IEP or AP

a. A unit of service for the initial IEP or AP is defined as:

(1) The activities leading up to and including writing a completed initial IEP or APprepared by members of the CSE/CPSE /MDT, the multi-disciplinary team. An
initial IEP is a written recommendation identifying the handicapping condition, a
description of the child's strengths and weaknesses, a list of goals and objectives
that. the child should reach in a years time, and an identification of the types of
programs and services that the child will receive. An AP is a written document
that describes the nature of the problem, evaluations completed, the basis for
determining that the child has a disability, and the list of recommended
accommodations; and

(2)

	

At least one contact by the child's service coordinator or CSE/CPSE/MDT, in
person or by telephone with the child or the child's parent or other responsible
individual, on the child's behalf, relating to the development of the initial IEP or
AP.

b. The covered services include convening and conducting the CSE/CPSE/MDT conference
to develop an initial IEP or AP. The conference will result in all of the following:

(1) A statement of the child's special education needs, and/or related services needs
or accommodation needs and services, including the need for medical, physical,
mental health, social, financial assistance, counseling, and other support services;

(2) A statement of measurable annual goals and measurable short-term objectives for
the child;

(3) A statement of the specific special education and related services to be provided
to the child;
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(4)

	

The projected dates for initiation of services and the anticipated duration of
service;

(5) Appropriate objective criteria and evaluation procedures for determining, on atleast an annual basis, whether the objectives set forth in the IEP or AP are being
achieved; and

(6)

	

Parental notification of the recommendation.

d.

	

Administrative, directive, supervisory, and monitoring services are included as part of theservice.

2.

	

Triennial Evaluation - IEP

a. A triennial evaluation may occur every three years to provide current assessment
information on children in special education pursuant to IDEA. A unit of service isdefined as:

(1) The activities leading up to a recommendation based on an appropriate
reexamination of each child with a disability by a physician, a school
psychologist, and to the extent required by the CSE, by other qualified
appropriate professionals; and

(2)

	

At least one contact by the child's service coordinator or CSE, in person or by
telephone with the child or the child's parent or other responsible individual, on
the child's behalf, relating to updating the IEP.

b. The covered services include convening and conducting the CSE conference to review theresults of the triennial evaluation, assessment and revising the IEP, as necessary, that willresult in:

(1) A statement of the child's special education needs and /or related service needs,
including the need for medical, mental health, social, financial assistance,
counseling, and other support services;

(2) A'statement of measurable annual goals and measurable short-term objectives for
the child;

(3) A statement of the specific special education and/or related services to be
provided to the child;

(4) The projected dates for initiation of services and the anticipated duration of
service;

TN

;pup rs

(, ^ te

	

1 i 1999

ICI -.... ..• ^- Wit.,



New York

Supplement to Attachment 3.1-A
Page I-15

(5) Appropriate objective criteria and evaluation procedures for determining, on at
least an annual basis, whether.the objectives set forth in the IEP or AP are being
achieved; and

(6) Parental notification of the recommendation.

c.

	

Administrative, directive, supervisory, and monitoring services are included as part of the
service.

3.

	

Annual IEP or AP Review

a.

	

An annual review is a required CSE/CPSE/MDT meeting which must occur every year to
determine whether the existing IEP or AP, is appropriately meeting the child's needs. A
unit of service is defined as follows:

(1) A CSE/CPSE/MDT meeting to discuss yearly progress and make
recommendations to continue, change or terminate the program, and

(2) At least one contact by the child's service coordinator or CSE/CPSE/MDT, in
person or by telephone with the child or the child's parent or other responsible
individual, on the child's behalf, relating to updating the IEP or AP.

b.

	

The covered services include convening and conducting the CSE/CPSE/MDT conference
to revise the IEP or AP, as necessary, that will result in:

(1) A statement of the child's special education needs and/or related service needs or
accommodation needs and services, including the need for medical, mental health,
social, financial assistance, counseling, and other support services;

(2)

	

A statement of measurable annual 'goals and measurable short-term objectives for
the child;

(3) A statement of the specific special education and/or related services to be
provided to the child;

(4)

	

The projected dates for initiation of services and the anticipated duration of
service;

(5) Appropriate objective criteria and evaluation procedures for determining whether
the objectives set forth in the IEP or AP are being achieved; and

(6)

	

Parental notification of the recommendation.

c.

	

Administrative, directive, supervisory, and monitoring services are included as part of the

IN]
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service.

	

4.

	

Requested IEP or AP (Interim) Review

a.

	

Regulations of the New York State Department of Education require that a child's I£P or
AP be reviewed and, if appropriate, revised on an interim basis upon the request of the
professionals on the CSE/CPSE/MDT or the request of the child's parent(s) or other
responsible individual.

b.

	

A unit of service for IEP or AP review is defined as:

Reconvening the CSE/CPSE/MDT, and

At least one contact by the service coordinator or CSE/CPSE/MDT in person or
by telephone with the child or the child's parent or other responsible individual,
on the child's behalf, relating to review of the IEP or AP.

c.

	

The covered services include convening and conducting a CSE/CPSE/MDT meeting to
review and revise, as necessary, the child's IEP or AP. The meeting will result in a review
and parental notification, of the following:

(1) The statement of the child's special education needs and/or related service needs
or accommodation needs and services, including the need for medical, mental
health, social, financial assistance, counseling, and other support services;

(2) The statement of measurable annual goals and measurable short-term objectives
for the child;

(3) The statement of the specific special education and/or related services to be
provided to the child;

(4) The projected dates for initiation of services and the anticipated duration of
service; and

(5) The appropriate objective criteria and evaluation procedures to determining
whether the objectives set forth in the IEP or AP are being achieved.

d.

	

Administrative, directive, supervisory, and monitoring services are included as part of.the
service.

	

5.

	

Ongoing Service Coordination

a.

	

Ongoing service coordination is rendered subsequent to implementing a child's IEP or AP
by the service coordinator employed by or under contract to a school district.

(1)

(2)

Jot
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b.

	

A unit of service for ongoing service coordination includes:

(1)

	

At least two documented contacts per month by the service coordinator relating to
the child's ongoing service coordination, and

.(2)

	

The provision of all other necessary covered services under ongoing service
coordination.

c.

	

These services may include:

(1) Acting as a central point of contact relating to IEP or AP services for a child,

(2)

	

Maintaining contact with direct service providers and with a child and the child's
parent or other responsible individual through home visits, office visits, school
visits, telephone calls, and follow-up services as necessary,

(3) Assisting the child in gaining access to services specified in the IEP or AP, and
providing linkage to agreed-upon direct service providers,

(4)

	

Discussing with direct service providers that the appropriate services are being
provided, following up to identify any obstacles to a child's utilization of services,
coordinating the service delivery, and performing ongoing reviews to determine
whether the services are being delivered in a consolidated fashion as
recommended in the IEP or AP and meet the child's current needs,

(5) Providing a child and a child's parent or other responsible individual with
information and direction that will assist them in successfully accessing and using
the services recommended in the IEP or AP, and

(6) Informing a child's parent or other responsible individual of the child's and the
family's rights and responsibilities in regard to specific programs and resources
recommended in the IEP or- AP.

d.

	

Administrative, directive, supervisory, and monitoring services are included as part of the
service.

E.

	

Qualifications of Providers of Service Coordination for Children with Disabilities:

1.

	

A provider of Service Coordination for Children with Disabilities shall be a school district within
the State that:

a.

	

Operates and contracts for programs with special education and/or related
services/accommodations for children with disabilities, in accordance with Article 89 of
Education Law, Section 504 of the Rehabilitation Act of 1973 and Programs for Students

r
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with Disabilities

(8 NYCRR 200); and

b.

	

Is enrolled in MMIS as a SSHSP or PSHSP provider.

F.

	

Qualifications of Service Coordinators:

1.

	

An individual recommended as a child's service coordinator shall be:

a. Employed by or under contract to a school district;

b. Chosen by the CSE/CPSE1MDT, taking into consideration the:

(1) Primary disability manifested by the child;

(2) Child's needs, and

(3) Services recommended in the IEP or AP.

2.

	

A service coordinator must be appropriately licensed or certified and could include an
audiologist, school counselor, rehabilitation counselor, registered nurse, practical nurse,
occupational therapist, physical therapist, psychologist, social worker, speech therapist, speech
pathologist, teacher, school administrator, or school supervisor.

G.

	

Payment for case management services under the plan shall not duplicate payments made to public
agencies or private entities under other program authorities for this same purpose.

Reimbursement for the development of the IEP or AP is available even if the child's condition is
reviewed and not classified, or the parent, on the child's behalf, does not consent to the
recommendation and the services are not provided.

21 111
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: New York State

TARGETED CASE MANAGEMENT SERVICES

For First-time Mothers and Newborns

Target Group: M - First -time Mothers and their Newborns

The primary target group consists of low-income, pregnant women who will be first-time mothers and

their newborn children up to each child's second birthday. A woman must be enrolled in the targeted
case management program during pregnancy, as early as possible, but no later than twenty-eight weeks

gestation.

The goals of this program are to improve pregnancy outcomes by providing comprehensive case

management services including: 1) assessment of each woman's need for medical, education, social and

other services; 2) development of a care plan for each woman with goals and activities to help the
woman engage in good preventive health practices; and 3) referral, follow-up and assistance in gaining
access to needed services including obtaining prenatal care, improving diets, reducing use of cigarettes,

alcohol and illegal substances, improving each child's health and development and reducing quickly

recurring and unintended pregnancies.

Areas of State in which services will be provided (Section 1915(g)(1) of the Act):

Entire State

X

	

Only in the following geographic areas (authority of section 1915(g)(1) of the Act is invoked to

provide services less than Statewide):

New York City and Monroe County

TN No. 09-57
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Comparability of Services (Sections 1902(a)(10)(B) and 1915(g)(1))

Services are provided in accordance with Section 1902(a)(10)(B) of the Act.

X Services are not comparable in amount, duration, and scope. (Section 1915(g)(1)). By enrolling

in this targeted case management program, first-time mothers and their newborns will be receiving

comprehensive case management services that are not comparable to the amount, duration and scope

of services provided to all Medicaid eligible pregnant women.

Definition of Services (42 CFR 440.169):

Case management services are services furnished to assist individuals, eligible under the State Plan, in

gaining access to needed medical, social, educational and other services. This targeted case

management program for first-time mothers and their newborns offers a comprehensive set of case

management services through home visits by trained registered nurses. Case management services

provided include the following:

1. Comprehensive assessment and periodic reassessment of the first-time pregnant woman and

her newborn to determine the need for medical, educational, social or other services. These

assessment activities include:

a) taking the woman's history and assessing her risk for poor birth outcomes;

b) identifying the needs of the first-time mother and her newborn and completing related

	

documentation; gathering information from other sources such as family members, medical

providers, social workers, and educators (if necessary), to form a complete assessment.

2. Development (and periodic revision) of a specific care plan. A care plan will be developed based

on the comprehensive assessment conducted of the first-time mother. A written care plan must be

completed by the case manager within 30 days of the date of the woman's referral to the targeted

case management program and must include, but not be limited to, the following activities:

i. Identification of the nature, amount, frequency and duration and cost of the case

management services required by a particular recipient;

ii. Selection of the long-term and short-term goals to be achieved through the case

management process;

TN No. 09-57
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iii. Specification of the long-term and short-term goals to be achieved through the case

management process;

iv. Collaboration with health care and other formal and informal service providers,

including discharge planners and other case managers as appropriate, through case

conferences to encourage exchange of clinical information and to assure:

a. the integration of clinical care plans throughout the case management process;

b. the continuity of service;

c. the avoidance of duplication of services (including case management services) and

d. the establishment of a comprehensive case management plan that addresses the

medical, social, psychosocial, educational and financial needs of the recipient.

The care plan will state:

a) goals and actions to address the medical, social, educational, and other services needed by

the woman and child;

b) activities to ensure the active participation of the first-time mother (or the woman's

authorized health care decision maker) and others to develop the goals;

c) a course of action identified to respond to the assessed needs of the first-time mother and

child; and

d) an agreed upon schedule for re-evaluating goals and course of action.

The plan will be reviewed and updated by the case manager as required by changes in the

recipient's condition or circumstances, but not less frequently than every six (6) months

subsequent to the initial plan. Each time the care plan is reviewed, the goals established in

the initial plan will either be maintained or revised, and new goals and time frames

established.

3. Referral and related activities (such as scheduling appointments for the mother and child) to help the

first-time mother and newborn obtain needed services including:

a) activities that help link the mother and child with medical, social, educational providers or

other program and services in the community that are capable of providing needed services to

address identified needs, and achieve goals as specified in the care plan.
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Monitoring and follow-up activities may be with the first-time mother, other family members or

providers. Home visits and other contacts that are necessary to ensure that the care plan is

implemented and adequately addresses the mother and newborn's needs will be conducted as

frequently as necessary, or at least bi-weekly to determine whether the following conditions are

met:

- services are being furnished in accordance with the care plan;

- services in the care plan are adequate and

- if there are changes in the needs or status of the woman and/or her child, then,

necessary adjustments in the care plan and service arrangements with providers are

made.

X

	

Case management includes contacts with non-eligible individuals (such as the newborn's father)

who are directly related to identifying the needs and care, for the purposes of helping the first-time

mother and her child access services; identifying needs and supports to assist the mother and child in

obtaining services; providing case managers with useful feedback and altering case managers to changes

in the mother or child's needs (42 CFR 440.169(e)).

Qualifications of Providers (42 CFR 441 .18(a)(8)(v) and 42 CFR 441.18(b)):

1. Provider Agencies

Providers of targeted case management to first-time mothers and their children in the target groups

may be public or private agencies and organizations, whether operated on a profit-making or not-for

profit basis.
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Case management services may be provided by agencies, facilities, persons and other groups possessing

the capability to provide services that are approved by the Commissioner of New York State Department
of Health (DOH), the single state Medicaid agency, based upon an approved proposal submitted to the
New York State DOH. Providers may include:

a) facilities licensed or certified under New York State law or regulation as Licensed Home Care

Services Agencies (LHCSA) or Certified Home Health Agencies (CHHA);

b) a county health department, including the health department of the City of New York.

2. Case Managers

Case managers must have the education, experience, training and/or knowledge in the areas necessary

to conduct case management services including: assess the needs and capabilities of the pregnant or

parenting woman and her child; develop a care plan based on the assessment; assist the first-time

mother/child in obtaining access to medical, social, education and other services; make referrals to

medical, social, educational and other providers; and monitor activities to ensure that the care plan is

effectively implemented and addresses the assessed needs. Case managers under this program are

required to be registered nurses with BSN degrees; and be licensed as professional nurses with the New

York State Department of Education. Certification by a nationally-recognized organization, with an

evidence-based program in nurse home visits and case management for high risk, first-time mothers and

their newborn is preferred.

Case managers in this targeted case management program will meet or exceed the standards set by the

	

single State Medicaid Agency. The case manager must have two years experience in a substantial

number of case management activities. Voluntary or part-time experience which can be verified will be
accepted on a pro-rata basis.
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The two years of experience may be substituted by:

a) one year of case management experience and a degree in a health or human services field;

b) one year case management experience and an additional year of experience in other activities with

the target population; or

c) a bachelor's or master's degree which includes a practical encompassing a substantial number of

activities with the target population.

As a single state Medicaid agency, criteria for case managers is stated in Administrative Directive 89

ADM-29 for case management provider entities and case management staff under section D entitled

Provider Qualifications and Participation Standards.

Freedom of Choice (42 CFR 441.18(a)(1)):

The State assures that the provision of case management services will not restrict an individual's free

choice of providers in violation of section 1902(a)(23) of the Act.

1. Eligible recipients will have free choice of the providers of case managements services

within-the specified geographic area identified in this plan.

2. Eligible recipients will have free choice of the providers of other medical care under the

plan.

Freedom of Choice Exception (Section 1915(g)(1) and 42 CFR 441.18(b)):

- Target group consists of eligible individuals with development disabilities or with

chronic mental illness. Providers are limited to providers of case management services

	

capable of ensuring that individuals with developmental disabilities or with chronic mental

illness receive needed services.

	

Access to Services (42 CFR 441.18(a)(2). 42 CFR 441.18(a)(3), 42 CFR 441.18(a)(6)):

The State assures the following:

-Case management (including targeted case management) services will not be used to restrict

an individual's access to other services under the plan;
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-Individuals will not be compelled to receive case management services, condition receipt of

case management (or targeted case management) services on the receipt of other Medicaid

services, or condition receipt of other Medicaid services on receipt of case management (or

targeted case management) services; and

-Providers of case management services do not exercise the agency's authority to authorize or

deny the provision of other services under the plan.

Payment (42 CFR 441.18(a)(4)):

Payment for case management services under the plan does not duplicate payment made to public

agencies or private entities under other program authorities for this same purpose.

Case management providers are paid on a unit-of-service basis that does not exceed 15 minutes. A

detailed description of the reimbursement methodology identifying the data used to develop the rate is

included in Attachment 4.19B.

Case Records (42 CFR.18(a)(7)):

Providers maintain case records that document for all recipients receiving targeted case management

services as follows: (i) The name of the individual; (ii) The dates of the case management services; (iii)

The name of the provider agency (if relevant) and the person providing the case management service;

(iv) The nature, content, units of case management services received and whether goals specified in the

care plan have been achieved; (v) Whether the individual has declined services in the care plan; (vi) The

need for, and occurrences of, coordination with other case managers: (vii) The timeline for obtaining

needed services; and (viii) A timeline for reevaluation of the plan.
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Limitations

Case Management does not include, and Federal Financial Participation (FFP) is not available in

expenditures for, services defined in Section 441.169 when the case management activities are an

integral and inseparable component of another Medicaid service (State Medicaid Manual (SMM)

4302.F).

Case management does not include, and Federal Financial participation (FFP) is not available in

expenditures for, services defined in Section 441.169 when the case management activities constitute

the direct delivery of underlying medical, educational, social, or other services to which an eligible

individual has been referred, including for foster care programs, services such as, but not limited to, the

following: research gathering and completion of documentation required by the foster care program;

assessing adoption placements; recruiting or interviewing potential foster care parents; serving legal

papers; home investigations; providing transportation; administering foster care subsidies; making

placement arrangements (42 CFR 441.18(c)). First-time mothers who are in foster care or under the

jurisdiction of the juvenile justice system, or the criminal justice system will not be eligible for targeted

case management services under this program.

FFP only is available for case management services or targeted case management services if there are no

other third parties liable to pay for such services, including as reimbursement under a medical, social

educational or other program except for case management that is included in an individualized

education program or individualized family service plan consistent with Section 1903(c) of the Act.

(Sections 1902(a)(25) and 1905(c)).
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PACE Services

Name and address of State Administering Agency, if different from the State Medicaid Agency:

I.

	

Eligibility

The State determines eligibility for PACE enrollees under rules applying to community
groups.

A. _X_ The State determines eligibility for PACE enrollees under rules applying to
institutional groups as provided for in.section 1902(a)(10)(A)(ii)(VI) of the Act (42
CFR 435.217 in regulations). The State has elected to cover under its State plan the
eligibility groups specified under these provisions in the statute and regulations. The
applicable groups are:

Institutionalized spouses under Section 1924 of the SSA
(If this option is selected, please identify, by statutory and/or regulatory reference,

the institutional eligibility group or groups under which the State determines eligibility
for PACE enrollees. Please note that these groups must be covered under the State's
Medicaid plan.)

B. The State determines eligibility for PACE enrollees under rules applying to.
institutional groups, but chooses not to apply post-eligibility treatment of income rules
to those individuals. (If this option is selected, skip to II - PACE Program Agreement)

C. _X_T he State determines eligibility for PACE enrollees under rules applying to
institutional groups, and applies post-eligibility treatment of income rules to those
individuals as specified below. Note that the post-eligibility treatment of income rules
specified below are the same as those that apply to the State's approved HCBS
waiver(s).

Regular Post Eligibility

1._ SSI State. The State is using the post-eligibility rules at 42 CFR 435.726.
Payment for PACE services is reduced by the amount remaining after
deducting the following amounts from the PACE enrollee's income.

9
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(a). Sec. 435.726--States which do not use more restrictive eligibility
requirements than SSI.

1. Allowances for the needs of the:
(A.) Individual (check one)

	

1.

	

The. following standard included under the State plan
(check one):

(a) SSI
(b) Medically Needy
(c) _____The special income level for the institutionalized
(d) Percent of the Federal Poverty Level:

	

%
(e) Other (specify):

2._ The following dollar amount: $
Note: If this amount changes, this item will be revised.

	

3.

	

The following formula is used to determine the needs
allowance:

Note: If the amount protected for PACE enrollees in item I is equal to, or greater than the
maximum amount of income a PACE enrollee may have and be eligible under PACE, enter N/A
in items 2 and 3.

(B.) Spouse only (check one):

	

1.

	

SSI Standard

	

2.

	

Optional State Supplement Standard
Medically Needy Income Standard
The following dollar amount: $
Note: If this amount changes, this item will be revised.

5.

	

The following percentage of the following standard
that is, not greater than the standards above:

	

% of
standard.

6.

	

The amount is determined using the following formula:

7.

	

Not applicable (N/A)

(C.) Family (check one):
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1. AFDC need standard .
2.

	

Medically needy income standard

The amount specified below cannot exceed the higher of the need standard for a family of

the same size used to determine eligibility under the State's approved AFDC plan or the

medically needy income standard established under 435.811 for a family of the same size.

3. The following dollar amount: $
Note: If this amount changes, this item will be revised.

4. The following percentage of the following standard
that is not greater than the standards above:
of

	

standard.
5. The amount is determined using the following formula:

6. Other
7. Not applicable (N/A)

(2). Medical and remedial care expenses in 42 CFR 435.726.

Regular Post Eligibility

2.

		

209(b) State, a State that is using more restrictive eligibility requirements

than SSI. The State is using the post-eligibility rules at 42 CFR 435.735.

Payment for PACE services is reduced by the amount remaining after

deducting the following amounts from the PACE enrollee's income.

(a) 42 CFR 435.735--States using more restrictive requirements than SSI.

(A.) Individual (check one)
1

	

Allowances for the needs of the:

kao

1. The following standard included under the State plan

(check one):
(a) SSI
(b) Medically Needy
(c) The special income level for the institutionalized

(d) Percent of the Federal. Poverty Level:

	

%

(e) Other (specify):
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2._The following dollar amount: $
Note: If this amount changes, this item will be revised.

3 The following formula is used to determine the needs allowance:

Note: If the amount protected for PACE enrollees in item 1 is equal to, or greater than the
maximum amount of income a PACE enrollee may have and be eligible under PACE, enter N/A
in items 2 and 3.

(B.)" Spouse only (check one):
1. The following standard under 42 CFR 435.121:

2. The Medically needy income standard

3.

	

The following dollar amount: $
Note: If this amount changes, this item will be revised.

4. The following percentage of the following standard that is not
greater than the standards above:

	

% of
standard.

5. The amount is determined using the following formula:

6. Not applicable (N/A)

(C.) Family (check one):
1.

	

AFDC need standard
2

	

Medically needy income standard

The amount specified below cannot exceed the higher of the need standard for a family of
the same size used to determine eligibility under the State's approved AFDC plan or the
medically needy income standard established under 435.811 for a family of the same size.

3.

	

The following dollar amount: $

Note: If this amount changes, this item will be revised.

A
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4. The following percentage of the following standard that is not
greater than the standards above:

	

% of

	

standard.

5. The amount is determined using the following formula:

6. Other
7. Not applicable (N/A)

(b) Medical and remedial care expenses specified in 42 CFR 435.735.

Spousal Post Eligibility

	

3._X_ State uses the post -eligibility rules of Section 1924 of the Act (spousal
impoverishment protection) to determine the individual's contribution toward
the cost of PACE services if it determines the individual's eligibility under
section 1924 of the Act. There shall be deducted from the individual 's monthly
income a personal needs allowance (as specified below), and a community
spouse's allowance, a family allowance, and an amount for incurred expenses
for medical or remedial care, as specified in the State Medicaid plan.

(a.) Allowances for the needs of the:
1

	

Individual (check one)
(A).

	

The following standard included under the State plan
(check one):

	

I.

	

SSI
2.	Medically Needy
3.

	

The special income level for the institutionalized
4.

	

Percent of the Federal Poverty Level:

	

%
5.

	

Other (specify):

(B)._X_The following dollar amount: $_50*_
Note: If this amount changes, this item will be revised.

*For non-institutionalized participants, the PNA is
equal to the difference between the amounts of the
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medical assistance eligibility standard for one person
and two person households.

(C)

	

The following formula is used to determine the needs
allowance:

If this amount is different than the amount used for the-individual's
maintenance allowance under 42 CFR 435.726 or 42 CFR 435.735,
explain why you believe that this amount is reasonable to meet the
individual's maintenance needs in the community:

The amount for non -institutionalized participants is the same
incremental difference used under the community eligible rules when
a household of one increases to a household of two. The amount
covers the additional cost for food, shelter and personal incidentals of
a second individual in the household. Married couples not living
together will be determined as individuals under the Medically Needy
criteria.

II. Rates and Payments

A. The State assures CMS that the capitated rates will be equal to or less than the cost to
the agency of providing those same fee-for-service State plan approved services on a
fee-for-service basis, to an equivalent non-enrolled population group based upon the
following methodology. Please attach a description of the negotiated rate setting
methodology and how the State will ensure that rates are less than the cost in fee-for-
service.

Refer to Attachment 4.19-B, page 17

1.	Rates are set at a percent of fee-for-service costs
2.

	

Experience-based (contractors/State's cost experience or encounter
date)(please describe)
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3.Adjusted Community Rate (please describe)
4.-X- Other (please describe)

Refer to Attachment 4.19-B, page 17

B. The State Medicaid Agency assures that the rates were set in a reasonable and
predictable manner. Please list the name, organizational affiliation of any actuary
used, and attestation /description for the initial capitation rates.

C. The State will submit all capitated rates to the CMS Regional Office for prior
approval.

III. Enrollment and Disenrollment

The State assures that there is a process in place to provide for dissemination of enrollment
and disenrollment data between the State and the State Administering Agency. The State
assures that it has developed and will implement procedures for the enrollment and
disenrollment of participants in the State's management information system, including
procedures for any adjustment to account for the difference between the estimated number
of participants on which the prospective monthly payment was based and the actual number
of participants in that month.

U

TN No.:
Superse . f

	

Approval DateSEP 0 3 2002

	

Effective Date JAIL 0 1 21120%V, Alt
TN No.:



	

SUBPART 86-1
MEDICAL FACILITIES

86-1 Contents (88-6)
Attachment 4.19-A
Part I

(Statutory authority: Public Health Law,

	

2803, 2807, 2807-a,
2807-c, 2808 -c, 3612; L. 1983, ch. 758,

	

7)Sec .
Preface General Reimbursement Provisions

	86-1.1

	

(Reserved)

	

86-1.2

	

(Reserved)
	86-1.3

	

Financial and statistical data required

	

86-1.4

	

Uniform system of accounting and reporting

	

86-1.5

	

Generally accepted accounting principles

	

86-1.6

	

Accountant's certification

	

86-1..7

	

Certification by operator, officer or official

	

86-1.8

	

Audits
	86-1.9

	

Patient days
86-1.10 Effective period of reimbursement rates
86-1.11 Computation of basic rate -
86-1.12 Volume adjustment (1983 to 1987 only)
86-1.13 Groupings
86.4.14 Ceilings on payments
86-1.15 Calculation of trend factor (1 9;43 to 1987 only)'
86-1.16 Adjustments to provisional rare% based on errors
86-1.17 Revisions in certified rates
86-1.18 Rates for services-
86-1.19

	

86-1.20
86-1.21
86-1.22
86-1.23
86-1.24
86-1.25
86-1.26
86-1.27
86-1.28
86-1.29
86-1.30

Rates for medical facilities without:ade quate cost experience
Less expensive alternatives
Allowable costs
Recoveries of expense
Depreciation
Interest
Research
Educational activities
Compensation of operators. and relatives of operators
Costs of related organizations
Return on investment
Capital cost reimbursement

0

86-1.31 Termination of service
86-1.32 Sales, leases and realty transactions
86-1.33 Hospital closure /conversion incentive progr
86-1.!4 Pilot reimbursement projects
86-1.35. (Reserved)
86-1.36. Financially distressed hospital pool
86-1.37 Fund administration
86-1.38 Alternative reimbursement method for mergers or consolidations
86-1.39

	

(Reserved)
86-1.40 Alternative reimbursement method for medical facilities with

extended phase-in periods
86-1.41

	

(Reserved)
86-1.42 Hospital -based physician reimbursement program -
86-1.43 --(Reserved)
86-1.44

	

(Reserved)
86-1.45

	

Federal financial participation
i.'6-1 46

	

(Reserved)
€ -1.47 (Reserved)
86-1.48

	

(Reserved)
86-1.49

	

(Reservddd)..



	

Ac t or-Im %'. 44.
1

Q_.k®

a

	

I

e

. APPENDIX II

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SRCJRITY ACT

STATE OF NEW YORE

MMMDS AND STANDARDS FOR ESTABLISHING PAY NT RTES

LNPATIENT HOSPITAL. CARE

10 N.Y.C.R.R. PART 86®I

n- dat,d Federal fe: cs

q *qopip



New York

Preface.

General Reimbursement Provisions

Attachment 4.19-A
Part I

On January 1, 1988 the New York State Department of Health implemented

a new Medicaid reimbursement methodology for hospitals utilizing case based

rates of payment. This was a departure from the per diem methodology whereby

hospitals received the same dollar amount per inpatient day of care

regardless of the services rendered. The new system is more reflective of

the amount of services rendered to each patient and makes a lump sum payment

to the hospital based in part on an average per case cost of a hospital's

.Deer group and the actual services that a particular patient receives during

the inpatient stay.

This major change in reimbursement policy led to a change in the way

methodology and rate changes are implemented since a portion of the rate is

now based on a group average price. To stabilize the group price and

hospital rates, the Department of Health calculates two rate changes .per

year. January 1 and July 1. However, the Department still makes

modifications to the Medicaid State Plan for inpatient hospital

reimbursement on a quarterly basis to reflect changes in the rate calculation

methodology. Generally, the State Plan amendments effective in the second

and fourth quarter of each year and on other than the first day of the first

and third quarter of each Year are prospectively implemented in inpatient

hospital rates on the next rate calculation date of July 1 or January 1,

unless otherwise noted in the State Plan or unless the prospective adjustment

would seriously impact a general hospital's financial stability. Initial

rate adjustments related to such amendments will be increased or decreased

to take into account the effective period prior to the rate cycle.
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Part I

l.3 Pirancial and statistical data required. (a) Each medical facility1.

	

complete and file with the New York State Department of Health and/orits agent annual financial and statistical report forms supplied by thedepartment and/or its agent. Medical facilities certified for title XVIII(Medicare) shill use the same fiscal year for title XIX (Medicaid) and titleB (children's bureau programs) as is used for title XVIII. All medicalfacilities must report their operations from January 1, 1977 forward on acalendar -year basis.

(b) Financial and statistical reports required by this Subpart shall besubmitted to the department and/or its agent no later than 120 days followingthe close of the period. Extensions of time for filing reports may begranted by the commissioner upon application received prior to the due dateof the report only in those circumstances where the medical facilityestablishes, by documentary evidence, that the reports cannot be filed bythe due date for reasons beyond the control of the facility.
ZI

(c) In the event a medical facility fails to file the required financial

	

=J w
and statistical reports on or before the due dates, or as the same may be

	

'4.z

extended pursuant to subdivisions (b) or (e) of this section, or fails to

	

4j

	

to
ro cmcomply with the provisions of section 86-1.6 of this Subpart, the StateCommissioner of Health shall reduce the current rate paid by governmental

	

rawagencies by two percent for a period beginning on the first day of thecalendar month following the original due date of the required reports and

	

® ĉ..>continuing until the last day of the calendar month in which said required

	

$^

	

QA
CL 4-reports are filed.

	

4-
cc. W

(d) In the event that any information or data which a facility has
submitted to the Department of Health on required reports, budgets or appealsfor rate revisions intended for use in establishing rates is inaccurate orincorrect, whether by reason of subsequent events or otherwise, such facilityshall forthwith submit to the department a correction of such informationor data which meets the same certification requirements as the document beingcorrected.

(e) If the financial and statistical reports required by this Subpart aredetermined by the department or its agent to be incomplete, inaccurate or
incorrect, the facility will have 30 days from date or receipt of
notification to provide the corrected or additional data. Failure to filethe corrected or additional data that was previously required within [that
period] 30 darts, or within such period as extended by the Commissioner will
result in application of subdivision (c) of this section.

(f) Data required to be filed with the department pursuant to section
400.18(b) of this Title shall be submitted according to the specified format
for at least 80 percent of all discharged patients within 60 days from the
end of the month of patient billing and for at least 100 percent of allpatients discharged during the hospital's twelve month fiscal reportingperiod within 120 days from the end of the hospital's fiscal year reportingperiod. Where the 80 percent criterion is not met for a given quarter,, theprovisions of subdivision (c) of this section shall apply, except where thefacility demonstrates that the delay in submission of the data is beyond its
control.
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Reserved

(h) Specific additional data related to the'rate setting
process may be requested by the State Commissioner of Health.
These data, which may include but are not limited to those for
use in a wage geographic differential survey, a peer grouping
data survey, a medical supplies survey, a malpractice insurance
survey, a graduate medical education survey, and a quarterly
utilization survey must be provided by the medical facility
within 30 days from the date of receipt of notification to supply
such information. The commissioner must supply to each facility,
prior to the start of each rate period, a preliminary listing of

	

the data that will be required. Failure to submit the additional
data shall result in

G
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rate in accordance with] application of the provisions of subdivision (c)

of this section, unless the medical facility can prove by documentary

evidence that the data being requested is not available.

(i) General hospitals shall submit to the commissioner at least 120 days

prior to the commencement of each revenue cap year, a schedule of anticipated

capital-related inpatient expenses for the forthcoming year pursuant to the

provisions of section.86-1.30 of this Subpart.

(j) General hospitals shall submit to the Commissioner of Health a report

of hospital expenses incurred in providing services during the period covered

by the reports required under this section for which payment was not received

and is not anticipated. The report shall be completed in accordance with

definitions of bad debt and charity care found in section 86-1.11 of this

Subpart. The report shall identify as bad debts or charity care the cost

of services provided to emergency inpatients, nonemergency inpatients,

emergency ambulatory patients, clinic patients and referred or private

ambulatory patients for which the hospital did not receive and does-not

anticipate payment.

(k) Medical facilities shall submit to the Commissioner of Health discrete

financial and statistical data for medical /surgical services, maternity

services, pediatric services, normal newborns, premature newborns,

psychiatric services, intensive care services, coronary care unit and other

intensive care -type inpatient hospital units, and statistical data for

alternate level of care services.
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(1) General hospitals with exempt psychiatric units shall submit hospital

data regarding patients in such units as required by the Office of Mental

Health.

(m) Each medical facility shall file with the New York State Department

of Health a complete copy of the Department of the Treasury. Internal Revenue

Service Form 990, for that facility. The Form 990 shall be submitted to the

department no later than 30 days following the annual filing with the

Internal Revenue Service. Failure to submit the Form 990 shall result in.

application of the provisions of subdivision (c) of this section.

TN	Approval Date OCT IS I
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Part ISection 86-1.4 Uniform system of accounting and reporting. -(a)Medical facilities.-shall maintain their records in accordance with:

(1) section 405.23 of Article 2 of Subchapter A of
Chapter V of this Title; and

(2) Article 8 of Subchapter A of Chapter V of this Title.

(b) Rate schedules shall not be certified by the Commissioner ofHealth unless medical facilities are in full compliance with reportingrequirements of this Subpart and section 405.23 of this Title.

(c) For purposes of rate setting, medical facilities shall submitto the New York State Department of Health, or its authorized agent, acertified uniform financial report and a uniform statistical report inaccordance with the policies ind instructions as set forth in section405.23(b) of Article 2 of Subchapter A of Chapter V of this Title.11

(d) The institutional cost report and supplementary schedule form
as adopted by the 'department shall be used to report financial andstatistical data for 1981 in order to establish rates of payment fortitle 19 providers in 1983.

(e) Failure of a medical facility to file the reports requiredpursuant tothis section will subject the medical facility to a ratereduction as set forth in section 86-l..3 of this Subpart.
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Section 86®j.S
Generally accepted accountingcompletion of the financial and statistical report orms shall

	

Tin
accordance with generally accepted accounting

	

forms shall be inthe medical facility, unless the reportinprinciples as
instructions a authorizespecific variation in such principles.
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Section 86-1.6 Accountant's certification. (a) The financial and
statistical reports shall be certified by an _independent licensed
public accountant or an independent certified public accountant. The
minimum standard for the term independent shall be the standard used
by the State Board of Public Accountancy.

(b)

	

The requirements of subdivision (a) of this section shall
apply to medical facilities operated by units of government of the State
of New York heretofore exempt from the requirements. of this section.
Certification of reports from these facilities will be required
effective with report periods beginning on or after January 1, 1977.
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Section 66-1.7 Certification by operator, officer or official.
(a) The financial and statistical reports shall be certified by the
operator of a proprietary medical facility, an officer of a voluntary
medical facility, or the public official responsible for the operation
of a public medical facility.

(b) The form of the certification required in subdivision (a) of

	

this section shall be as prescribed in the annual fiscal and statistical
report forms provided by the State Commissioner of Health.
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Section 86-1.8 Audits. (a) All fiscal and statistical recordsand reports shall be subject to audit. All underlying books, records
	and documentation which formed the basis for the fiscal and statisticalreports, filed by the medical facility with the department, shall be

kept and maintained by the facility for a period of time not less thansix years from the date of filing or the date upon which the fiscal and
statistical records were ro be filed, whichever is the later date. Inthis respect, any rate of-payment certified or established by the StateCommissioner of Health prior to audit shall be'construed to representa provisional rate until such audit is performed and completed, at which
time such rate or adjusted rate will be construed to represent theaudited rate.

(b) Subsequent to the filing of fiscal and statistical reports,field audits shall be conducted of the records of medical facilitiesin a time,, manner and place to be determined by the State Departmentof Health. Where feasible, the department shall enter into an agreementto use a combined audit (Medicare /Medicaid and other organizations andagencies having audit responsibilities) to satisfy the department'sauditing needs. In this respect, the State Depar tment of Healthreserves the right, after entering into an agreement to use a combinedaudit, to reject the audit findings of other organizations and agencieshaving audit responsibilities and to perform a limited scope orcomprehensive audit of their cwn for the same fiscal period audited bythe organization and/or agency.

(c) The required fiscal and statistical reports shall be subjectto audit for a period of six years from the -date of their filing withthe department or from the date when d---e, whichever is later. Thislimitation shall not apply to situations in which fraud may be involved,or where the provider or an agent thereof' prevents or obstructs thecommissioner from performing an audit pursuant to this section.
(d) Upon completion of the audit, the medical facility shall beaffo'rded -a closing conference. The s_o:_al facility may appear inperson or by anyone author ized in -w _ :: _ng to act on behalf of themedical facility. The medical facility snail be afforded an opportunityat such conference to produce additional documentation in support ofany modifications requested in the audit.

(e) The medical facility shall be provided with the audit reportand the rate com}Dutation sheet per audit. The audit report shall be

	

final unless within 30 days of receipt of the audit report, the medicalfacility initiates a bureau review of such final audit report bynotifying the Division of Health Care Financing by. registered orcertified mail, detailing the specific its--s of the audit report with

	

which the provider disagrees, and such c _.:e r material as the provider

	

wishes to submit in its behalf, and forwarding all materialdocumentation in support of the medi-cal facility' s position.
(f) The medical facility shall be notified in writing of thedetermination of the controverted items of the final audit report,including a statement of the reasons for such adjustments and the

	

appropriate citation to applicable law, regulation or policy. The audit
Zc4 '
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findings as adjusted in accordance with the determination of the bureau

review shall be final, except that the medical facility may, within 30 days

of receipt of the determination of the bureau review, initiate a hearing to

refute those items of the audit report adverse to the interests of the

medical facility presenting a factual issue by serving on the commissioner,

	by certified or registered mail, a notice containing a statement of the legal

authority and jurisdiction under which the hearing should be held, a

reference to the particular sections of the statutes and rules involved and

a statement of the controverted items of the audit report and bureau

determination, together with copies of any documentation relied on by the

medical facility in support of its position.

(1) Upon receipt of such notice the commissioner ,shall:

(i) designate a hearing officer to hear and recommend;

(ii) establish a time and place for such hearing;

(iii) notify the medical facility of the time and place of

such hearing at least 15 days prior thereto; and

(iv) include in a notice of hearing those issues of the audit

report which are controverted in the notice served on the commissioner by

the medical facility.

(2) The issues and documentation presented by the medical

facility at such hearing shall be limited to the factual issues and

documentation presented at the bureau review..
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(3) The audit report shall be presumptive evidence of its

	

content. The burden of proof at any such hearing shall be upon the medical

facility to prove by substantial evidence that the items therein contained

are incorrect.

(4) The hearing shall be conducted in conformity with section

12-a of the Public Health Law and the State Administrative Procedure Act.

(5) At the conclusion of the hearing the medical facility

may submit memoranda on any legal issues which it deems relevant to the

proceeding. Such memoranda shall become part of the official record of the

hearing.

(g) Rate revisions resulting from the procedure set forth

in this section shall be made retroactive to the period or periods during
:11

	

-

which the rates based on the periods audited were established. Any resulting

overpayment or underpayment shall be satisfied by either retroactive

adjustment of the provisional rate paid, based on the period audited, or

prospective adjustment. of the current certified rate at the discretion of

the State Commissioner of Health.

(h) [All overpayments resulting from rate revisions. shall

be subject to such penalties as the Commissioner of Health may impose for
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the incorrect completion of the report or the failure to file required

revisions of the report in the amount of up to 25 percent of the overpayment

for negligent incorrect completion or negligent failure to file revisions

and up to 100 percent of the overpayment for willful incorrect completion

or willful failure to file revisions. The penalties assessed under this

section are separate from and shall not be construed to be in mitigation of

	

damages which may be recovered pursuant to section 145-b of the Social

Services Law.] reserved.

(i) Notwithstanding the provisions of this section, the

commissioner may promulgate rate revisions based on audits completed by

another State agency. Unless otherwise indicated, such audits shall not be

considered. final and shall not prelude conduct of a complete audit by the

State Department of Health or its agent.

t%

		

S IM.,.;
Ca t *

TN

	

9

	

OCT i

"

	

to ^^a i i 1992
Supersedes TN

	

LT:C;LLI E) ^:v



	

-12- Attachment 4.19-A
Part I

Section. 86-1.9 Patient days. .-(a) A patient day is the unit ofmeasure denoting -lodging provided- and services rendered to one- inpati

(b) In computing patient days, the day of admission shall becounted but not the date of discharge. When a patient is admitted anddischarged on the same day, this period shall be counted as one patientday.

(c) For reimbursement purposes, three newborn days shall bereported as the equivalent of one adult or child day. The followingtypes of care shall not be treated as being rendered to newborns forpatient day calculations:

	

premature infant, newborn remaining in

	

hospital after mother's discharge, sick infant care requiring general

	

hospital service, and infant care to those born outside the hospitaland not placed in the newborn nursery.

(d) For reimbursement purposes, patient days formedical/surgical, pediatrics, and maternity shall be computed asfollows:

(1) Medical -surgical patient days for facilities located incounties having an average population density of 100 or morepersons per square mile shall be determined by using the higherof the minimum utilization factor of 85 percent of certified bedsor actual' patient days of care furnished by the facility.Medical -surgical patient days for facilities located in countieshaving an average population density of less than 100 persons persquare mile shall be determined by using the higher of the minimum

	

utilization factor of 80 percent of certified beds or actualpatient days of care furnished by the facility.

(2) Pediatric patient days shall be determined by using thehigher of the minimum utilization factor of 70 percent of certifiedbeds or actual patient days of care furnished by the facility.

(3) Maternity patient days for facilities located in areashaving a plan approved by the commissioner for the regionalization

	

of obstetrical service, and subsequent to January 1, 1978 for allfacilities including those services in. areas not having anapproved plan shall be determined as follows:

(i) Maternity patient days for facilities in counties with anaverage population density of 100 or more persons per square mileshall be determined by using the lower of. the minimum utilizationfactor of 75 percent of certified beds or, if the facilitygenerated less than 1,500 live births, the difference between1,500 and the actual number of live births generated by thefacility multiplied by the average length of stay for a maternitypatient plus the actual days of care furnished by the facility or,if the facility generated more than 1,500 live births, the actualdays of care furnished by the facility.

(ii) Maternity patient days for facilities in countieswitn an average population density of less than 100 personsper square mile shall be determined by using the lower of theminimum utilization factor of 60 percent of certified bedsor, if the facility generated less than 500 live births, the
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difference between 500 and the actual number of live birthsgenerated by the facility multiplied by the average length
furnished by the facility or if the facility generated morethan 500 live births, the actual days of care furnished bythe facility.

(iii)

	

Maternity service patients for purpose ofcomputations pursuant to subparagraphs (i) and (ii) of this

	

paragraph shall include obstetrical and gynecologicalpatients housed in the maternity unit.

(4) The provisions of paragraphs (1) and (2) of thissubdivision shall be waived in total or in part by the Commissionerof Health in those cases where waiver has been demonstrated to bea matter of public interest and necessity. Where a facility couldreach its minimum utilization factor by reducing the certified bedcapacity by more than five beds or one percent of its certifiedbed complement, whichever is greater, the commissioner may granta waiver only if the facility decertifies the total number of bedsnecessary to reach the minimum utilization factor. Where theminimum bed utilization factor would be reached by decertifyingno greater than five beds or one percent of its certified bedcomplement, a waiver shall be granted and decertification of bedsshall not be required.

(5) The provisions of paragraph (3) of this subdivision shallbe waived by the Commissioner of Health in those cases whereinthere is an approved regional plan and wherein the service inquestion, its capacity and operation are consistent with theapproved regional plan. The provisions of paragraph (3) of thissubdivision may be waived by the commissioner where it is a matterof public interest and necessity; if such a waiver is granted,maternity patient days shall be determined by using the higher ofthe applicable minimum utilization factor or live birth formulaas set forth in paragraph (3) of this subdivision.

(6) The provisions of paragraphs (1) - (3) of this:subdivision shall be waived for rural hospitals as defined in thisTitle.

(7) No waiver pursuant to this subdivision shall be grantedfor periods predating the first day of the month following 30 daysafter receipt by the commissioner of the request and justificationfor the waiver, and fulfillment of conditions to the waiver, wheresuch conditions exist.

(a) For reimbursement purposes, patient days for open heartsurgery, cardiac invasive diagnostic procedures and kidney transplantsshall be computed as follows for those facilities engaged in suchoperations or procedures:

(1) Patient days for any facility engaged in performing open

	

heart surgery and carrying out less than 100 adult and/or 50pediatric (less than age 21) operations during the reportingperiod shall be increased by an amount equal to the average' lengthof stay for the adult and/or pediatric open heart surgery casesmultiplied by the difference between 100 adult or 50 pediatric and
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the ac 1 number of adult or pediatric open heart surgeryoperations carried out by the approved cardiac surgical center asreferenced in Part 405 of this Title.

(2) Patient days for any facility engaged in performing adultor pediatric (less than 21) cardiac invasive diagnostic proceduresand carrying out less than 200 adult anti/or 100 pediatricprocedures during the reporting period shall be increased by anamount equal to the average length of stay for the adult or

	

pediatric procedures multiplied by the difference between 200adult and/or 100 pediatric cardiac invasive diagnostic proceduresand the actual number' of procedures carried out by the approvedcardiac diagnostic center as referenced in Part 405 of this Title.

(3) Patient days for any facility engaged in kidneytransplants and carrying out less than 25 such transplants duringa reporting period shall be increased by an amount equal to theaverage length of stay for kidney transplants multiplied by thedifference between 25 and the actual transplants carried out bythe facility.

The provisions of this subdivision may be waived by the StateCommissioner of Health upon application by the health facility in thosecases where waiver is found to be a matter of public interest andnecessity. No waiver shall be granted for periods predating the firstday of the month following 30 days after receipt by the commissionerof request and justification for the waiver.

(f) Patient days for all alternate level of care (ALC) servicesshall be reported separately. Patient days for alternate level of careservices shall be utilized in the determination of minimum utilizationstandards as set forth in section 86-1.9(d) of this Subpart.

(g) For rate year 1985 hospitals located in an HSA region wherethe average daily medical /surgical occupancy is less than theappropriate minimum utilization factor set forth in paragraph (1) ofsubdivision (d) of this section and the hospital itself has an averagedaily medical/surgical occupancy of less than the appropriate minimumutilization factor set forth in paragraphs (1) and (4) of subdivision(d) of this section and the hospital provides alternate level. of careservices, the hospital's title XIX rate shall be reduced by thedifference between its title XIX rate and the facility's allowableroutine cost as determined pursuant to this Subpart and a statewideaverage of allowable ancillary costs for hospital -based skilled nursingor health related facilities, as appropriate to the level of careactually provided to the patient and as determined pursuant to Subpart86-2 of this Title.

	

Beds for which a facility has applied fordecertification by January 31, 1986 and which are decertified by thecommissioner shall not be counted in the calculation of occupancy-ratesfor the purposes of this subdivision.

	

The provisions of thissubdivision shall be waived for hospitals which in 1985 meet .thedefinition of rural hospital set forth in section 405.2 (m) of this Titleand which are not identified as unnecessary in the state and regionalmedical facilities plan established pursuant to section 710.13 of this
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Section 86®1.10

	

Effective period of reimbursement rates.

	

Certification of reimbursement rates of payment by governmentalagencies shall be for a 12-month calendar year period or for such otherperiod as may be prescribed. Certification of reimbursement.rates byarticle IX-C corporations shall be for the periods specified. in thereimbursement formula approved by the Commissioner of Health.
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Section 86-1.11 'Computation of basic rate.-

(b) Payment rates for the period January 1, 1983 through December
31, 1983 shall be established on a prospective basis. Such payments
shall be computed on. the basis of allowable historical inpatient expense

	

based on the fiscal and statistical data submitted by the medical
facility for the fiscal year ended at least six months prior to January

	1, 1983 and upon the data described below. The computed rates shall
be all-inclusive rates taking into consideration total allowable costs
and total inpatient days, except as stated in subdivision (1) of this
section and section 86 -1.41 of this Subpart. Total allowable costs of
a facility shall' be apportioned among beneficiaries of programs
administered under titles XVIII and XIX of the Federal Social Security
Act and article IX-C of the New York State Insurance Law and other

	

patients, so that the share borne by each program is based upon actual
services received by that program's beneficiaries. To accomplish this
apportionment, for each program the ratio of beneficiary charges to
total patient charges for the services of each ancillary department
shall be applied to the cost of the department; to this shall be added
the cost of routine services for program beneficiaries, determined on
the basis of an average cost per diem.

(1) Hospitals with charge structures from which an
apportionment of costs cannot be determined will be 'Paid only on
the basis of total average cost per diems, unless the hospital can
provide adequate and verified statistical data to apportion
ancillary costs among beneficiaries.

(2) After July 1, 1984 the apportionment computed in this
section will be revised to reflect 1982 charge data and patient
day data received by the Commissioner pursuant to section -86-1.3of this Subpart.

(3) In 1983, costs of malpractice insurance premiums and
self-insurance fund contributions must be separately accumulated
and directly apportioned among programs on the basis of averagecost. In 1984 and 1985, one-third and two-thirds, respectively,
of malpractice costs will be apportioned on the basis of payorexperience. Apportionment on the basis of experience shall bebased on the dollar ratios for each payor of the facility'smalpractice losses paid by that payor to its total paid malpractice
losses for the current cost reporting period and the precedingfour-year period. If a facility has no malpractice loss experiencefor the five- year period, the costs of malpractice insurance
premiums or self-insurance fund contributions must be apportioned
among the programs based on the national ratio of malpractice
awards paid to program beneficiaries to malpractice awards paid
to all patients. If a facility pays allowable uninsured
malpractice losses incurred by program beneficiaries, either

	through allowable deductible or coinsurance provisions, or as aresult of an award in excess of reasonable coverage limits, or as
i
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a governmental provider, such losses and related direct costs must bedirectly assigned to a respective progr am for reimbursement.
(c) (1) To the allowable basic rate, c used in accordance with ceilinglimitations and to the discrete alternate level of care rate if applicable,and prior to the addition of capital costs (depreciation, leases andinterest), there will be added a factor to project allowable cost'increasesduring the effective period of the reimbursement rate. This factor shallbe developed in accordance with section 86-1.15 of this Su bpart. Theallowances specified in subdivisions (e)-(g) of this section shall becomputed on the basis of, and added to, the trended basic rate plus capitalcosts.

(2) reserved

(d) General hospital inpatient revenue cap. (1) An inpatient revenuecap for each general hospital for each of the rate years 1984 and 1985 shallbe established as follows and shall include only the revenues set forthbelow. An initial inpatient revenue cap shall be calculated for each generalhospital by first trending to each rate year the allowable historicalinpatient operational expenses reimbursed in 1983. The initial allowablehistorical inpatient operational expenses to be trended shall reflect allclosed appeals and audit adjustments pursuant to this Subpart. The trendfactors used shall be developed in accordance with section 86 - 1.15 of thisSubpart. The following revenues shall then be added to trended allowablehistorical inpatient operational expenses for each rate year:

(i) capital related inpatient expenses determined in accordancewith sections 86-1.29 and 86-1.30 of this Subpart;(ii) the allowances provided for in subdivisions (e)-(g) of thissection, calculated for each rate year utilizing the s of trendedallowablehistorical inpatient operational expenses and capital relatedinpatient expenses; and
(iii) any anticipated additional revenues generated by a generalhospital's charge schedule, developed in accordance with section 86-1.2of the Subpart, for each respective rate year.

(2) The initial revenue caps for rate years 1984 and 1985 shall beadjusted to reflect the following:

(i) case mix changes pursuant to the provisions of subdivision (s)of this section and volume changes;

(ii) appeals filed and/or adjustments made pursuant to sections86-1.16 aid 86-1.17 of this Subpart; and

r-.'

	

AUG 1 1991

gv,

	

JAN 01 1488



New York
-18-

	

Attachment 4.19-A
Part I

(iii) any adjustments made in_..pAyments under titleXVIII of the Federal Social Security Act (Medicare) pursuantto section 86-1.43 of this Subpart.

(3)(i) The commissioner shall require direct repaymentor adjust a subsequent year's inpatient revenue cap toreflect actual inpatient revenues received for inpatientservices provided by a general hospital that exceed aprevious year's inpatient revenue cap initially established
or adjusted in accordance with this Subpart.

	

A general
hospital determined to have such excess revenues shall be

	subject to direct repayment or adjustment of a subsequentrevenue cap when such excess is due to establishment of acharge schedule that is not in compliance with section86-1.2(c) of this Subpart. Revenue received established as

	

a result of the provisions of title XVIII of the FederalSocial Security Act (Medicare) phase-in policies or fromcharges authorized under section 86-1.17(h) of this Subpartin excess of the revenue cap shall not be included in theadjustment.

(ii) A.facility that maintains charge schedules lessthan the maximums set forth in section 86-1.2(c) of thisSubpart such that it results in it receiving less -than themaximum allowable charge paying rate shall not be compensatedby other payors for the amount by which its charge revenuesare less than the maximum amount allowed.
(4) That portion of the revenue cap that is :related to

utilization of inpatient services shall be apportioned among
beneficiaries of programs administered under titles XVIII and XIX
of the Federal Social Security Act and article IX -C of the New York
State Insurance Law, and those enrolled in organizations operating
in accordance with the provisions of article 44 of the Public
Health Law, so that the share borne by each program is based upon
actual services received by that program's beneficiaries.

	

To
accomplish this apportionment, for each ancillary department, the

	

"ratio of total department costs to total department charges will
be applied to program beneficiary charges for the services of that
ancillary department to develop an ancillary cost per day for
beneficiaries of that program; to this shall be added the cost of
routine services for program beneficiaries, determined on thebasis of an average cost per diem.

(f) Any adjustment' in the overall 'revenue cap inaccordance with this Subpart shall be reflected in anappropriate adjustment to this portion of the revenue cap andpayment levels by these programs.

(ii) After such adjustments, the portion of the revenuecap initially established, or as adjusted, that is relatedto the actual utilization of covered in?atient services. ofthe above programs, shall constitute guaranteed revethe general hospital
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(iii) Hospitals with charge structures from which an apportionment of

	

costs cannot be determined will be paid only on the basis of total averagecost per diem, unless the hospital can provide adequate and verifiedstatistical data to apportion ancillary costs among beneficiaries.

(e) resaved

.(f) ra3wved

	

(g) --Bad debt and charity care regional pools and allowances. Regional pools.will be established from which allowances will be added to hospital rates to helppay for the costs of bad debt and charity care for the three year period commencing„anuary 1, 1983, and ending December 31, 1985. Such pools shall receive fundsfrom hospitals pursuant to this subdivision and section 86-1.37 of this Subpart.For the rates established in 1983, the resources available for purposes ofestablishing the bad debt and charity care pools shall be calculated on the basisof two percent of the total statewide general hospital (including both majorpublic hospitals and all other hospitals) reimbursable inpatient operating costsafter application of the trend factor plus the addition of capital costs. Forthe rates established in 1984 and 1985, the resources available for establishingthese pools shall be calculated on the basis of three percent and four percent,respectively of total statewide general hospital reimbursable inpatient operatingcosts in the respective rate year after application of the trend factor plus theaddition of capital costs.

(1) To be eligible to receive an allowance from the bad debt and charitycare pool funded'by paragraph (4) of this subdivision and the financiallydistressed hospital pool funded by.subdivisi=

	

(g)(8) of thissection, a facility must meet the following criteria. C ompliance with thesecriteria shall be subject to audit.

(i) The costs of bad debt and charity care must be determined accordingto the following definitions and must be reported in the appropriate sectionsof the facility's Institutional Cost Report.
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(a) Bad debt. Bad debts are -the amounts which are considered to beuncollectible from accounts and notes receivable which were created oracquired in providing services. "Accounts receivable' and "notesreceivable" are designations for claims arising fr om renderingservices, and are collectable in money in the next operating cycle.Bad debts shall be determined in accordance with generally acceptedaccounting principles which recognize the direct charge -off method, thereserve method, or a combination of the direct charge -off method andthe reserve method. Additionally, the debt must be related to a servicewhich the facility has been authorized by the c ommissioner to provide.If an amount previously written off as a bad debt is recovered in asubsequent accounting period, the amount written'off must be used toreduce the cost of bad debt for the period in which the collection ismade.

(b) Charity care. Charity care is the reduction in charges made. bythe provider of services because the patient is indigent or medicallyindigent. Reductions in charge for employees which are accounted foras fringe benefits, such as hospitalization and personnel healthprograms, are not considered charity care. Courtesy allowances, suchas free or reduced -charge services provided to other than the indigentor medically indigent, are not considered charity care.

(ii) The facility must maintain reasonable collection efforts andprocedures.

(a) The hospital must utilize commonly accepted business methods andpractices to collect unpaid amounts from all classes of payors. Suchmethods may differ for inpatient and outpatient services. The hospitalshall utilize good business judgment and practices in determining theamounts to be collected.

	

-• (b.) The hospital must determine the patient 's ability to pay for theservices rendered and document the method under which the determinationwas made.

(c) The hospital must generate and maintain written doc umentation ofrequests for payment for services provided.

(d) The hospital must take any subsequent actions as appropriatewithin good business practice such as subsequent billings, collectionletters or telephone calls. These subsequent actions must bedocumented.

(e) The hospital may turn accounts over to a collection agency.is so turned over may be written off as a bad debt at the time ofturnover. Amounts collected by the facility after write-off
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constitute a recovery of bad debts in the period collected.

.(f) The hospital shall nor be required to pursue judgment claims
before the account can be written off.

(g) A policy which is consistent and follows commonly accepted ,
business methods and practices concerning the t ime period that must

	

elapse between initial billing and the determination that an unpaid

	

bill
is a bad debt must be maintained from January 1. 1981 to December 31,
1986. A finding of inconsistency may be waived upon demons tration by
the facility that a polity change served to make bad debt determination
policies consistent with the requirements of this subdivision.

(iii) The facility shall submit by October 1, 1983 and thereafter within
120 days from the beginning of'a rate year, a report containing an opinion
by its independent certified public accountant or independent licensed
public accountant in a form approved by the commissioner after consultation
with the New York State Society of Certified Public Accountants, as to
whether the facility meets the criteria of this subdivision for eligibility
fir a distribution from the bad debt and charity pool. The commissioner may
accept a report containing an opinion that the facility is in compliance with
the criteria of this subdivision as establishing initial eligibility as of
the first day of each rare year for distribution from the pool. Thereafter
if the commissioner determines that the facility is not in compliance, such
noncompliance shall be applicable for the entire rate year. The facility
may appeal this noncompliance determination pursuant to the provisions of
section 86 -1.17(i) of this Subpart. If the facility chooses to appeal the
commissioner's determination, the facility will continue to receive payments
from its regional pools, if otherwise eligible, until a final determination
has been made. If it is finally determined that the facility is not in
compliance or if the facility chooses not to appeal the commissioner's
determination that it i s out of compliance, the facility shall repay to its
regional pools all monies received from these pools for the period during
which it was out of compliance. If a facility fails to repay such monies
to its regional pools within, a reasonable period of time, major 'third-party
payors shall adjust the facility' s rate as directed by the commissioner to

	

reflect money owed to the pools and-shall pay these monies to the pool
administrator.

(2) For the purposes of this subdivision only, the following words or
phrases shall be defined as follows:

(i) major public sector shall mean all State-operated general hospitals,
all general hospitals operated by the New York City Health and Hospitals
Corporation as established in chapter 1016 of the L aws of 1969, as amended
and all other
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oit! is ?eneral hospitals having annual inpatient operating costs in excess
of 3c5 mil lion.

(ii) Voluntary sector shall mean all voluntary nonprofit,
private proprietary and public general hospitals other than major public
general hospitals.

(3) reserved

(4) reserved
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(m) Payment rates for the periods January 1, 1986 through December 31,
1986 and January 1, 1987 through December 31, 1987 shall be established on
a prospective basis and shall be based on the reimbursable operating costsused in determining payments for services provided during 1985. Such costs
shall include the annualized cost impact of rate revisions or adjustments
made with respect to such services. The c omputed rates shall beall-inclusive rates taking into consideration total allowable costs and
total inpatient days, except as stated in

section 86 -1.41 of this Subpart.
(1) Total allowable costs of a facility shall be apportioned amongbeneficiaries of programs admix stered under titles XVIII and XIX of the

federal Social Security Act and article 43 of the New York State Insurance
Law and other patients, so that the share assigned to each program is based
upon actual services received by.that program's beneficiaries. Toaccomplish this apportionment, for each program the ratio of beneficiarycharges to total patient charges for the services of each ancillary

	

department shall be applied to the cost of the department; to this shall
be added the cost of routine services for program beneficiaries, determined
on the basis of an average cost per diem. This apportionment shall bebased on 1984 data. Hospitals with charge structures from which anapportionment of costs cannot be determined will be paid only on the basisof total average cost per diems, unless the the hospital can provideadequate and verified statistical data to apportion ancillary costs amongbeneficiaries.

(2) The costs of malpractice insurance premiums and self-insurance fundcontributions must be separately accumulated and directly apportionedamong programs on the basis of payor experience. Apportionment on thebasis of experience shall be based on the dollar ratios for each payor ofthe facility' s malpractice losses paid by that payor to its total paidmalpractice losses for the 1984 cost reporting -period and the precedingfour=year period. If a facility has no malpractice loss experience forthe five- year period, the costs of malpractice insurance premiums or-self - insurance fund contributions must be apportioned among the programsbased on the statewide ratio of malpractice awards paid to programbeneficiaries to malpracti =ce awards paid to all patients. If a facilitypays allowable uninsured malpractice losses incurred by programbeneficiaries, either through allowable deductible or coinsuranceprovisions, or as a result of an award in excess of reasonable coveragelimits, or as a governmental provider, such losses and related direct costsmust be directly assigned to a respective program for reimbursement.
(3) reswAd
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(4) To the allowable basic rates, c omputed in accordance with ceilinglimitations and prior to the addition of a factor for capital costs, therewill be added a factor to project allowable cost increases during theeffective period of the reimbursement rate. This factor shall be developedin accordance with section 86-1.15 of this Subpart. The allowancesspecified in subdivisions

	

(p) and (q)

	

of this section shallbe computed on the basis of,-and added to, the trended basic rate pluscapital costs.

(5) Adjustments to rates shall be made to reflect case mix and volumechanges and appeals filed and/or adjustments made pursuant to this Subpart.
(n)(1) reserved

(2) reserved

(3) reserved
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	(p) Regional pools in 1986 and 1987: bad debt and charity care.. Regional

	

pools will be established from which allowances will be added to hospital

	

rates to help pay for the costs of bad debt and charity care for the rateyears 1986 and, 1987. Such pools shall receive funds from hospitals pursuant

	

to the provisions of this subdivision and section 86-1.37 of this Subpart.For the rates established in 1986 and 1987, the resources available for thepurposes of establishing the bad debt and charity care pools shall becalculated on the basis of four and one-half percent of the total statewidegeneral hospital (including both major public hospitals and all otherhospitals) reimbursable inpatient costs after application of the trendfactor excluding inpatient costs related to services provided tobeneficiaries of subchapter XVIII of the federal Social Security Act, andinpatient uncollectible amounts.

(1) To be eligible to receive an allowance from the bad debt andcharity care pool funded by paragraph (4) of this subdivision and thefinancially distressed hospital pool funded by subdivision (q) of thissection, a facility must meet in 1986 and 1987 the criteria specified inparagraphs (1) and-(2) of subdivision (9) 'of this section with thefollowing exception: a policy which is consistent and follows commonlyaccepted business methods and practices concerning the time period thatmust elapse between initial billing and the determination that an unpaidbill is a bad debt must be maintained from January 1, 1981 to December 31,1987. Compliance with these criteria shall be subject to audit.

(2) For the purpose of this subdivision only, the following words orphrases shall be defined as follows:

	

(i) Major public sector shall mean all State -operated generalhospitals, all general hospitals operated by the New
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York City Health
and Hospitals Corporation as established by chapter 1LI16

of the Laws of
1969, as amended, and all other public general hospitals

having annual inpatient operating costs in excess of $25 million.

(ii) Voluntary sector shall mean all voluntary nonprofit, private

proprietary and public general hospitals other than major public
general

hospitals.

(3)
Hospital need shall be calculated pursuant to the provisions of

paragraph (3) of subdivision (g) of this section.

(4) reserved

(p)(5) reserved
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(r) reserved

(s) a case mix adjustment to general hospitals' rates of

	

payment and revenue caps shall be made in 1984-and 1985 and to general
hcspitals' rates of payment in 1986 and 1987 according to the provisions of
this subdivision.

(1) For 1984 and 1985, a hospital shall have its case mix
changes from 1981 to the appropriate rate year calculated on the basis of
the patient discharge data submitted to the commissioner by the hospital
pursuant to the provisions of subdivisions (f) and (g) of section 86-1.3.of
this Subpart and section 405.29 of Chapter V of this Title, operating cost
per day service intensity weights (S1Ws) developed by the department, and
diagnosis related group (DRGs). (The SIWs are the relative cost weights
established by the department for ORGs such that the SIW for any given ORG
indicates how expensive the average patient is in those DRGs compared to the
average patient in all DRGs). The operating cost per day SIWs shall be
all-payor SIWs
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(2) For 1986 and 1987, a hospital shalt have its cases. mix
hanaes from the previous rate year to the aoorooriate rate

	

W.

	

calculated on the basis of the non-Medicare oat ient discharge Bali
sumitted to the commissioner by the hospital pursuant to the pr2yieion5
of subdivisions (f) and (a) of section 86 - 1,2 of this Suboar+ and
section '405.29 of Chapter V of this Title. oerating co st oer day
service intensity weights (SIWs) developed by the depar ment and
diagnosis related groups (Ma}, The operating cost per day SIW hall

be non-Medicare payor SIWs.

j. [In 1984 and 1985, hospitals] Hospitals whose case mix as
measured according to the provisions of [paragraph] paragraphs (1)M

ADA
, of this subdivision increased by an amount less than or o1121 to.1

percent but did not decrease by an amount greater than ,for equal to) 2

	

percent shall not receive any adjustment. 'Hospitals whose case mix
increased by more than 1 percent [or more] or decreased by more than 2
percent [or more] shall receive an adjustment to their operating rates
of payment and revenue caps pursuant to the provisions of paragraph
[(5)] L1 of this subdivision.

[(3) For 1986, a hospital shall have its case mix change from
1985 to 1986 calculated as. follows:

(i) The department shall evaluate all

	

hospitals' patient

	

discharge data used as the basis upon which the hospital's case mix
change is calculated for the percentage of patient records which,
relevant to the data necessary to assign a patient to a diagnosis
related group, are either inconsistent, incomplete, or not sufficiently
specific.

(ii) A hospital having 10 percent or less Of its discharge 29_!5^
data which is incomplete, inconsistent or not sufficiently - specific
shall have its case mix change calculated on the basis . of the patient
discharge data submitted to the commissioner by the hospital pursuant to
the provisions of subdivisions (f) and (g) of section 86-1.3 of this
Subpart and section 405.29 of Chapter V of this Title, operating cost
per day service intensity weights (SIWs) developed by the Department,
and diagnosis related groups.

	

The SIWs that shall be used shall be ci

(ii.i) A hospital having more than 10 percent of its discharge Z51

payor-specific.

data which is incomplete, inconsistent or not sufficiently specific
shall have its case mix change calculated on the basis of the patient

	discharge data submitted to the commissioner by the hospital pursuant to %
the provisions of subdivisions (f) and (g) of section 86-1.3 of this
Subpart and section 405.29 of Chapter V of this Title, operating cost
per day service intensity weights, and patient groupings which shall
include major diagnostic categories and may include such factors as:

(a) presence of surgical procedures other than imaging
procedures;

(b) sex; and
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(c) age,

The

	

s th at s a

	

a us7'd"shiTT b-o-payor--specific.
In -T985, -nospi a s sha"T'Tifiave their operating ratesadjusted for only those payors-who e case" mix n

	

IculaTed according
to the provisions of paragraph

	

of -this"`subdivision changes by 1percent or more.

	

stmen . shalT"be iiiade according-to the provisionsof-paragraph.(-5) -o

	

is subdivision.

(5)]j_4,), The rates 'of payment and revenue caps of hospitalseiigi,ble fgrl:a case mix adjustment shall be adjus^Was follows:
(in .no case 'shal l- the first 1 percent of change - in case

mi.x be reflected in an-adjustment to. hospital rates of payment and
revenue` -taps, -except as calculated for rate years -1984*and 1985 pursuant
to paragraph (- of this subdivision;

(ii)] for those hospitals receiving an adjustment pursuant to
the provisions of paragraph (3) of this subdivision the operating cost
per diems paid to hospitals shall be adjusted upward or downward in
di-rect proportion to the percent of change in case mix, as measured
according to the provisions of either paragraph (1) or ((3)] j•j of this
subdivision, as appropriate, that exceeds (1 percent, except as provided
in paragraph (2) of this subdivision) the corridors established in

	

paragraph (3) of this subdivision and in accordance with .subparagraph

	

i-i kJ i i :of this paragraph; and

	

_

((iii)]ii the :ommissioner shall not recognize the total
upward case mix adjustment provided for in this subdivision if he finds
that prior rate year adjustments have previously reimbursed a portion of
all of such case mix associated-cost increases. Such prior rate year
adjustments shall include adjustments pursuant to section 86-1.12 of
this Subpart which-included an.adj,ustmeni for .case _mix -and that portion
of any rate-adjustment -made -pursuanto-paragraphs-(1), (3), (4) and/or
(7) of section.-86-1.17(x) of this Subpart which accounted for a. change
in case mix.

JAN. 2 9 190

JAN.

	

1 1987L

9!-5'

to-32/



New York
41

86-1.12 (88-6)
Attachment 4.19-A
Part I

86-1.120 Volume adjustment. within six months following the rate period, a vol umeadjustment to the rate will be made for those hospitals which meet the followingcriteria and which are entitled pursuant to the foll owing calculations:

(a) The adjustment will be available for all hospitals except those:

(1) which closed during the rate year of the volume adjustment; and

(2) with rates calculated based on budget.

(b) The rate will be adjusted according to the following rules:

(1) The change in total certified days will be construed as the net change intotal certified days attributable to a change in the facility' s average length ofstay from the base year to the rate year and a change in the facility's number ofdischarges from the base year to the rate year.

(2) Any change of less than one percent in total certified days from the baseyear to the rate year, adjusted for leap years, will result in no rate adjustment.

(3) Any change of less than five percent but greater than or equal to one percentin total certified days from the base year to the rate year, adjusted for leap years,will result in an automatic rate adjustment, from which there shall be noadministrative appeal.

(i) In calculating this automatic rate adjustment, it will be recognized thatall of a facility's capital costs are fixed. Operating costs shall be consideredfixed where there are decreases in volume as measured by discharges and/or averagelength of stay. Operating costs shall be considered variable where there areincreases in volume as measured by discharges and/or average length of stay.

(ii) That portion of the automatic rate adjustment for operating costsattributable to the facility' s change in average length of stay from the base yearto-,the rate year shall be made incrementally according to. the steps in thefollowing table:

Decrease in Patient Days

	

Increase In Patient Days
(% Change) Fixed Variable Percent (S Change) Fixed Variable Percent

0 to 5

	

80/20

	

0 to 5

	

80/20
5+ to 7

	

75/25

	

5+ to 7

	

75/25
7+ to 10

	

70/30

	

7+ to 10

	

70/30
10+

	

65/ 35

	

10+

	

65/35

(iii) That portion of the automatic rate adjustment for operating costsattributable to the facility's change in discharges from the base year to the rateyear shall be made incrementally according to the steps in the following table:

Used in the calculation of rates for the period January 1, 1983 through December 31,1987.
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Decrease in Patient Discharges

	

Increase in Patient Discharges
(% Change)

	

Fixed Variable Percent (% Change) Fixed Variable Percent
0 to 6

	

60 /40

	

0 to 6

	

60/406+

	

50/50

	

6+

	

50/50
(4) A change greater than or equal to five percent in total certified days between

the base year and the rate year, adjusted for leap years, will result in a further
rate adjustment which will be in accordance with subparagraphs (3)(i)-(iii) of this
subdivision.

(i) A facility having a change in total certified days of greater than or equal
to five percent may ask the commissioner to review the reasons for the change in
volume and toe revise the target volume and/or fixed and variable percentage(s).
The commissioner shall determine the cause for the change and its relation to the
efficient costs of providing patient care services. Based upon this review „.the
commissioner may adjust the target volume and/or the fixed and variable
percentage(s) cited in paragraph (3) of this subdivision upward and/or downward,
independent of the facility' s request to allow the hospital to be reimbursed for
the costs of efficient production of services for the change in volume.

(ii) Facilities having a change in total certified days of greater than or
equal to five percent shall have the right to administratively appeal their rate
adjustment pursuant to section 86-1.17 of subpart, within 120 days of receipt of
the initial notice of said adjustment.

(c) Similarly, when utilization in the base year or rate year is affected by labor
strikes, lockouts, or by the establishment of a certified hospital -based ambulatory
surgery service as defined in section 405.2(n) of this Title, a proportionate revision
to the target volume will be determined.

(d) All payment adjustments resulting from the application of this provision shall
be made within six months following the republication of rate referred to above.

(e) Volume adjustment for 1986 and 1 987. within six month following the rate period,
a volume adjustment to the rate will be made in accordance with subdivisions (a)
through (d) of this section based upon changes in utilization between 1985 as the base
year and 1986 as the rate year, and 1986 as the base year and 1987 as the rate year,
with the following exceptions:

(1) The volume adjustment shall take into consideration only changes in total
certified days for other than beneficiaries of title XVIII of the Federal SocialSecurity Act.

(2) The commissioner may provide for the volume adjustment in the rate year if
the facility submits in writing a request for such an adjustment and the facility
decertifies at a minimum the equivalent of the number of beds comprising one nursingunit.

(3) If a hospital has experienced a change of greater than five percent in total
certified days between 1981 (base year) and 1985

_
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(rate year), and did not meet mini mum medical /surgical utilization requirements ofsection '86-1.9 of this Subpart in 1985, - and received a rate adjustment in accordancewith this section, 86 -1.12, for the 1985 rate year, the commissioner shall adjustsuch hospital's 1987 rate for changes in certified days from 1986 to 1987 and shall,in calculating such hospital's 1987 per diem inpatient rate, include those imputed
medical /surgical days necessary to meet the minimum medical /surgical utilizationrequirements pursuant to section 86-1.9 unless such hospital submits in writing-by

	

December 31, 1987 a request to decertify the beds necessary to meet such mini mummedical /surgical utilization requirements. In no event shall the volume adjustmentcomputed in accordance with this paragraph result in a per diem rate greater thanthe hospital's actual rate year inpatient per diem costs.
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Section _86-1.13 Groupings. (a) For the purpose of establishing
routine and anci.U

	

cost ceilings (for other than specialty
-hospit

	

,

	

pi

	

s^^_^ a eveaope to ing into
consideration, but not limited to, the _:slowing general criteria:

(1) case mix;
(2) service mix;
(3) patient mix;
(4) size of facility;
(5) teaching activity; and
(6) geographic location.

(b) Based on the variables listed in subdivision (a) of this
section, the commissioner shall establish a group for each facility in
which the facility is at the center of its group- -called seed
clustering. The size of each group Way be variable and shall be
determined using acceptable statistical parameters which define the
degree of comparability within each group. For the purpose of grouping
in accordance with seed clustering, hospitals will be stratified to
separate facilities located in the Blue Z_oss/Blue Shield of Greater
New York region from facilities in the rest of the State.

(c) In the event a hospital fails to submit the data required for
inclusion in a group which is developed in accordance with subdivision
(a) of this section, the cc=issioner, on the basis of available data,
shall develop proxy measures for the req uired variables, and based on

	

these measures shall construct a. peer gro.:p. The proxy variables shall
not have a financial i=pact on any facility except that which failed
to submit the requisite _:_a.
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Section. 86-1.14 Ceilings on payments. (a) Reimbursement rateceilings will be established as specified in this section for comparablegroups:
ep specla y Eospitals) loped inaccordance with section 86-1.13 of this Subpart. The ceilings shallbe established after the application of a wage equalization factor anda power equalization factor but prior to the addition of a factor tobring coste to projected expenditure levels during-the effective periodof the reimbursement rate.

(b) Facilities with ancillary costs less. than 75 percent or over125 percent of the peer group weighted average shall have such costsraised or lowered to the specified limits. The peer group weightedancillary average cost of the respective groups shall then be recomputedwith these adjustments. The original ancillary costs of such facilitiesshall be subject to the ceilings.

(c)(1) In computing the allowable costs for inpatientroutine services for hospitals, no amount shall be included thatis in excess of 10 7. 5 percent of the weighted average per diemcost, using total expected patient -days developed from applicationof the length of stay standards, of routine inpatient services ofall hospitals in the peer group.

	

For the purposes of thiscalculation, the total expected patient days shall also includeimputed days. For the purpose of this computation, routineinpatient services shall not include capital costs, or costs ofschools of nursing, ambulance services, interns and residents,supervising physicians and. other physicians. In computing theallowable costs for ancillary services for hospitals, no amountshall be included that is in excess of 105 percent of the weightedaverage per discharge cost of ancillary services (includingimputed discharges) of all hospitals in the peer group. For thepurpose of this computation, ancillary services shall not includecapital costs, costs of schools of nursing, ambulance services,interns and residents, supervising physicians and otherphysicians. In determining a• facility's disallowances, itsroutine and ancillary ceilings shall subsequently be adjusted toconsider differences in a hospital's case mix complexity relativeto its peers.

(2) For the purpose of establishing limits on allowable costsfor interns and residents, supervising physicians and otherindividual physicians, no amount shall be included which is inexcess of their operational cost per day in the prior year inflatedby the price index used for physician services as developed insection 86.1.15 of this Subpart. For the purpose of thiscomputation, other costs excluded from peer group ceilingcalculations as set forth in paragraph (1)

	

of this subdivision,shall not be included.

(d)

	

-For the purposes of adjusting the allowable costs for

	

inpatient routine services for other than specialty hospitals, a total

	

length of stay standard for each hospital will be developed which shalltake into consideration the following variables:

(1) patient mix characteristics;

(2) whether the hospital i s a teaching or nonteachinginstitution;
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)' the-diagnostic mix of the hospital, including whetherUFref-17-1-ed ospita -b ase ambu latory surgeryservice;

(4) presence or absence of surgery; and

(5) the geographic region the hospital is located in.
For the purpose of establishing standards a teaching hospital is onewhich has a special educational index greater than 100, as determinedby the commissioner.

(e) For the purpose of establishing limits on allowable costs fora specialty hospital, a weighted average percentage change inoperational cost per day from the. prior year to the base year will becomputed for facilities in that hospital's region. In computing. theallowable cost for specialty hospitals no amount shall be included whichis in excess of their operational cost per day in the prior year

	

inflated by the aforementioned average percent change. For the purposeof this computation, costs excluded from peer group ceilingcalculations, as set forth in subdivision (c)

	

of this section shallnot be included. In addition, reimbursement for specialty hospitalsshall be limited to the movement in the application of the trend factorestablished under section 86-1.15 of this Subpart for 1984 and 1985reimbursement periods. The allowances and pool distributions describedin 86-1.11 shall be available to specialty hospitals pursuant to theconditions of that section.

(h)

	

Limits on ceiling disallowances.

	

(1)

	

The totalpercentage of regional operational disallowances, excluding theminimum utilization disallowances, will be . limited to thepercentage of 1982 regional costs disallowed as a result of routinedisallowances and one-half the length of stay disallowances,adjusted by a statewide adjustment factor, plus ancillarydisallowances and the professional component limitation as setforth in subdivision (c)

	

of this section.

	

This maximumdisallowance and the rate year disallowance subject to it will be	adjusted to reflect appeals. Any excess disallowance in 1983 willresult in proportionate relief to all hospitals subject to thedisallowance within the affected region.
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86-1.15 (88-6)

	

Attachment 4.19-A
Part I86-1.158 Calculation of trend factor. (a) The commissioner shall establish

a trend factor for allowable operating *cost increases during the effective period

of the reimburs ement rate. Such factor shall be determined as foll ows :(1) The elements of a medical facility's costs shall be we ighted based upon

data for the following categories:

(i) salaries;

(ii) employee health and welfare expense;
(iii) nonpayroll administrative and general expense;(iv) nonpayroll household and maintenance expense;(v) nonpayroll dietary expense; and
(vi) nonpayroll professional care expense.

(2) Each weight shall be adjusted by the appropriate price index for each

category noted above, as well as for subcategories. Included among these cost

indicators are elements of the United States Department of Labor consumer and

wholesale price indices and special indices developed by the State C ommissioner

of Health for this purpose.

(3) Geographic differentials may be established where appropriate.

	

(4) The cost indicators used in determining the projection factors shall

be compared on a semiannual basis with available data on such indicators, and

any other economic indicators as deemed appropriate by the C ommissioner of

Health. Based upon such review the commissioner may, in his discretion, either

certify new rates or adjust subsequent rates for any period or portion thereof

when he determines that such new rates or adjusted rates are necessary to avoid

substantial inequities arising from the use of previously certified rates.15) -This subdivision has been superseded by section 2887 -a(8) of the Public

Health Law. The commissioner shall implement adjustments to the trend factor

semiannually; provided, however, that adjustments, except for the final

adjustment, in the trend factor, shall.not be required unless such adjustment

would result in the weighted average of the operating cost c

	

nt of the

rates of charge limits differing by more than one half of one percent fr om that

.which was previously determined.

(b) (1) The maximum increase in allowable charges shall be calculated by the

use of the trend factors calculated in accordance with the methodology described

in subdivision (a) of this section.

(2) The maximum allowable increase in gross inpatient charges shall be the

product of allowable 1982 gross inpatient charges, the 1983 trend factor, and

the ratio of 1981 inpatient costs to 1980 gross inpatient charges.Used in the calculation of rates for the period January 1, 1983 throw h December

31, 1987.
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Attachment 4.19-A
Part I

Section 86-1.16 Adjustments to provisional rates based on errors.Rate appeals pursuant to section 86-1.17(a)(l)-(2) of this Subpart, ifnot commenced within 120 days of receipt of the commissioner 's initialrate computation sheet, may be initiated at time of audit of the baseyear cost figures upon or prior to receipt of the notice of programreimbursement. Such rate appeals shall be recognized only to the extentthat they are based upon mathematical or clerical errors in the costand/or statistical data as originally submitted by the medicalfacility, or revisions initiated by a third-party fiscal intermediaryor, in the case of a governmental facility, by the sponsor government,or mathematical or clerical errors made by the Department of Health.Such notice of appeal must be presented in writing prior to or at theexit conference for such audits.
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Section 86 - 1.17 Revisions in certified rates. (a) The State Cow

of Health shall consider on'y those applications for prospective r

of certified rates and any established revenue cap in the current y

are in writing and are based on. one or more of the following:

(1) reserved

(2) reserved

(3) reserved

(4) Documented increases in the overall operating

a medical facility resulting from capital renovation, expansion, re

or the inclusion of new programs, staff or services approved for th

facility by the commissioner through the certificate of need {CON)

The provisions of this paragraph shall be applicable with respect t

filed with payors, including article 43 corporations and intermedi

responsible as payors for titles XVIII and XIX Social Security Act

To receive consideration for reimbursement of such
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costs in-the current rate year, a facility shall submit, at time of appeal

or as requested by the commissioner, detailed staffing documentation,

proposed budgets and financial data, anticipated unit costs and incremental

costs for all 'directly and indirectly affected cost centers, initiated by

the approved CON application involving any of the aforesaid activities

pursuant to section 710.1 of this Title.

(i)• reserved
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Part T

(ii)

	

if after the aoplicaticn of the programmatic and

cost analyses, the commissioner determines that the budgeted

incremental operating costs are more than 7.5 percent of base year

reimbursable operating costs for the rate(s) and rate year being

appealed, a facility shall be reimbursed as follows:

	

(a) Net incremental costs, which are based on budgeted data, shall

be determined by the commissioner after programmatic and cost

analyses.

	

Such analyses shall include, but not be limited to, a

facility-wide review of cost centers directly and indirectly

affected by the approved CON project. Such analyses shall result

in a determination which limits budgeted costs as follows:

(1) Net increases in staffing shall be evaluated in accordance

with the department peer group guidelines. For the purpose of

establishing peer group staffing guidelines, at least the

following general criteria shall be considered:

i number of certified beds;
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86 -1.17 (1, 89)
Attachment 4:1 9 -A
Part

(ii) allocation statistics appropriate t o each Cost center or

unit of service; and

(iii) number of full-time equivalents (FTE's) per each cost

center or unit of service.

Based on the groups established pursuant to the above, the

commissioner shall develop staffing guidelines which shall be the

average of staffing within a group for each cost center or unit

of service. The guidelines developed through this process in

conjunction with the-programmatic review shall be used to

evaluate the appealing facility's requested FTE complement per

cost center or unit of service.

(2) Nonsalary reimbursable operating costs shall be limited to

the facility 's base year unit costs or, if these are not

available, to group average unit costs, trended forward to the

respective rate year by the trend factor established according

to section [86-1.15] 86 - 1.58 of this Subpart, multiplied by the

appropriate budgeted statistics.

(3) Energy costs shall be reimbursed in full if the facility can

document that it has:

(i) performed an energy audit pursuant to the guidelines of

	

the State Energy Office in the

	

"Energy Audit Report, EA-1 10-80

(revised as of October 1980), General
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Instructions, Grant Programs for Schools and Hospitals and

Buildings Owned by Units of Local Government and Public Care

institutions" and the accompanying Energy Audit Report, which

are hereby incorporated by reference. Copies of the Energy

Audit General Instructions and Report may be obtained from the

New York State Energy Office, Empire State Plaza, Agency

Building 2, 20th Floor, Albany, New York 12223. A copy is

available for inspection and copying at the Records Access

Office of the New York State Department of Health, Erastus

Corning 2nd Tower, Empire State Plaza, Albany, New York 12237,

and at the New York State Department of State, 162 Washington

Avenue, Albany, New York 12231: and

(ii) adhered to Subchapter C, Chapter 2, Subtitle BB of Title

9 NYCRR (New York State Lighting Standards), as adopted by the

New York State Energy Office on September 16, 1980, hereby

incorporated by reference with respect to any new construction

which is the subject of an appeal hereunder.
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(4) If compliance with the above energy standards has not-been
documented, then energy costs shall be limited to the base year
costs trended forward to the respective year by the trend factor
established pursuant to section [86-1.15] 86-1.58 of this
Subpart, multiplied by the appropriate budgeted statistics.

(b) reserved

(c) reserved

(d) reserved

(e) reserved
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(6) reserved
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(9) reserved
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86-1.17 (1/89)

Attachment 4..19-A

Part I

(c) An application by a medical facility for review of a certified rate is

to be submitted on forms provided by the department and shall set forth the

basis for the appeal and the issues of fact. Documentation shall accompany,

the application, where appropriate, and the department may request such

additional documentation as determined necessary.

	

(1) The affirmation or revision of the rate upon such staff review shall

be final, unless within 30 days of its receipt a hearing is requested, by

registered or certified mail, before a rate review officer on forms

supplied by the department.

	

The request shall contain a statement of the

factual issue's to be re-
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solved.

	

The facility may submit memoranda on legal issues which it deems

relevant to the appeal.

(2) Where the rate review officer determines that there is no factual

issue, the request for a hearing shall be denied and the facility notified

of such determination. No administrative appeal shall be available from

this determination. The rate review officer, where he determines that

there is factual issue, shall issue a notice of hearing establishing the

date, time and place of the hearing and setting for the factual issues as

determined by such officer. The hearing shall be held-in conformity with

the provisions of section 12-a of the Public Health Law and the State

Administrative Procedure Act.

(3) The recommendation of the rate review officer shall be submitted to

the Commissioner of Health for final approval or disapproval and

recertification of the rate where appropriate.

(4) The procedure set forth in this subdivision shall apply to all

applications for rate reviews which are pending as of April 1, 1978. Rate

IS%s

	

appeals filed prior to April 1, 1978 will not be required to be resubmitted

subsequent tor April 1, 1978.

r', -3r

(d) Reserved

CD

M

	

(e) In reviewing appeals for revisions to certified rates, the commissioner

G may refuse to accept or consider an appeal from a medical facility:

(i) pr^vid rq an unacceptable 'evel of care as determined after review
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(2) operated by the same management when it is determined by the

department that this management is providing an unacceptable level of care

as determined after review by the State Hospital Review and Planning

Council in one of its facilities;

(3) where it has been determined by the commissioner that the operation

is being conducted by a person or persons not properly established in

accordance with the Public Health Law; or

(4) where a fine or penalty has been imposed on the facility and such fine

or penalty has not been paid.

	

In such instances subdivision (d) of this

section shall not be effective until the date the appeal is accepted by

the commissioner.

(f) Any medical facility eligible for title XVIII (Medicare) certification

providing services to patients insured under title XIX which is not, or

ceases to be, a title XVIII provider of care shall have its current

reimbu sement rate reduced by 10 percent. This rate reduction shall remain

in effect until the first day of the month following -certification of such

a provider by the title XVIII program. Such rate reductions shall be in

addition to any revision of rates based on audit exceptions.
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Attac

	

t 4.19-APart I86-1.18

	

tes for services . (a) The State C issi r of Health shall, in

certifying schedules for gove rnment payments to hospitals, separately identify

all-inclusive prospective rates for inpatient services,

	

r

	

y services,

clinic services and such other services for which a s eparate rate is

appropriate by the commissioner.
(b) Payment for newborns shall be de at one third of the mother's rate.
(c) The State Commissioner of Health shall, in certifyi ng s

gover nt Payments to. hospitals, establish one ail-iQclusi Provg4 rate

	

for inpatient hospital care to reflect the services Provided

	:
f

	

.tv .

	

possessing a valid operating certificate. In addition, the c

	

ssic I•.,

identify and certify all- inclusive prospective rates for emergency

clinic services and for such other services as deemed appropriate.
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Section 86-1..9

	

Rates for medical facilities without adequate

	

cost experience. (a) This subdivision shall apply where the fiscal

	

and statistical data of the facility are unavailable through no fault,
of the provider or its agents, and due to circumstances beyond its
control, or when there is a new facility without adequate cost
experience, or when there is a new service for which there is a discrete
rate and which is without adequate cost experience.

(b) The rates certified for such medical facilities or approved
services as set forth In subdivision (a) of this section, shall be
determined on the !:"is of generally applicable factors, including but
not limited to the following:

(1) the isual and customary rates, for comparable services,
in the geogra . is area;

(2) satisfactory cost projections;

C3) al_owable actual expenditures; and

(4) an =:ticipated utilization of no less than the average
for the gecgramaic area or the minimums established in this Part,
whichever is ;-eater.

(d) All fates of reimbursement certified pursuant to this section
shall be subject to audit pursuant to section 86-1.8 of this Subpart.

	

.After audit, the facility shall receive a rate based upon actual
allowable costs :..c.:.=red during the rate period, consistent with the
provisions of _h-'_s Subpart.
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Attaclunent 4.19-A
Part ISection.86-1.20 Less expensive alternatives. Reimbursement forthe cost of providing services may be the lesser of the actual costsincurred or those costs which could be reasonably, anticipated if suchservices had been provided by the operation of joint central servicesor use of facilities or services which could have served as effectivealteraktiv or substitutes for the whole or any part of such service.

	

In this respect, the chief executive officer of a amdical facility willbe required to submit to the State Department of Health as an attachmentto the uniform financial report, effective with report periodsbeginning on or after January 1, 1977, an affidavit delineating themedical facility's practices of pursuing joint central services or lessexpensive alternatives. There must be a letter accompanying theaffidavit, reflecting the health systems agency's acknowledgment thatthey have received such affidavit.
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Attachment 4.19-A
Part ISection 86-1.21 Allowable costs. (a) To be considered as

allowable in determining reimbursement rates, costs must be properly
chargeable to necessary patient care. Except as_.otherwise provided in
this P"t, or in accordance with specific determination by the
co ' sioner, allowable costs shall be determined by the application
of the principles of reimbursement developed for determining payments
under the title XVIII (Medicare) program.

(b) Allowable costs may not include costs for services that have
not been approved by the commissioner.

(e) Allowable cost shall include a monetary value assigned to
services provided by religious orders and for services rendered by an
owner and operator of a facility.

(d) Allowable costs may not include amounts in excess of
reasonable or max i m title XVIII (Medicare) costs or in excess of
customary charges to the general public. This provision shall not applyto services furnished by public providers free of charge or at a nominalfee.

(e) Allowable costs shall not include expenses or portions ofexpenses reported by individual facilities which are determined by thecommissioner not to be reasonably related to the efficient productionof service because of either the nature or amount of the particularitem.

(f)-. Any general ceilings applied by the commissioner, as toallowable costs in he computation of reimbursement rates, shall bepublished in a hosp := al memorandum or other app:cpriate manner.
(g) [Reserved]

.(h) Allowable costs shall not include costs which principallyafford diversion, en_ertainment or amusement to their owners, operatorsor employees.

(i) Allowable costs shall not include any interest charged orpenalty imposed. by governmental agencies or courts, and the costs ofpolicies obtained solely to insure against the imposition of such apenalty.

(j) Allowable casts shall not include the direct or indirect costsof advertising, public relations and promotion except in thoseinstances where the advertising is specifically related' to theoperation of the facility and not for the purpose of attractingpatients.

(k) Allowable casts shall not include costs of contributions orother payments to political parties, candidates or organizations.
(1) Allowable costs shall include only that portion of the duespaid to any professio nal association which has been demonstrated, tothe satisfaction of the commissioner, to be allocable to expendituresother than for ;ublic

	

relations,

	

advertising and politicalcontributions. Any such costs shall also be subject to any costceilings that may be promulgated by the commissioner pursuant tosubdivision (f) of this section.
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(M) [Reserved]

(a)

	

Allowable costs shall not

	

any element of cost, asdetemined by the commissioner, to have be created by the sale of amedical' facility.

I
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Section- S6-1.22 Recoveries of expense. Operating costs shall bereduced by the cost of services aid activities which are not properlychargeable to patient care. In the event that thz State Commissionerof Health determines that it is not practical to establish the costsof such services and activities, the income derived therefrom may besubstituted for costs of these, services and activities. Examples ofactivities and services covered by this provision-include:

(a) drugs and supplies sold for use outside the medical facility;
(b) telephone and telegraph services for which a charge is made;
(c) discount on purchases;

(d) living quarters rented to employees;

(e) employee cafeterias;

(f) meals provided to special nurses or patients' guests;
(g) operation of parking facilities for community convenience;
(h) lease of office and other space of concessionaries providingservices not related to. edical service;

(i) tuitions and other payments for educational service, room andboard and other services not directly related to medical service.

A 986x__ __._.
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86-1.23 Depreciation. (a) Reported depreciation based on historical cost is
recognized as a proper element of cost. Useful lives shall be the higher of the
reported useful life or those useful lives from the Estimated Useful Lives ofDepreciable Hospital Assets, 1983 edition, American Hospital Association,consistent with title XVT1j provisions. This renula}.inn is offee-tiva fnrdepreciable assets purchased on or after January 1, 1978. Copies of thispublication are available from the American Hospital Association, 840 North Lake
Short Drive, Chicago, IL 60611, and a copy is available for inspection and copying
at the offices of the records access officer of the Department of Health, Corning
Tower, Empire State. Plaza, Albany, NY 12237.

(b) In the computation of rates effective January 1, 1975 for voluntaryfacilities, depreciation shall be included on a straight-line method on plant and
nonmovable equipment. Depreciation on movable equipment may be computed on astraight line method or accelerated under a double declining balance orsum-of-the-years' 'digit method. Depreciation shall be funded unless theCommissioner of Health shall have determined, upon application by the facility,
and after inviting written comments from interested parties, that the requested
waiver of the requirements for funding is a matter of public interest and

	

necessity. Effective with the fiscal year starting on or after January 1, 1981
in instances where funding is required (that being the transfer of monies to the
funded accounts), depreciation on major movable equipment shall be funded in the
year revenue is received from the reimbursement of each expense and in the amount
included in reimbursement for that year. In instances where funding is required,
such fund may be used only for capital expenditures with approval as required for.
the amortization of capital indebtedness. Funding for plant and fixed equipment
shall mean that the transfer of monies to the funded accounts shall occur by the
end of the fiscal period in which the depreciation is recorded. Board- designated
funds and the accrual of liabilities to the funded depreciation accounts 'dueto/from accounts) shall not be recognized as funding of depreciation. Deposits
to the funded depreciation accounts must remain in such accounts [for six months
or.more] to be considered as valid funding transactions unless expended for the
purposes for which it was funded.

(c) In the computation of rates effective January 1, 1975 for publicfacilities, depreciation is to be included on a straight-line method on plant and
nonmovable equipment. Depreciation on movable equipment may be computed on astraight-line method or accelerated under a double declining balance orsum-of-the-years' digits method.

(d) In the computation of reimbursement rates for proprietary facilities,depreciation is to be computed on a straight-line basis on plant and nonmovableequipment. Depreciation on movable .equipment may be computed on a straight-line
method or accelerated under a double declining balance or sum-of-the-years' digits
method.
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(e) Medical facilities financed by mortgage loans pursuant to the Nursing HomeCompanies Law or the Hospital Mortgage Loan Construction Law shall conform to therequirements of this Subpart. In lieu of depreciation and interest, on this loanfinanced portion of the facilities, the State Commissioner of Health shall allowlevel debt service on the mortgage loan, for all loans approved for financing

	

prior to January 1, 1990, together with such required i'ixeu char-yes, sinRiny fundsand reserves as, may be determined by the Commissioner as necessary to assurerepayment of mortgage indetedness. For loans approved for financing on or afterJanuary 1, 1990, medical facilities shall receive reimbursement in the form ofinterest and depreciation in accordance with the remainder of this Subpart.
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Section 86 - 1.24 Interest. (a) Necessary interest on both

current and capital indebtedness is an allowable cost for all medical

facilities.

(b) To be considered as an allowable cost, interest shall

be incurred to satisfy a financial need,' and at a rate not in excess of what

a prudent borrower would have had to pay in the money market at the time the

loan was made. Also, the interest shall be paid to a lender not related

through control, ownership, affiliation or personal relationship to the

borrower, except in instances where the prior approval of the Commissioner

of Health has been obtained. Financial need for capital indebtedness

relating to a specified project shall exist when all available restricted

funds designated for capital acquisition of that type have been considered

for equity purposes.

(c) Interest expense shall be reduced by investment income

with the-exception of income from funded depreciation, qualified pension

funds, trusteed malpractice insurance funds, or in instances where income

from gifts or grants is restricted by donors. Interest on funds borrowed

-U from a donor restricted fund or funded depreciation is an allowable expense.

Investment income shall be defined as the aggregate net amount realized from

, L j dividends, Interest, rental income, interest earned on temporary investment

of withholding taxes, as well as all gains and losses. If the aggregate net

it amount realized is a loss, the loss shall not be - allowable.- Rate year

investment income shall reduce rate year interest expense allowed for

-- reimbursement as follows:

I (.)

fib for all medical facilities, investment income shall
cv

I
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(ii) any remaining amount of investment income, after

application of paragraph (i) shall be used to reduce capital interest

expense reimbursed that year for medical facilities- and

(iii) any remaining amount of investment income after

application of paragraph (ii) shall not be considered in the determination

of allowable costs.

(d) Interest on current indebtedness shall be treated and

reported as an operating, administrative expense.

(e) Interest on capital indebtedness is an allowable cost

if the debt generating the interest is approved by the commissioner, incurred

for authorized purposes, and the principal of the debt does not exceed either

he approval of the commissioner or the cost of the authorized purposes.

Eapital indebtedness shall mean all debt obligations of a facility that are:

a

1

	

(1) evidenced by a mortgage note or bond and secured by a
s^ CJ
J

	

mortgage on the land, building or nonmovable equipment; a note payable

secured by the nonmovable equipment of a facility; a capital lease;

r••

(2) incurred for the purpose of financing the acquisition,.

I construction or renovation of land, building or nonmovable equipment;

(3) found by the commissioner to be reasonable, necessary

C 1) and in the public interest with respect to the facility.

	

Interest related
C)

to refinancing indebtedness shall be considered an allowable cost only to
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the extent that it is payable with respect to an amount equal to the unpaid

principal of the indebtedness then being refinanced. However, interest

incurred on refinanced debt in excess of the previously unpaid balance of

the refinanced indebtedness will be allowable on acceptance demonstration

to the Commissioner of Health that such refinancing will result in a debt

service savings over the life of the indebtedness; or

(4) incurred for the purpose of advance refunding of debt.

[losses] Gains and losses resulting from the advanced refunding of debt shall

be treated and reported as a deferred charge or asset. This deferred charge

or asset is to be amortized on a straight -line basis over the period to the

scheduled maturity date of the refunding debt.
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(f) Where a public finance authority has established amortgage rate of interest such that sufficient cash flows exist to retirethe mortgage prior to the stated maturity, the amount of the mortgage to beforgiven, at the time of such forgiveness, shall be capitalized as a deferredasset and amortized over the remaining mortgage life, as a reduction to thefacility's capital expense.

(q) Voluntary facilities shall report mortgage obligations,financed by public finance authorities for their benefit and which they areresponsible to repay, as liabilities in the general fund, when such mortgageobligations are incurred.
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Section 86 - 1.25

	

Research.

	

(a)

	

All research costs shall be
excluded from allowable costs in computing reimbursement rates.

(b) Research includes those studies. and projects which have as
their purpose the enlargement of general knowledge and understandings,
are experimental in nature and hold no prospect of immediate benefit

	

to the hospital or its patients.
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Attachment 4.19-A
Part I	Sect ion 861.26 Educational activities. The costs of educationalactivities less tuition and supporting grants shall be included in thecalculation of the basic rate provided such activities are directlyrelated to patient care services.
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Section 86-1.27' Compensation of" operators and relatives ofoperators.--'(a) Reasonable compensation for operators or relatives ofoperators for services actually performed and required to be performedshall be considered as an allowable cost. The amount to be allowed
shall be equal to the amount normally required to be paid for the sameservice provided by a nonrelated employee, as determined by the StateCommissioner of Health. Compensation shall not be-included in the ratecomputation for any services which the operator or relative of theoperator is not authorized to perform under New York State law andregulation.

(b) Any amount reported as compensation for services rendered byan operator or relative of an operator shall not be allowed in excessof the maximum allowance for full time services in carrying out hisprimary function.

(c) For purposes of subdivision (a) of this section, indetermining a reasonable level of compensation for operators orrelatives of operators, the commissioner may consider the quality ofcare provided to'patients by the facility during the year in question.
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Part I

Section 86-1.28 [Costs of related] Related organizations. (a) A related

organization shall be defined as any entity which the medical facility is

in control of or is controlled by, either directly or indirectly, or an

organization or institution whose actions or policies the facility has the

power, directly or indirectly, to significantly influence or direct, or a

special purpose organization, or where an association of material interest

	

exists in an entity which supplies goods and /or services to the medical

facility, or any entity which is controlled directly or indirectly by the

immediate family of the operator. Immediate family shall include each

parent, child, spouse, brother, sister, first cousin, aunt and uncle, whether

	

such relationship arises by reason of birth, marriage or adoption. A special

purpose organization shall be defined as an organization which is established

to conduct certain of the facility's patient-care - related or

	

non-patient -care-related activities. The special purpose organization shall

be considered to be related if:

CL,

2

	

I

	

(1) the facility controls the special purpose organization

=--'

	

through contracts or other legal documents that allow direct authority over

the organization's activities, management and policies;or

t

(2) the facility is for all practical purposes, the sole

	

beneficiary of the special organization's activities. The facility shall

be considered the special purpose organization's sole beneficiary if one or

more of the three following circumstances exist:

i

	

(i) a special purpose organization has solicited funds in

the name of and with the expressed or implied approval of the facility, and

t/D

	

substantially all the funds solicited by the organization were intended by
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Part I

	

the contributor or were otherwise required to be transferred to the facility

or used as its discretion or direction:

(ii) the facility has transferred some of its resources to

a special purpose organization, substantially all of whose resources are held

for the benefit of the facility: or

(iii) the facility has assigned certain of its functions

(such as the operation of a dormitory) to a special purpose organization that

is operating primarily for the benefit of the facility.

(b) The costs of goods and/or services furnished to a medical

facility by a related organization are included in the computation of the

basic rate at the lower of the cost to the related organization or the market

price of comparable goods and /or services available in the medical facility's

region within the course of normal business operations.

(c) If the medical facility has incurred any costs in

connection with a related organization, the final payment rate shall include

the costs of. such goods and/or services.

9 2
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Attachment 4. 19-A
Part I

Section 86-1.29 Return on investment. (a) In computing the allowable
costs of a proprietary medical faci lity, there shall be included an allowance
of a reasonable return.on the average equity capital r epresentingate investment
by owner used for the provision of patient care. The percentage to be used
in c uting the allowance shall be a rate determined annually by the commis-
sioner

	

reasonably related to the then current money market.
(b) Equity capital is the net worth of the provider adjusted for those

assets and liabilities which are not related to the provision of patient care.
Equity capital consists of the"provider's investment in plant, property and
equipment, net of depreciation, and working capital for necessary and proper
operation for patient care activities.
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Part I

Section 86-1.30 Capital cost reimbursement. The capital cost of a facility

for purposes of-determining and certifying the capital cost component of a

rate shall be determined and computed in accordance with the provisions of

s-ecti-ons-86--i:2-3, 86-1-.24 86-1.29, 86-1.=59 of--this----Subpart and--be-certified------

and audited as actually having been expended; provided., however, that:

(a) with respect to a facility for which a rate has been

determined and certified by the Commissioner of Health prior to March 10,

1975, the Commissioner of Health may continue such method and computation

of such rate or make such modifications and changes to lower such rate as

in his judgement are necessary and proper and in the public interest; and

(b) with respect to a facility which has been established

by the Public Health Council, and for which a rate has not been determined

and certified by the Commissioner of Health prior to the effective date of

this section, and a legally binding arms length lease was the basis for the

establishment approval granted by the Public Health Council, the

Commissioner of Health may determine and certify a rate on the basis of such

lease. A lease with a related organization described in subdivision (a) of

section 86-1.28 of this Subpart shall be deemed to be a non-arms length

lease.

(c)(1) The provisions of this section shall not apply to any

facility which, as of the effective date of this Subpart, is located in and

operated from leased space pursuant to a lease:

(i) which was entered into and approved for reimbursement

prior to March 10, 1975;

2
a,

t--
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(ii) which the commissioner finds to be bona fide, valid and

noncancelable;

(iii) the terms of which the commissioner finds to be fair and

reasonable; and

(iv) the payments, or portion thereof made pursuant to which, are found

	

by the commissioner to be the proper basis for reimbursement of capital

cost paid to such facility pursuant to article 28 of the Public Health

Law prior to March 10, 1975;

(2) The capital cost component of any facility within the provisions of

paragraph (1) of this subdivision shall consist of a payment factor

sufficient to reimburse the facility for the total payments required under

the base thereof to the extent approved by the commissioner pursuant to

paragraph (1) of this subdivision.

(d1- In the computation of rates for voluntary medical facilities which are

rented from proprietary interests, capital reimbursement shall be computed

as if the facility were - operated under proprietary sponsorship, except where

the realty was previously owned by the voluntary medical facility, or where

the proprietary interest has representation on the board of directors of the

voluntary medical facility.
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(f) Any capital expenditures associated with non -arms length

leases shall be approved and certified to, if reouired under the hospital

certificate of need process. In the computation of reimbursement for

non-arms length. leases, the capital cost shall be included in allowable costs------

	

-
only to the extent that it does not exceed the amount which the facility
would have included in allowable costs if it had legal title to the asset

(the cost of ownership), such as straight- line depreciation, insurance, and

interest. Accelerated depreciation on these assets may not be included in

allowable costs under any circumstances.
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Sect.ioa•86 - 1.31 Termination of service. The Division of HealthCare Financing in the Department of Health shall be notified immediatelyof the deletion of any previously offered service.- or of the withholdingof services from patients paid for by government agencies. Suchnotification shall include a statement indicating the date of thedeletion or the withholding of such service and the cost impact on themedical facility of such action. Any overpayments by reason of suchdeletion of previously offered service shall bear interest and besubject to penalties both in the manner provided in section 86-1.8(f)of this Subpart.
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Section 86-1.32

	

Sales,

	

leases and realty
t'.ran3ac_t 1,)'?5+.

	

'a)

	

if a medical f.aC :11:'r is r'_ o:,J or 1eacFd o 2' 1.9

the subject of any other realty transaction before a rate for the

	

facility has been determined and certified by the Commissioner of
Health, the capital cost component of such rate shall, be determined
in accordance with the provisions of sections 86-1.23, 86-1.24,
86-1.29 and 86-1.30 of thin Siibpart.

(b) If a medical facility is sold or leased or is
the subject of any other realty transaction after a rate for the
facility has been determined and certified by the commissioner, the
capital cost component of such rate shall be considered to be
continuing with the same force and effect as though such sale,
lease or other realty transaction had not occurred. This
subdivision shall not be construed ad limiting the powers and
rights of the commissioner to change rate computations generally
under section 86-1.30 of this Subpart, or specifically when based
upon previous error, deceit or any other misrepresentation or
misstatement that has led the commissioner to determine and certify
a rate which he would otherwise not have determined or certified.
Further, this subdivision shall not be construed as limiting the
powers and rights of the commissioner to reduce rates when one or
more of the original property right aspects related to such a
facility is terminated.

(c) - If a facility enters into a sale and
leaseback agreement with a nonrelated purchaser involving plant
facilities or equipment prior,. to October 23, 1992, the incurred

	

rental specified in the agreement is includable in allowable costs'
if the following conditio nR are met:

1 Included in rates of payment effective c n and after October
23, 1993. TN

	

^- 4

	

Approval -Date

	

' 10

P.e2



,Feb 10, 1994 05:03PM

	

4 TO 8

	

13--212264

	

P-03

New York
76 (a)

	

a6='_.^2 (12/93)

	

Attachment 4.19 -A
Part I

1(i)](1) the rental charges are reasonable basedon consideration of rental charges of comparable equipment andmarket conditions in the area; the type, expected life, conditionand value of the equipment rented and other provisions of therental agreements:

( (ii)]1 1 adequate alternate equipment which wouldserve the purpose are not or were not avdilable at lower coat; and

f(iii)](3) the leasing was based on economic andtechnical considerations.

((iv)] l If all cif these conditions are not met:,
the allowable rental cost shall not exceed the amount which the
provider would have included in reimbursable costs had he retained
legal title to the equipment, such as interest, taxes,depreciation, insurance and maintenance costs.

[ (v) 1 If a facility enters into a sale and
leaseback agreement with a nonrelated purchaser involving land, the
incurred rental for the cost of land is not includable in allowable
cc,sr a .

(d) An arms length lease purchase agreement with a
nonrelated lessor involving plant facilities or equipment entered
into on or after October 23, 1992 which meets any one of the. four
following conditions. estahii.hes the lease as a virtui al purchase.

(1) The lease trans -fern title of the facilities or
equipment to the lessee during the lease term.
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Part 2

(2) The_lgase contains a bargain pur hase_ontioii_

(3) The lease term iA at _leash 7^e cent. of theuseful life of the facilities or equipment. Thls provision is not	applicable if the lease begins in the last 25ope cent of the usefulli fe of Jhe faci i ies o r eguioment .

(4) - The present value of the minimum leasepavmentp (pavmente to be made during the lease term includi gbargain purchase option guaranteed residual value and penaltiesfor failure to renew) equals at least 90 percent of the fair markervalue of the leased property. This provision is not anpl-icable ifthe lease begins in the last 25 percent of the useful life of thefacilitios or ectuipment.

	

Preacnt value is .computed uaing thelessee's incremental borrowing rate. unless the interest rateimplicit in the lease is known and is less than the lessee'sincremental borrowing rate. in which case the interest rate_implicit in the lease is used.

(e) if a lease is established as a virtualpurchase under subdivision (d) of this section the rgntal chargeis includable in capital-related costs' to the extent that it doesnot. Pax eed the amount that. the provider would have i-ri2] uded incapital-related sous if it had legal title to the asset (the cost
of ownership) The cost of ownership shall be limited todepreciation and interest. Further, the amounts to be included incapital-related costs are determined as follows:

ti) The difference between the amount of rent paid
and the amount of rent allowed as capital-related coats - iscunt idered a deferred charyp and is capitalized as Dart of thehistorical cost of the asset wben the assetis.purchased.

1 Included-in rates of payment effective on and after October23, 199 4 ..
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(2) If an asset is- returned to the owner-in tead
-wLr

	

5 e d

	

p deferrr-d r-h te raybe i.n	j^ 3 _ ., r	tal
related costs in the year the asset i s returned-

_(3) I f the term j xt e-nde . 2 r an
additional period of time at a reduced lease cost and the.option to
purchase still exists, the deferred charge may be included incapital - related coats to the extent, of increasing the reducedrental an amount not in excess of the cost of ownership.

(4) If the term of the lease is extended for an
additional period of time at a reduced lease cost and the option to
purchase no longer exists, the deferred charge may be included in
capital-related costs to the extent of increasing the reduced
rental to -a fair rental value.

(5) if the lessee becomes the owner of the leased
asset (either by operation of the lease r by other means), the

	

amount considered as deprecation for the purpose of having
crmot:red the limitation can rental charges under subdivision (e) of
this section.,-must be used in calculating the limitation on
adjustments for the purpose of determining any gain or loss u Ron
disposal of an asset.

(6) In the aggregate, the amount of rental or
lease costs included in capital-related -cost s may not exceed the
amount of the costs of ownership that th provider could have
included in capital related costs had the orovider-legal title to
the asset.
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(f) - I f a facility enters-into _a sa.e and .lease) ack
agreement involving plant facil}U-jes--2r, equi-pment__yn or after
October 23, 1992, the amounts to be i:z_^-luded in capital-related

	

costa' both on an annual basis and over the useful life'of the

	

asset shall not ^xcPRd the costs of ownership which shall be
limited to depreciation and interest, and shall be determined as
follows

(1) If the annual rental or lease costs in the
early years of the lease are less than the annual costs of
ownership, but in Lhie later years of the lease the annual rental yi
lease costs are more than the annual costs of owne'rehip in the
years that the annual rental or lease costs are more than the
annual costs of ownership, the facility may include Ji capital-_

	

related costs annually the actual amount of rental or lease costs,
except that in any given year, the amount included ir. capital
related costs is limited to an amount which would not cause the

	

.4agreaate rental or lease costs included up to that year in
capital-related costs to exceed the costs cf ownership that would

	

have been included in capital-related costs up to that year if the
provider had retained legal title to the aset.

(2) If the annual rental or lease costa in the
early years of the lease exceed the annual costs of ownership, but

	

in the later vearc of the lease the annual -rental or lease costs
are less than the annual costs of ownership, the facility may carry
forward amounts of renta l or lease costs that,. _were not included in
capital-related costs in the early years of the lease due to the
costs of ownership limitation, and include these amounts in
capital-related costa in the years of t.hn 1Passe when the annual

	

rental or lease costs are less than the annual costs of ownership,

	

provided, however, in any given year the amount. of actual annual
rental or lease costs pius__the amount carried forward co chat year

New York

' Included in rates of payment effective on and after October
23, 1993.
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Ty not exceed the amount of the costs of ownership for that-year

(3)

	

In the acjgreaate

	

it he mc,un: o _rc^ ,t_al or
F_usF, c2 c.__

	

adE_d in v ital - Yo lare rc>a' n m? ^ rot exceed th
ar.1o'unt of thE' costs _of ownership that. th.P._ roy c;e?f !'C^l11G1 :ld^!!r

	

included in capital. related costs if--r-he _ ovider ..had reta ned
legal. titl<_ to the aeeet.

(4) If a facility enters inuc; a sale and
leaseback _acreement involving land, the inc rred rental tar. th

	

e
cost of land is not includable in allowable costs.
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Part ISection 86 -1.33 Hospital Closure/Conversion Incentive Programs.

_(a) Hospital Closure Incentive Program.

	

To reduce excess beds by
encou

ospi als, tHe Commissioner of Health may
consider proposals by hospitals which mutually agree that one or more
of the hospitals in the group shall close. The plan must be approved
by the appropriate health systems agency prior to submission to the
Commissioner of Health. The variable costs associated with the closed
facility or facilities (which include personnel costs) shall become
part of the operating expenses of the remaining facilities in the group.
The Commissioner of Health may consider a reasonable incentive
structure for increased ,costs of the __remaining --facilit-fes -3 --coupled
with a strict attrition program that would, within a reasonable period
of time, assure a return to an appropriate level of staffing.

(b) Hospital Conversion Incentive Program. (1) To encouragehospitals to reduce excess acute care beds by substantially

	

reducing the certified capacity or by converting a substantialnumber of such beds to a level of care for which the commissionerhas determined a need exists, the commissioner may considerproposals by one or more hospitals which provide for thesubstantial reduction of acute care beds. Each facilityundergoing conversion of beds must submit an individual proposal.The proposal must be reviewed by the appropriate health systemsagency prior to submission to the commissioner. The variable costsassociated with any layoffs at the converting facility may becomepart of the operating expenses of the converting facility or theother facilities which are the subject of the proposal. Thecommissioner may consider a reasonable incentive structure forincreased costs of the converting facility or the other facilitiesif coupled with a strict attrition program that would, within a

	

reasonable period of time, assure a return to an appropriate levelof staffing.

(2) Paragraph (1) of this subdivision shall not apply in thecase of a conversion caused by•a determination under section2806(6) of the Public Health Law, or where the commissioner findsthat a conversion is entered into primarily to avoid the impositionof a utilization penalty.
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Pilot reimbursement projects.

	

(a)

	

The
_Co issionex of Health may waive the requirements of this Subcar_ to
effect ttm devvtopmear -at a

	

Iona

	

now edge and experie-ce in
differenz

	as of reimbursement mechanisms, contingent upon the
approval of the United States Department of Health, Education and
Welfare,

	

subject to the provisions of section 222(a) of the Social
Security Act.

(b) Individual hospitals or groups of hospitals shall enter into
such ventr.: with the understanding that the reimbursement --reneived-
over the l

	

-this

	

lotpi

	

project-'-shall be as defined --'- the
experiment.
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86-1.37 Fund a °nistration. (a) The commissioner or his designee shall create

and administer the following pools of funds in each region defined in this

section: a. ficially distressed hospital pool which will be funded by thg

allowances provided in section

	

86-1.11(g)(8) of the

	s
These pools shall be establis hed for each of the foll

	

r

	

:

Long Island (Nassau and Suffolk Counties);' New York City (RichnwA.

	

tt , .

Bronx, Queens and Kings Counties); Northern Metropolitan (

	

,

	

,•

Ulster, Sullivan, Orange, Dutchess, Put nam, Rockland

	

Westchester Cimmiq4t);

Northeastern Blue Cross Region; Utica/Watertown Blue Cross R a gla n ;
Cross Region; Rochester Blue Cross Region; Western Blue Cross

	

itals

not participating as of December 31, 1985 in the regionalcharity
care pools established pursuant to section 86-1.11 of this Subpart and:mo.
exempt from the provisions of section 2807 -a of the Public Health
assigned to a region for purposes of calculati ng the

	

debt charity can sM-an

percentage and making distributions from such pool pursuant to subdivision (p)

of section 86-1.11 of this Subpart. Assignment to a region shall be
but not limited to the following factors:

;1) Numbe rs and types of hospitals within the region -and

	

(2) Geographical proximity of the hospital requiring such assi

	

t to a
particular region.

(b) monthly, each of the major third -party payors (Medicare, Medicaid and
article 9C and article 44) will issue separate checks based upon the
allowances to the pool administrator for each region, based on inpatient
hospital claims with a service date on or after January 1, 1983 which were paid
for the preceding monthy: one for the financially distres sed hospital pool,and one for the bad debt/charity care pool.(c) reserved

(i) reserved
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category. For 1984 and 1985 the proxy for the "all other payo -r" categoryshall be similarly computed using the facility's 1983 and 1984 RCCAC logs,

	

respectively. The facility shall pay to the pool administrator the regionalallowances based upon these proxies on a monthly basis, by issuing threechecks, one for each pool. Payments for January, February and March of 1983must be submitted to the pool administrator on or before July 31, 1983.Payments for the months thereafter shall be submitted on or before the 20thday of the fourth month following the calendar month to which the paymentapplies.

	

The January and February payments to be made to the pooladministrator on or before May 20th and June 20th of each year shall be basedupon the previous year's proxy. The methodology used to determine the proxyfor the 1983, 1984 and 1985 payments received for the "all other payor"category shall not thereafter be adjusted to actual using cash receipts.However, on or about July 1, of each year when the previous year's RCCAC databecomes available, facilities shall recalculate their annual liability forpool contributions for the previous year using this data. This recalculatedamount shall also represent a new estimated liability for the current year.Facilities shall compare the newly calculated annual liability for theprevious year to
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(d) Concurrent with the submission of pool contribution chaks.
it l

submit to the pool administrator, information fort mall other payorktatepry

of the facility's RCCAC logs regarding patient days, gross cherges,. nompatimt

care gross charges, such as tele phone, television

	

personaland

	

it

inpatient bad debt and charity care at gross charges, and

	

to recei

	

f

billings to Workers' Compensation, No-fault $ and other per dim

	r
s
.
_
.

included in the m all other payor'm category, t ogether with such other information

as shall be de emed necessary by the commissioner or his designee, to fy the
iamounts due the pools.

(e) If any hospital shall fail to t imely file rits or submit checks in

accordance with subdivision

	

(d) of this section, then

	

distribution

of any funds to such hospital

	

will be withheld until such t ime

	

the reports
and checks are appropriately su bmitted by such hospital. In addition, in the

event that a hospital will have 30 days from the date of receipt of notification

to provide the required reports and checks. Failure to file the r eports and

checks within this 30-day time period will result in the withholding of 10

percent of that hospital's payments from all major third-party payers until such

time as the required reports and checks are received by the pool administrator.(f) The commissioner or his designee shall receive and invest funds for the

aforementioned pools and distribute such funds according to ,ivis

	

'
(g) of sections 86-1.11 and 86-1.36 of this Subpart. Ours the distribution

of funds is not dependent on the processi ng of

	

application for the
the. administrator of the pool will distribute any available funds to- hospitals

by the tenth business day of the month following the month in which such fimids

were received from the major third-party payors will be made on or before march

14, 1983.

(g) During 1983 in the initial funding process of the pools, the immediate
demand for funds from a particular pool may exceed the available funds in such

pool. Also, because of a lag in distribution from s

	

pools associated with

the application process, s

	

pools may have cash available beyond

	

sate

distribution needs. In order to meet distribution needs as they arise, the
commissioner or his designee, may, in 1983, all borrowing from am pool to
another within a region. in no event, however, will such borrowing

	

all
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1 from other pools in an amount in excess of project ed

	is to
paid for the year by the major third-party payors to the borrowim

	

1,
in

	

event will borrowing be permitted if it will impair the ility of the
lending pool to meet its distribution needs. All amounts borrowed shall
fully repaid during the first half of 1984.
(h) The major third-party payors shall provide t he commissioner or his des ignu,
at the t ime of check submission, with reports showing the id claim

	r

anins
including, but not limited to the name of each hospital, patient

is for Web pw#amut@.-^Iw
e.

(i) The commissioner or his designee shall retain amounts in each regidW
as are projected to be necessary to cover any payments due to third-
because of retroactive rate adjus tments.

(j) The commissioner is authorized to make contingent distributions
financially distressed hospital pool upon filing of this regulation,
hospitals participating in the transitional reimbursement program 44 of
December 31, 1982 and to such other hospitals

	

are found

	

c

	

i
to be in serious financial jeopardy, in amounts necessary to stabilize
maintain operations, taking into account available pool funds. Distributions
shall be contingent upon subsequent dete rminations by the commi ssioner of'.
hospital participation in the financially distressed hospital pool pursuant to
standards to be adopted by the State Hospital Review and Planning Counc il.
After these determinations by the commissioner, any contingent amounts to which
such hospitals are found by the commissioner to be unentitled

	

1

	

r

	

d
by the hospitals to the pool.

(k) Fund administration in 1986 and 1987 regional pools. The commissioner or
his designee shall establish and administer the pools created by the provisions
of subdivision (p) and (q) of section 86-1.11 of this Subpart according to the
criteria contained in this section applicable to the - period January I. i
through December 31-,1985, with the following exceptions for regional pools:

(1) Article 43 corporations and Medicaid shall each is

	

separate monthly
checks to the regional bad debt and charity care pools and to the regional
financially distressed facility pools..-

(2) reserved

r
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(3) Concurrent with the submission of pool contribution checks, hospitalsshall submit to the pool administrator information from the 0911 other
yore

category of the facility's RCCAC logs regarding patient days. gross charges,nonpaitent care gross charges, such

	

telephone, televoisions and personal

	

e
items, inpatient bad debt and charity care at gross charges, and pareceived from billings to rkers' Compensation , No-Fault, article 44corporations, and other per di payors not included in the "all ofcategory, together with such other information

	

s l1 be deemed cnecesiaiy by
the commissioner or his dessignee, to verify the amounts due the pools.

(4) If any hospital shall fail to t ingly file rr'ts or

	

t dodgs in-
accordance with paragraph

	

(3) of this s idsion, the ddi4ttibution
of any funds to such hospital in accordance with the distri iod s

	

e insubdivisions (p) and (q) of section 86-1.11 of this

	

shallSubpart

	

twwitMbild
until such time as the reports and checks are submitted by mch

	

itar.' In
addition, in the event that a hospital fails to timely submit

	

requiredthereports and checks, the hospital will have 30 days from

	

date of r ipt ofnotification to provide the required reports and checks. Fail

	

to file the
reports and checks within this 30-day time period will result in the

	

1of 10 percent of that hospital's payments from both major third-party payors,until such t' as the required reports and checks are received by the pooladministrator.

(5) The commissioner or his designee shall receive and invest funds for theaforementioned pools and distribute such funds according to subdivisions (p)and (q) of section 86-1.11 and section 86-1.36 of this Subpart. Where thedistribution of funds is not dependent on the processing of an application forthe funds, the administrator of the pool will distribute any available fundsto hospitals by the tenth business day of the month following the month in whichsuch funds we re received from both major third-party payors.

(6) Article 43 corporations and the New York State Dqxu-tmnt of SocialServices shall provide the commissioner or his desi gnee, at the time of checksubmission, with reports showing the paid claims by region , includinj but notlimited to the name of each hospital, patient days paid, and the

	

ateby region and by pool of the amounts for which payments to the pools are made.
(7) The commissioner or his designee shall retain ammints in each regionalpool as are projected to be necessary to cover any payments due to third-partypayors because of retroactive rate adjus tments.

(1) reserved.
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Section. 86 - 1.38 Alternative reimbursement method for mergers orcons o1idapions. As-used in this section, the term mer ger shall meanthe c
aca aci ities, licensed under article28 of the Public Health law, where such combination is consistent withthe public need, would create a new, more economical entity, reduce the

costs of operation, result in the reduction of beds and/or improve
service delivery. The provisions of this section shall apply only iffacilities seek an alternative reimbursement mechanism to complete the
merger.

	

Otherwise, reimbursement for merged facilities will be
consistent with all.other provisions of this Subpart.

(a) Application for merger. A merger shall meet all of thefollowing qualifying criteria and conditions:

(1) There is a demonstrated public need for the existinghospital service in whole or in part at the current site(s) of theapplicant. The determination of public need shall be made pursuantto section 2802 of the Public Health Law and in accordance withPart 709 of-this Title.

(2) The application must include a demonstration of overallfinancial savings that can be obtained within three years from thedate of inception. This projection of savings should demonstratereduction of overall costs for the separate entities, andreduction of gross reimbursement based on costs from third-partypayors due primarily to reduction in beds or services.'
(3) The medical facilities must demonstrate that adequatehealth care services are and will be provided; that conformity withthe State Hospital Code is, and will be, maintained, and an

	

approved plan of correction for any operational and structuraldeficiencies in accordance with State Hospital Code has beenfiled.

(b) In order to meet the requirements of paragraph (a)(2) of thissection, the facility(s) must submit to the commissioner a plan ofmerger. This plan should include, but not be limited to:

(1) a description and composition of the proposed governingstructure of the facilities submitting the applications;

(2) the development of a market analysis of the populationbeing served;

(3) development of a functional consolidation of services,outlining;

(i) changes in the size and scope of the medical stafforganization;

(ii) clinic and outpatient activities;

(iii) the integration of such areas as administration,operation of plant, laboratory, X-ray, therapies, forexample;

(iv) . redeployment of existing employees and futurelabor practices; and
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(v.,L. such other -"information as the commissioner may

(4)

	

financial plan which provides for:
(i) expected changes in revenues- and expenditures dueto the actions to be taken by the facilities. This shall-be'presented in the form of a projected budget for the mergedentity and shall include complete budgeted uniformstatistical and financial reports; and

(ii) projected changes in salaries, fringe and union
benefits;

(5) a capital plan which outlines expected capital outlays
necessary to effectuate the planned merger; ands

(6) changes in the quality and volume of health services tobe provided as a result of the planned merger.
(c) Operating and capital costs reimbursement. Reimbursement

under the provisions of this section for mergers meeting the-
requirements of subdivision (a) of this section shall be determined asfollows and shall be for a period not to exceed three years from thedate of approval of formal corporate merger of the involved facilities.Following a review of the budgeted statistical and financial datasubmitted by the facilities, the commissioner shall develop a new groupfor the merged institution, excluding the projected costs andstatistics of the merged institution. All applicable ceilings shall
be calculated as required by this Subpart.

(1) Mergers with ceiling penalties. In the event that themerged institution incurs ceiling penalties, the commissioner may

	

waive these penalties for the first full year of operation under

	

$1-.&
	the merger. In the second year of operation, facility rates willbe the initial approved base year budgeted costs and statisticsreduced by an amount that is no less than one third of the amountwaived in the first year, increased by the trend factor into thecurrent rate period. In the third year of operation,. facilityrates will be the initial approved base year budgeted costs andstatistics reduced by an amount that is no less than two thirdsof the amount waived in the first year, increased by the trendfactor into the current rate period.

(2) Mergers without ceiling penalties. In the event thatthe merged institution incurs no ceiling penalties, rates duringthe first year of operation will be determined by taking theapproved budgeted costs and statistics increased by theappropriate trend factor into the current rate period. In thesecond year of operation, facility rates will be the initialapproved budgeted costs and statistics increased by theappropriate trend factor into the current rate period less twopercent. In the third year of operation, facility rates will bethe initial approved base year budgeted costs and statistics

	

increased by the appropriate trend factor into the current rateperiod less four percent.

M
N

41
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(3) Facilities reimbursed under this section will not beeligible for-waiver of ceiling penalties in the fourth year ofop merged aci i y. In the fourth year, the facility'sreimbursement rate will be based on budgeted costs for theimmediately preceding year subject to. the standard Part 86methodology applicable in the fourth year. In all years subsequent

	

to the fourth year, actual base year costs of the facility willbe subjected to the standard Part 86 methodology applicable at thetime.

(d) Capital Reimbursement. Capital costs associated with aclosure of a facility as part of an approved plan under this sectionwill be reimbursable to the new, merged entity subject to appropriateFederal wavier.

(e) Upon application to the commissioner, a volume adjustment asspecified in section 86-1.12 of this Subpart may be implemented.

(f) Where a facility( s) covered under this Subpart demonstratesto the commissioner, subsequent to its initial participation in thisSubpart, that a deviation from the original approved plan and budgetwill provide a more cost effective result, a new plan and budget thathas been approved by the commissioner will be accepted and utilized informulation of revised reimbursement rates for the remaining time ofparticipation in this Subpart.

(g) Annual report. Each year a facility(s) covered under thisSubpart must demonstrate to the commissioner the cost savings arisingfrom the improved efficiencies and more effective delivery of care dueto the merger, consolidation or closure of the facilities participatingin the plan. This report should reflect the objectives outlined in theapproved plan and be issued by the governing authority of the facilitiesparticipating.

(h) Termination of facility (s) participation.

	

Reimbursementunder this section shall terminate if:

(1) the facility deviates from its plan of merger withoutwritten approval of the commissioner;

(2) the facility fails to continue to meet the criteriadelineated in this section; or

(3) three years have passed from the date of certification
of the rate established pursuant to this section...

JUL. 2 3 1991`

8,

^r

	

JAN 1 9996

	

PI-36.



Ndw York
92

36-1.39 ( -6)
Attar r!t 4.19-A

86-1.39 ( r

		

Part I
ra° c

ation and not fault re' rs nt rates.) Reserved

.

T.N

	

..Approval

	

AUG .

Sup e s

	

Effective



New York
-93-

		

Attachment 4.i9-A
Part ISects

	

86-1.40 Alternative reimbursement method for medical
-facilities with extended phase - in periods

	

The current reimbursement
syst

ie new or substantially changed facilities which
require an extended start -up period to proceed in a financially viable
manner and, therefore, the following alternative reimbursement method
is established to insure that needed and qualifying medical facilities
can develop.

(a) Facilities which apply for alternative reimbursement under
this section must demonstrate that the following qualifying criteria
have been met:

(1) The commissioner is satisfied that adequate health care
services are and will be provided by the facility.

(2) There has been a finding by the ccissioner that the
projected expansion and phase - in of the medical facility is
appropriate and in the public interest.

(3) Pursuant to-a plan of construction or expansion, approved
by the commissioner, the facility will either be opening as a new

	

facility or opening additional beds, ccr..encing additional
services, or projecting staffing increases.

(4) The facility can demonstrate to the satisfaction of the

	

commissioner that its staffing and operational costs will, by the
end of its approved transition period, be within acceptable
staffing guidelines and capable of operating under the standard
reimbursement methodology.

(5) The facility must demonstrate that it aeets the criteria
of a new facility or the criteria set for-h in paragraph (4) ofsection 86 -1.13 of this Subpart. A new facility is defined as onethat has had no previous -cost experience and no previous operatingcertificate.

(6) There are such other related indications of substantialchanges as the commissioner may specify.

	

(b) Facilities which apply for alternative reimbursement under
this section will be required to submit, subject to the approval of the
commissioner, the following information at least 60 days prior to the
start of the alternative reimbursement period:

(1) a market analysis of the population to be served;
(2) an organization description of the hospital, includinga description of the medical staff organization and compositionof the governing body;

(3) a detailed plan of the phase-in of routine and ancillaryservices, beds, staffing levels and expected utilization by majorprogram area during the phase - in period in a canner prescribed bythe commissioner;

(-4) a detailed transitional financial plan which reflectsanticipated revenues, including annual -tax levy support andexpenditures during the phase-in period, including a facility
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If requested by ther, the faci lity shall provide a line item budget with
respect to staffing and personnel, and such detail as prescribed
by the commissioner for other than personal service items,
'including capital.

(c)

	

A facility which meets the criteria and informational
requirements in subdivisions (a) and (b) of this section, and has

	

received the commissioner 's approval of its detailed transitional
financial plan, shall have the operating and capital components of its
rate established as follows:

(1) A reimbursement rate established under this section
shall only be for a time period as approved in the facility's
submitted plan, but no greater than five years.

(2) The capital cost component of the rate for each year of
the plan will be based on approved annual budgeted cost, divided
by the approved targeted patient volume for the rate year and
retrospectively adjusted to actual certified cost.

(3) The operating component of the rate will be determined
based on an approved budget subject to the following limitations
and adjustments:

(i) Changes in personal service and nonpersonal service
costs from the base period to the rate period shall be limited

	

to the same factors for inflation which affect the hospital
industry, except that costs associated with the phase-in ofbeds, programs and services which were not existent in aprevious period will be allowed, subject to the review andapproval of their incremental costs.

(ii) For each year in'transition, a peer group will besimulated for the facility. The simulation will be based onthe facility's approved budget and phase-in statistics forthe facility. The operating component of the reimbursementrare. will be -subjected to a maximum of the peer group coilingincreased by no greater than five percent times the remainingyears of the transition period.

(iii) If the facility's volume is below the approvedtarget volume, no adjustment shall be made.

.(iv) If the facility's volume is above the approvedtargeted volume by five percent, the facility will besubmitted to a volume adjustment to adjust their rate overthe approved target for incremental costs.

(v) The hospital will be expected to meet the lengthof stay standards specified in section 86-1.17 of thisSubpart.

(vi) The rates established under this section shall beprospective and be subject to adjustment and audit. A lengthof stay penalty, utilization penalty and volume 'adjustment
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y be implemented in the year succeeding the rate period inwhich the respective requirements are not met.
(d) Reimbursement under this section shall terminate if:

(1) the facility significantly deviates from its approvedplan without the written approval of the commissioner;
(2) the facility fails to continue to meet the criteriadelineated in this section;

(3) the facility requests to withdraw from this program withthe understanding that participation in subsequent rate years isprohibited.

(e) The effective date of the reimbursement rate establishedpursuant to this section shall be the day on which Federal approval iseffective.
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Section 86 - 1.42 Hospital -based Physician Reimbursement Program.
(a) Definitions. As used in this section:

(1) Physician shall mean hospital-based supervisory and
other salaried physicians, excluding interns and residents.

(2) Fringe benefits shall mean fringe benefits required by
law, plus health, welfare, retirement, and educational benefits
given in lieu of direct compensation.

(3) ' Total physician compensation shall mean the
prospectively set base year compensation for physicians
responsible for a service or department plus a fringe benefit
allowance not to exceed 25 percent of the base year compensation,
less any portion of that compensation which is for other than that
service or department.

(4) Total employee staff compensation shall mean the
prospectively set base year compensation for nonphysician
employees assigned to a service or department, plus a fringe
benefits allowance, less any portion of that compensation which
is for other than that service or department.

(b) Notwithstanding any other provision of this Subpart,
allowable reimbursable costs for physicians responsible for the
inpatient diagnostic and therapeutic services or departments of
radiology, radiation therapy, ultrasonography, laboratory medicine and

	

pathology, nuclear medicine, electrocardiography and hospital
cardiology services, exclusive of cardiac catheterization, shall be 104
percent of total physician and employee staff compensation for each of
these services. Allowable reimbursable costs for physicians
responsible for clinical laboratory services shall be 103 percent of

	

total physician and employee staff compensation for such services.

	

$

	

Reimbursement paid pursuant to this subdivision in excess of actual
salaries, fringe benefits, and incentive payments, if any, shall be
called professional development funds. These funds shall be
distributed by the hospital among the clinical laboratory service and
the aforementioned inpatient diagnostic and therapeutic services and
departments. These funds shall be considered departmental funds and
may be used to improve the clinical care of patients receiving services

	from the department, to enhance or supplement the department's

	

rn o
educational program, and for purchases of hospital patient care
equipment. These funds shall be committed annually.

(c) Notwithstanding any other provision of. this Subpart,
hospitals shall be reimbursed for the cost of a single adjustment to
total physician compensation for physicians who are responsible for the
inpatient diagnostic and therapeutic services or departments of
radiology, radiation therapy, ultrasonography,. laboratory medicine
including all clinical laboratories and pathology, nuclear medicine,
electrocardiography and hospital cardiology services exclusive of
cardiac catheterization, provided that the overall compensation for
such physicians in aggregate does not exceed the 80th percentile as
reported in the American Association of Medical Colleges faculty
compensation survey for the base year. This adjustment shall be in'an
amount sufficient to provide funds for overall compensation of such
physicians in the aggregate equivalent to the 80th percentile as
reported in the survey. The cost of such adjustment in excess of the
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limitation on allowable costs for such services as set forth in section
86-1.14(c) of this Subpart shall be excluded from the calculation of
base period costs and shall be reimbursed.

(d) The provisions of this section shall apply only to those
hospitals:

(1) which apply to the commissioner for participation in this
program within six months of the effective date of this section;

(2) which have a written agreement with their physicians
which specifies physician responsibility with regard to scope of
service and education of all physicians on the prudent use of
diagnostic services and which specifies productivity and
utilization standards for all departments to reduce unit costs of
services;

(3) which document a fixed prospective physician
compensation arrangement set in advance of the rate year, which
may include an incentive plan provided such plan does not exceed
15 percent of the aggregate prospective base compensation and
provided such plan has been approved by the commissioner upon a
showing by the hospital that incentive plan costs will be offset
by equivalent productivity gains and cost savings; and

(4) which, following the first year of participation in the
program, document annually an appreciable reduction in unit costs
of services as a result of participation in the program.

(e)

	

This section shall be contingent upon Federal financial
participation.

I
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I Inpatient Reimbursement - Effective December 1, 2009

Definitions. As used in this Section, the following definitions shall apply:

1. Diagnosis related groups (DRGs) shall mean the 3M Corporation All-Patient-Refined (APR)
classification system, which utilizes diagnostic related groups with assigned weights that
incorporate differing levels of severity of a patient's condition and the associated risk of
mortality, and reflects such factors as the patient's medical diagnosis, severity level, sex,
age, and procedures performed.

a. For the period December 1, 2009 through December 31, 2010, Version 26.1 of the APR
classification system will be used.

2. DRG case-based payment per discharge shall mean the payment to be received by a
hospital for inpatient services rendered to each patient based on the DRG to which that
patient has been assigned, as determined by multiplying the* statewide base price by the
applicable service intensity weight (SIW) and facility-specific wage equalization factor
(WEF) and as further adjusted for teaching hospitals by the inclusion of reimbursement for
direct and indirect graduate medical education (GME) costs and for all hospitals, the
inclusion of non-comparable costs.

3. Service intensity weights (SIWs) are the cost weights established such that the SIW for any
given DRG indicates the relative cost of the average cost of the patient in the DRG as
compared to the average cost of all patients in all DRGs. Weights are developed using cost
data from Medicaid fee-for-service, Medicaid managed care and commercial payors as
reported to the Statewide Planning and Research Cooperative System (SPARCS).

4. Case mix index (CM11 shall mean the relative costliness of a hospital's case mix relative to
the case mix of all other hospitals as reflected in the weighted aggregate SIW for the
hospital.

5. Reimbursable operating costs shall mean reported operating costs which relate to the cost
of providing inpatient hospital services to Medicaid patients, adjusted for inflation between
the base period used to determine the statewide base price and the rate period in
accordance with trend factors determined pursuant to the applicable provisions of this
Attachment, but excluding the following costs:

a.ALC costs:
b. Exempt unit costs;
c. Transfer costs; and
d. High-cost outlier costs.
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6. Graduate medical education (GME).

a. Direct GME costs shall mean the reimbursable salaries, fringe benefits, non-salary costs
and allocated overhead for residents, fellows, and supervising physicians trended to the
rate year by the applicable provisions of this Attachment.

b. Indirect GME costs shall mean an estimate of the costs associated with additional
ancillary intensiveness of medical care, more aggressive treatment regimens, and
increased availability of state-of-the -art testing technologies resulting from the training
of residents and fellows.

7. Hiah-cost outlier costs for payment purposes shall mean 100 percent of the hospital's
charges converted to cost using the hospital's most recent ratio of cost-to-charges that
exceed the DRG specific high-cost thresholds calculated pursuant to Exclusion of Outlier
and Transfer Costs of this Section.

8. Alternate level of care (Air) services shall mean those services provided by a hospital to a

	

patient for whom it has been determined that inpatient hospital services are not medically
necessary, but that post-hospital extended care services are medically necessary,
consistent.with utilization review standards, and are being provided by the hospital and are
not otherwise available.

9. Exempt hospitals and units shall mean those hospitals and units that are paid per diem
	rates of payment pursuant to the provisions of Exempt Units and Hospitals of this Section,

rather than receiving per discharge case-based rates of payment.

10. The wage equalization factor (tNEF) shall mean the mechanism to equalize hospital salary
and fringe benefit costs to account for the differences in the price of labor among hospitals
and groups of hospitals.

11. Statewide Base Price shall mean the numeric value calculated pursuant to Statewide Base
Price of this Section, which shall be used to calculate DRG case-based payments per
discharge as defined in paragraph (2) of this Section.

12. Non-comparable adjustments shall mean those base year costs that are passed through
the statewide base price calculation and applied to the case-based rate of payment as an
add-on payment. The following shall be considered non-comparable adjustments:

a. Medicaid costs associated with ambulance services operated by a facility and reported as
inpatient costs in the Institutional Cost Report OCR); and
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b. Medicaid costs associated with schools of nursing operated by the facility and reported as-inpatient
costs in the ICR; and

c. Medicaid costs associated with hospital-based physicians at hospitals designated under the Medicare
program as meeting the criteria set forth in 1861(b)(7) of the federal Social Security Act.

13. Transfers. uses of transfer per diem payments, a transfer patient shall mean a patient who is
not discharged as defined in this Section is not transferred among two or more divisions of merged or
consolidated facilities, is not assigned to a DRG specifically identified as a DRG for transferred patients
only, and meets one of the following conditions:

a. is transferred from an acute care facility reimbursed under the DRG case-based payment system to
another acute care facility reimbursed under this system; or

b.' is transferred to an out-of-state acute care facility: or

C. is a neonate who Is being transferred to an exempt hospital for neonatal services.

14. Discharges as used in this Section, shall mean those inpatients whose discharge from the facility
occurred on or after December 1, 2009 and:

A. the patient is released from the facility to a nonacute care setting;
b. the patient dies in the facility; or
c. the patient is transferred to a facility or unit that is exempt from the case-based payment system

except when the patient is a newborn transferred to an exempt hospital for neonatal services and
thus classified as a transfer patient pursuant to this Section; or

d. thepatient is p'neonate being released from-a hospital providing neonatal specialty services back to
the community hospital of 'birth for weight gain.

15. Arithmetic In1ier Length of Stay (ALOS) shall mean the arithmetic average of the number of daya a
patient is in the hospital per admission as calculated by counting the number of days from and
including the day of admission up to, but not including the day of discharge. The ALOS shall be
calculated for each DRG on a statewide basis.

16. General hospital as used in this Section shall mean a hospital engaged in providing medical or medical
and surgical services primarily to in-patients by or under the supervision of a physician on a twenty-four
hour basis with provisions for admission or treatment of persons in need of emergency care and with
an organized medical staff and nursing service, including facilities providing services relating to
particular diseases, injuries, conditions or deformities.
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17. Charge convertershall mean the ratio of cost to charges using total inpatient costs and total inpatient

charges as reported by the hospital in its annual institutional cost reports submitted to the Department

18. IPRO shall mean the island Peer Review Organization,* Inc a New York notfor-profit corporation

providing health related services.
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Statewide base R rice.

1. For periods on and after December 1, 2009, a statewide average cost per discharge shall be
established in accordance with the following:

a. Reimbursable Medicaid acute operating costs, excluding costs related to graduate medical
education, alternate level of care, exempt units, patient transfers, high-cost outliers, and non-
comparables, derived from the base period in paragraph (3);

b. Adjust subparagraph (a) for case mix and wage neutrality factors derived from the base period
in paragraph (3):

c. Divide subparagraph (b) by Medicaid inpatient discharges from the base period in paragraph
(3); and

d. Adjust subparagraph (c) for inflation between the base period and the rate period in accordance
with trend factors determined pursuant to applicable provisions of this Attachment.

2. An adjustment will be made to the statewide average cost per discharge, calculated in accordance
with subparagraph (1) of this section, to establish a "statewide base price" that generates the same
level of total Medicaid payments for the reimbursement of operating costs as total Medicaid
payments made for the reimbursement of operating costs during calendar year 2008 subsequent to
the exclusion of prior period adjustments and the following reductions:

a. One hundred fifty-four million five hundred thousand dollars; and

b. Two hundred twenty-five million dollars.

No further reconciliation adjustment to the statewide base price to account for changes in volume
or case mix will be implemented.

3. For periods on and after December 1, 2009, the "base period" shall be the 2005 calendar year
except as noted in subparagraph (a) below and "operating costs" shall be those reported by each
facility to the Department prior to July 1, 2009.

a. For those hospitals operated by the New York City Health and Hospitals Corporation, the base
period shall be for the period ended June 30, 2005, and for those hospitals operated by New
York State, excludin thehe hospitals operated by the State University of New York, the base
period shall be the 12-month period ended March 31, 2006.

b. Discharges to be used for direct graduate medical education and non-comparable adjustments
in accordance with the Definitions section should be 2007.
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Exclusion of outlier and transfer coM.

1. In calculating rates pursuant to this Section, high-cost outlier costs from hospitals with

ancillary and routine charges schedules shall be excluded from the statewide base price and

	

shall equal 100 percent of the excess costs above the high cost outlier threshold which shall

be developed using acute Medicaid operating costs derived from the base period used to

calculate the statewide base price. The Medicaid discharges to be applied to the high-cost

outlier thresholds shall be those that occurred in the base period used to calculate the

statewide base price.

2. In calculating rates pursuant to this Section, transfer case costs shall be excluded from the
statewide base price by excluding the transfer discharges that occurred in the base period

used to calculate the statewide base price, except for those transfer cases that are assigned
to a DRG specifically identified as a DRG for transferred patients only.
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Service Intensi Weights (S

	

and average length-of-stay (LOS)

1. The table of SIWs and statewide average LOS for each effective period is published on the
New York State Department of Health website at: http://www.health.state.ny. us/ and
reflects the cost weights and LOS assigned to each All-Patient Refined (APR) diagnosis
related group (DRG) patient classification category. The SIWs assigned to each APR-DRG
indicates the relative cost variance of that APR-DRG classification from the average cost of
all inpatients in all APR-DRGs. Such SIWs are developed using three years of Medicaid fee-
for-service cost data, Medicaid managed care data and commercial third party payor data as
reported to the Statewide Planning and Research Cooperative System (SPARCS) for the
years set forth in paragraph 2 below. Costs associated with hospitals that do not have an
ancillary charge structure or associated with hospitals and services exempt from the case
payment methodology, and costs associated with statistical outliers are exduded from the
SIW calculations.

2. For periods on and after December 1 2009, the SIW and statewide average LOS table shall
be computed using SPARCS and reported cost data from the 2005, 2006 and 2007 calendar
years as submitted to the Department by September 30, 2009.
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Wage ?E mall tion Factor L W EF).

.1. The,statewide base price per discharge shall be adjusted by a facility- specific wage

equalization factor i(WEF) to reflect differences in labor costs between hospitals. Such WEE

adjustment shall be used to.adjust for the level of wage and fringe benefit costs for each

hospital in accordance With the. following

a. The WEF shall be based on each hospital's occupational mix and wages for recce red

nurses, licensed practical nurses, surgical technologists, nursing aides, orderlies,

attendants and medical assistants as reported and approved-by the federal Medicare.

program, and the hospital's proportion of salaries and fringe benefit costs to total

operating costs as reported to the Institutional Cost e

	

(ICRI. The -WFzF shall In

computed as follows:

1. For all occupations described in garagra h (a), a statewide average salary shall be

culated b y d i v i d i n c t the statewide sum of hospitals' total _doliars_aid:

statewide sum. of hospitals' hours paid; and

H. For each hospital, an actual Weighted average salary shall be calculated by dividing

the total dollars paid for such occupations by the total hours paid for such

occupations; and

iii. An initial WEF shall be calculated for each hospital by dividing the hospital-specific

actual weighted average salary as calculated pursuant to subparagraph ift of-this

paragraph by the statewide average salary calculated pursuant to subparagraph (i)

of this paragraph: and

i. The final'WEF shall.be calculated using the following formula:

(.1 U(Labor Share initial WEFT + Pion-Labor 'Share))

where "Labor Share" is calculated by dividing the hospital's total salary cost plus the

hospital's total fringe benefits by the hospita l's total operating costs as reported in the

ICR for the same calendar Year used to calculate the stateWde base price for the

applicable rate period. The "Non-Labor Share" equals 1 less the "Labor Share" of

cosh.

b.A hospital may submit updated occupational: service data as approved by the federal

Department of Health and,-Human: Services prior to January 1 of a rate year for use in

calculating the WEF in accordance with this Section.
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c. For those hospitals that are in bankruptcy proceedings in the base year_and that have

subrogated their labor contracts, the Commissioner shall use the higher of the hospital-

specific or regional average WEF. These regions will be consistent with those used in the

development of exempt unit cost ceilings.
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Add-ons to the case payment rate per discharge.

Rates of payment computed pursuant to this Attachment shall be further adjusted in
accordance with the following:

1. A direct graduate medical education (GME) payment per discharge shall be. added to the case
payment rates of teaching general hospitals after the application of SIW and WEF

	

adjustments to the statewide base price and shall be calculated for each hospital by dividing
the facility's total reported inpatient Medicaid direct GME costs by its total reported Medicaid
discharges as defined in the Statewide Base Price Section. Direct GME costs shall be those
costs defined in the Definitions Section derived from the same base period used to calculate
the statewide base price for the applicable rate period and trended forward to such rate
period in accordance with applicable provisions of this Attachment, and shall be excluded
from the cost included in the statewide base price.

2. La,) An indirect GME payment per discharge shall be added to the case payment rates of
teaching general hospitals after the application of SIW and WEF adjustments to the
statewide base price and shall be calculated by multiplying such rates by the indirect
teaching cost percentage determined by the following formula:

(1 - (1 / (1 + 1.03(((1 + r) "0.0405) - 1))))

	

where "r" equals the ratio of residents and fellows to beds based on the medical
education statistics or the hospital for the period ended June 30, 2005, as contained in
the survey document submitted by the hospital to the Department as of June 30, 2009,
and the'staffed beds for the general hospital reported in the 2005 ICR and submitted to
the Department no later than June 30 * 2009, but exdi ding exempt unit beds and
nursery bassinettes.

Lb) Indirect GME costs are those costs defined in the Definitions Section, derived from the
same base period used to calculate the statewide base price for the applicable rate
period and trended forward to such rate period in accordance with applicable provisions
of this Attachment and shall be excluded from computation of the statewide base price.
The amount of such exclusion shall be determined by multiplying the total reported
Medicaid costs less reported direct GME costs by the following formula:

1.03(((1 + r) ^0.0405) -1)

where "r" equals the ratio of residents and fellows to beds as determined in accordance
with subparagraph (a) of this paragraph.
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3. A non-comparable payment per discharge shall be added to case payment rates after the
application of SIW and WEF adjustments to the statewide base price and shall be calculated for
each hospital by dividing the facility's total reported Medicaid costs for qualifying non-
comparable cost categories by its total reported Medicaid discharges as defined in the Statewide
Base Price Section. Non-comparable hospital costs are those costs defined in the Definitions
Section, derived from the same base period used to calculate the statewide base price for the
applicable rate period and trended forward to such rate period in accordance with applicable
provisions of this Attachment, and shall be excluded from the cost included in the computation
of the statewide base price.
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4. For the rate periods on and after December 1, 2009, additional adjustments to the inpatient

rates ofpayment for eligible general hospitals to facilitate improvements in hospital operations

and finances will be made, in accordance with the following:

a. General hospitals eligible for distributions pursuant to this section shall be those

nongovernmental hospitals with total Medicaid discharges equal to or greater than seventeen

and one-half percent for 2007.

b. For the period December 1, 2009 through March 31, 2010, $33.5 million dollars shall be

allocated to ell ibq le hospitals such that no hospital's reduction in Medicaid inpatient revenue,

as a result of the hospital acute care rate methodology changes that are effective December

1, 2009, exceeds 9.7%.

c. For periods on or after April 1, 2010, funds distributed pursuant to this section shall be

allocated to eligible hospitals based on a proportion of the eligible hospital's allocation of the

funds distributed for the period December 1, 2009 through March 31, 2010, to the total funds

distributed for that period applied to the appropriate funds available for the applicable periods

below:

i_

	

for the period April 1, 2010 through March 31, 2011, $75 million:

ii.

	

for the period April 1, 2011 through March 31, 2012, $50 million: and
M.

	

for the period April 1, 2012 through March 31, 2013, $25 million.

d. Payments made pursuant to this section shall be added to rates of payments and not be

subiect to retroactive adjustment or reconciliation. The amount per discharge to be added to

the rates shall be established by dividing the total allocated funds in accordance with

paragraph (b) and (c) by the hospital's total reported Medicaid discharges in the applicable

base period.

e. Each hospital receiving funds pursuant to this section shall, as a condition for eligibility for

such funds, adopt a resolution of the Board of Directors of each such hospital setting forth its

current financial condition, including ongoing board oversight, and shall, after two years,

issue a report as adopted by each such Board of Directors setting forth what progress has

been achieved regarding such improvement, provided, however, if such report fails to set

forth adequate progress, as determined by the Commissioner, the Commissioner will deem

such facility ineligible for further distributions pursuant to this section and will redistribute

such further distributions to other eligible facilities in accordance with the provisions of this

section. The Commissioner shall be provided with copies of all such resolutions and reports.
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Outlier and tram cases rates of Day ento

1. a. High cost outlier rates of payment shall be calculated by reducing total billed patient charges. as

approved by IPRO to cost, as determined based on the hospital's ratio of cost to charges. Such

calculation shall use the most recent data available as subsequently updated to reflect the data from

the year inwhich the discharge occurred and shall equal 100 percent-of the,-excess costs above the

high cost outlier threshold. High cost outlier thresholds shall be developed for each lndvidual DRG

and adjusted by hospital-specific Wage equalization factors (WEE) and increased by the U.S.

Consumer Price Index for all Urban Consumers from the base period to the rate period used to

determine the statewide base once and the rate period.

b. Cost outlier thresholds for each base APR-DRG will be calculated as follows:.

i.:. usii g the applicable base year Medicaid claims data, organize costs per daim within each base

APR-DRGfrom_least to greatest value:

ii; - divide the listing of claims from subparagraph t) for each base APR-DRG into three quartiles;

iii. the first quartile (01) is the set of data having the property that at least one- uarter of the

observations are less than or equal to Q1 and that at least three-quarters of the data are

greater than or equal to 01:

iv. the third quartile (03) is conversely identffigd;

v. determine the inter--quartile range (IQR by identifying the spread of the difference between 01

and 03, (IOR = 03- 01):

vi. cost outlier thresholds are- determined by applying the IQR as follows:

[(y) * IQR] + 03

where (y) equals a predetermined standard multiplier. This multiplier is a factor of 5.5.

c. A non-public not-for-profit general hospital which has not established an ancillary and routine

charges schedule shall be eligible to receive high-cost outlier payments equal to the average of high-

cost outljerpayments received by comparable hospitals as determined using the following criteria:

I. downstate .hospitals
I hospitals with a case mix greater than 1.75;
M. hospitals with Medicaid revenue greater than $30 million; and

iv. hospitals with a proportion of outlier to inlier cases greater than 3.0 percent.
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2.

		

Rates of payment to non-exempt hospitals for inpatients who are transferred to another non-exempt

hospital shall be calculated on the basis of aper diem rate for each day of the patient's stay in the

transferring hospital, subj ect to the exceptions set forth in paragraphs (a), (b) and (c) of this

paragraph. The total payment to the transferring facility shall not exceed the amount that would

have been paid if the patient had been discharged. The per diem rate shall be determined by

dividing the DRG case-based payment per discharge as defined in the Definitions Section by the

arithmetic inlier length of stay (LOS) for that DRG as defined in the Definitions Section, and

	

multiplying by the transfer case's actual length of stay and by the transfer adjustment factor of 120

percent. In transfer cases where the arithmetic inlier LOS for the DRG is equal to one, the transfer

adjustment factor shall not be applied.

a. Transfers among more than two hospitals that are not part of a merged facility shall be reimbursed

as follows:

L_ the facility which discharges the patient shall receive the full DRG payment: and

ii. all other facilities in which the patient has received care shall receive a per diem rate unless the

patient is in a transfer DRG.

b. A transferring facility shall be paid the full DRG rate for those patients in DRGs specifically identified

as transfer DRGs.

c. Transfers among non-exempt hospitals or divisions that are part of a merged or consolidated facility

shall be reimbursed as if the hospital that first admitted the patient had also discharged the patient.

d. Services provided to neonates discharged from a hospital providing neonatal specialty services to a

hospital reimbursed under the case payment system for purposes of weight gain shall be reimbursed

and assigned to the applicable APR- DRG upon admission or readmission.
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Alternate level of care Payments (ALC),

	

1. Hospitals shall be reimbursed for ALC days at the appropriate 1987 group average operating

cost component of rates of payment for hospital-based residential health care facilities

established pursuant to Attachment 4.19-D trended to the rate year.

The determination of the group average operating rate for hospital-based residential health

	

care facilities specified in this paragraph shall be based on the combination of residential

health care facilities as follows:

a. The downstate group consisting of residential health care facilities located in the five

boroughs of New York City and Nassau Suffolk Westchester and Rockland counties.

b. The upstate group consisting of all other residential health care facilities in the State.

2. Hospitals that convert medical/surgical beds to residential health care beds shall be

reimbursed for services provided in the converted beds in accordance with Attachment 4.19-

D.
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Exe gt _un and hospitals.

1. Physical medical rehabilitation inpatient services shall qualify for reimbursement as an

	exempt unitjhospital pursuant to this paragraph for periods on and after December 1 2009L

only if such services are provided in a hospital specializing in such services or in a distinct

unit within a general hospital designated for such services and only if:

a. Such hospital or such unit qualified for exempt unit status for purposes of reimbursement

under the federal Medicare orospectiv payment system as of December 31„ 2001: or

b. On or before July 1, 2009, the hospital submitted a written request to the Department for

exempt status providing assurances acceptable to the Department that the hospital or

unit within the hospital meets-the exem ipt status for 2009 foperiods btior to December

1, 2009.

ii. For periods on and after January 1, 201 a hospital seeking exempt status for a

hospital or a distinct unit within the hospital not previously recognized by the

	

Department as exempt for reimbursement purposes shall submit a written requestto

the Department for such exempt status and shall provide assurances and supporting

documentation acceptable to the Department that the hospital or unit meets

qualifying exempt status criteria in effect at the time such written request is

submitted Approval by the Department ofsuch exempt status shall, for

	

reimbursement purposes, be effective on the January l following such approval.

provided that the request for such exempt unit statics was received at least 120 days

prior to such -late.

ii. For days of service occurring on and after December 1, 2009, the gperati

component of rates of payment for inpatient services for facilities subject to this

subdivision shall be a per diem amount reflecting the faciliys reported 2005

	

operating costs as submitted to the Department prior to July 1, 2009, not including

reported direct medical education costs, and held to a ceiling :of 110% of the .average

.of such costs in the region in which the facility iis located as described in paragraph

'(9}of this section: Such rates shall reflect trend adjustments'in accordance with the

-applicable provisions : this Attachment.

2. Chemical dependency rehabilitation inpatient services shall q ualify for reimbursement

pursuant to this paragraph for periods -on and after December 1, 2009, only if such services

	

are provided in a hospital sgecializingin such services or in a distinct unit within a general

hospital designated for such services and only if:
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The services provided in such hospital or unit are limited to chemical dependency rehabilitation

	

care and do not include chemical dependency related inpatient detoxification and/or withdrawal
services; or

b. Such hospital or unit is licensed to provide such services pursuant to both the Public Health Law
and the Mental Hygiene Law and meets the applicable alcohol and/or substance abuse
rehabilitation standards set forth in regulations

L Any such unit within a hospital must be in a designated 'area and consist of designated beds
providing only chemical dependency rehabilitation inpatient services with adequate adjoining
supporting spaces and assigned personnel ciualified by training and/or by experience to
provide such services and in accordance with any applicable criteria regarding the provision
of such services issued by the New York State Office of Alcohol and Substance Abuse
Services.

ii. For days of service occurring on and after December 1, 2009, the operating component of
rates of payrnentfor inpatient services for facilities subject to this subdivision shall be a per
diem amount reflecting the facility's reported 2005 operating costs as submitted to the.
Department prior to July 1 2009, not including reported direct medical education costs and
held to a ceiling of 1101% of the average of such costs in the region in which the facility is
located, as described in paragraph (9) of this section Such rates shall reflect trend
adjustments in accordance with the applicable provisions of this Attachment.

3. Critical access hospita/.

a. Rural hospitals shall qualify for inpatient reimbursement as critical access hospitals for periods on
and after December 1, 2009, only if such hospitals are designated as critical access hospitals in
accordance With the provisions of Title XVIII (Medicare of the federal Social Security Act.

b. For days of service occurring on and after-December 1,2009, the operating comp onent of rates
of payment for inpatient services for facilities subject to this subdivision shall be a per diem
amount reflecting the facility's-reported 2005 operating -costs assubmitted tothe`Department'
prior to July 1 2009, and held to a ceiling of 110% of the average of such costs for all such
designated hospitals statewide. Such rates shall reflect trend factor adjustments inaccordance
with the applicable provisions of this Attachment.

4. Cancer hospitals

a. Hospitals shall qualify for inpatient reimbursement as cancer hospitals for periods on-and after
December 1 2009, only if such hospitals were, as of December 31,. 2008, designated as_
comprehensive cancer hospitals in accordance with the provisions of Title XVIII (Medicare) of the
federal Social Security Act..
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b. For days of service occurring on and after December 1, 2009, the operating component of rates

of payment for inpatient services for facilities subject to this Section shall be a per diem amount

reflecting the facility's reported 2005 operating costs as submitted to the Department prior to

July 1, 2009. Such rates shall reflect trend factor adjustments in accordance with the applicable

provisions of this Attachment.

5. Specialty long term acute care hospital.

a. Hospitals shall qualify for inpatient reimbursement as specialty long term acute care hospitals

for periods on and after December 1, 2009, only if such hospitals were, as of December 31,

2008, designated as specialty long term acute care hospitals in accordance with the provisions

of Title XVIII (Medicare) of the federal Social Security Act.

b. For days of service occurring on and after December 1, 2009, the operating component of rates

of payment for inpatient services for facilities subject to this Section shall be a per diem amount

reflecting the facility's reported 2005 operating costs as submitted to the Department prior to

July 1, 2009. Such rates shall reflect trend factor adjustments in accordance with the applicable

provisions of this Attachment.

6. Acute care children's hospitals. Hospitals shall qualify for inpatient reimbursement as acute care

children's hospitals for periods on and after December 1, 2009, only if:

a. Such hospitals were, as of December 31, 2008, designated as acute care children's hospitals in

accordance with the provisions of Title XVIII (Medicare) of the federal Social Security Act: and

b. Such hospitals filed a discrete 2007 institutional cost report reflecting reported Medicaid

discharges of greater than 50 percent of total discharges.

For days of service occurring on and after December 1, 2009, the operating component of

rates of payment for inpatient services for facilities subject to this subdivision shall be a per

diem amount reflecting the facility's reported 2007 operating costs as submitted to the

Department prior to July 1, 2009. Such rates shall reflect trend factor adjustments in

accordance with the applicable provisions of this Attachment.

7. Substance abuse detoxification inpatient services. For patients discharged on and after December

1, 2008, rates of payment for general hospitals which are certified by the Office of Alcoholism and

Substance Abuse Services (OASAS) to provide services to patients determined to be in the

diagnostic category of substance abuse (MDC 20, DRGs 743 through 751) will be made on a per

diem basis. This includes inpatient detoxification, withdrawal, and observation services.
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Medically managed detoxification services are for patients who are acutely ill from alcohol

and/or substance related addictions or dependence, including the need or risk for the need

of medical management of severe withdrawal, and/or are at risk of acute physical or

psychiatric co-morbid conditions. Medically supervised withdrawal services are for patients

at a mild or moderate level of withdrawal, or are at risk for such, as well as patients with

sub-acute physical or psychiatric complications related to alcohol and/or substance related

dependence, are intoxicated, or have mild withdrawal with a situational crisis, or are unable

to abstain yet have no past withdrawal complications.

The per diem rates for inpatient detoxification, withdrawal, and observation services will be

determined as follows:

a. The operating cost component of the per diem rates will be computed using 2006 costs

and statistics as reported to the Department by general hospitals prior to 2008, adjusted

for inflation. The inflation factor will be calculated in accordance with the trend factor

methodology described in this Attachment. The average operating cost per diem for the

region in which the hospital is located will be calculated using costs incurred for patients

requiring detoxification services. The operating cost component of the per diem rates

will be transitioned to 2006 as follows:

1. For the period December 1, 2008 through March 31, 2009, 75% of the operating

cost component will reflect the operating cost component of rates effective for

December 31, 2007, adjusted for inflation, and 25% will reflect 2006 operating costs

in accordance with paragraphs (b) through (fl.

2. For April 1, 2009 through March 31, 2010, 37.5% of the operating cost component

	

will reflect the December 31, 2007 operating cost component, adjusted for inflation,

and 62.5% will reflect 2006 operating costs in accordance with paragraphs (b)

through (f).
3. For periods on and after April 1, 2010, 100% of the operating cost component will

reflect 2006 operating costs in accordance with paragraphs (b) through (f).
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b. For purposes of establishing the average operating cost per diem by reign for medically

managed detoxification and medically supervised withdrawal services, the regions of the

state are defined as follows:

1. New York City - Bronx, New York, Kings, Queens and Richmond Counties;

2. Long Island - Nassau and Suffolk Counties;
3. Northern Metropolitan - Columbia, Delaware, Dutchess, Orange, Putnam, Rockland,

Sullivan, Ulster and Westchester Counties;
4. Northeast - Albany, Clinton, Essex, Fulton, Greene, Hamilton, Montgomery,

Rensselaer, Saratoga, Schenectady, Schoharie, Warren and Washington Counties;

5. Utica/Watertown - Franklin, Herkimer, Lewis, Oswego, Otsego, St. Lawrence,

Jefferson, Chenango, Madison and Oneida Counties;
6. Central - Broome, Cayuga, Chemung, Cortland, Onondaga, Schuyler, Seneca,

Steuben, Tioga and Tompkins Counties;
7. Rochester - Monroe, Ontario, Livingston, Wayne and Yates Counties; and

8. Western - Allegany, Cattaraugus, Chautauqua, Erie, Genesee, Niagara, Orleans and

Wyoming Counties.

c. For each of the regions, the 2006 operating costs incurred by general hospitals in such

region for providing care to inpatients requiring detoxification services, as defined by

OASAS, and reported in the 2006 ICR submitted to the Department prior to 2008, are

adjusted by a length of stay (LOS) factor. This LOS factor reflects the loss of revenue

due to the reduction of payments for services over the 5th day of stay. The total

adjusted operating costs for each region, divided by the total regional days, is the

average operating cost per diem for the region.

d. The per diem rates for inpatients requiring medically managed detoxification services

will reflect 100% of the average operating cost per diem for the region in which the

hospital is located, adjusted for inflation, for the first 5 days of service. However, such

payments will be reduced by 50% for services provided on the 6th through'10th day of

service. No payments will be made for any services provided on and after the 11th day.

e. Per diem rates for inpatients requiring medically supervised withdrawal services, will

reflect 100% of the average operating cost per diem for the region in which the hospital

is located, adjusted for inflation, for the period January 1, 2009 through December 31,

2009. For periods on and after January 1, 2010, the per diem rates for withdrawal

services will reflect 75% of the average operating cost per diem for the region, adjusted

for inflation, and will be reduced by 50% for care provided on the 611.' through 10th day of

service. No payments will be made for any services provided on and after the 11th day.
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f. Per diem rates for inpatients placed in observation beds, as defined by OASAS, will

reflect 100% of the average operating cost per diem for the region in which the hospital

is located, adjusted for inflation, and will be paid for no more than 2 days of care. After

2 days of care the payments will reflect the patient's diagnosis as reguirin either

detoxification or withdrawal services. The days of care in the observation beds will be

included in the determination of days of care for either detoxification or withdrawal

services. Furthermore, days of care provided in observation beds will, for

reimbursement purposes, be fully reflected in the computation of the initial five days of

care.

g, Capital cost reimbursement for the general hospitals which are certified by OASAS to

provide substance abuse services will be based on the current reimbursement

methodology for determining allowable capital for exempt unit per diem rates. Such

capital cost will be added to the applicable operating cost component as a per diem'

amount to establish the per diem rate for each service.

	

d #IN 2 0 2010
TN

	

#09-34 Approval Date
DEC - 1 2009

Supersedes TN

	

New	Effective Date



New York
118

	

Attachment 4.19-A'
(10/09)

8. Hospitals or distinct units of hospitals that fall to maintain Qualifying criteria for exempt status for
reimbursement purposes, as set forth in this Attachment, shall continue to be reimbursed in
accordance with such exempt status until the commencement of the next rate period, as determined
by the Department.

9. Rates of payment for inpatient services described in paragraphs (1) and (2) above, which utilize

	

regional averages for determining a cost ceiling shall utilize regions of the State set forth below,
except that if the otherwise applicable region has less than five exempt hospitals or units in the
service, facilities located in the nearest regions will be used to establish a minimum of five hospital or
units for the purpose of determining ceilings. Such regions are as follows:

a. New York City, consisting of the counties of Bronx, New York, Kings Queens and Richmond.
b. Long Island, consisting of the counties of Nassau and Suffolk,
c. `Northern Metropolitan, consisting of the counties of Columbia. Delaware, Dutchess, Orange,

Putnam, Rockland Sullivan Ulster and Westchester;
d. Northeast, consisting of the counties of Albany Clinton, Essex, Fulton, Greene Hamilton,

Montgomery, Rensselaer, Saratoga, Schenectady, Schoharie, Warren and Washington:
e. Utica / Watertown, consisting of the counties of Franklin, Herkimer, Lewis, Oswego, Otsego, St.

Lawrence,3efi=erson, Chenango, Madison and Oneida;
f. Central, consisting of the counties of Broome, Cayuga, Chemung, Cortland, Onondaga, Schuyler,

Seneca, Steuben, Tioga and Tomolcins;.
g, Rochester, consisting of the counties of Monroe, Ontario, Livingston, Wayne and Yates and
h. Western, consisting of the counties of All gany, Cattaraugus, Chautauqua, Erie, Genesee,

Niagara Orleans and Wyormint,.

10. Capital cost components of per diem rates determined pursuant to this Section shall be computed on

	

the basis of budgeted capital costs allocated to the exempt hospital or distinct unit of a hospital
pursuant to the capital cost provisions of this Attachment divided by exempt hospital or unit patientdays reconciled to actual total expense.
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1 1. New hos itals and new hasoital units The operating cost component of rates of payment for new
hospitals, or hospital units, without adequate cost experience shall be computed based on either
budgeted cost projections subsequently reconciled to actual reported cost data or the re+aion^l
ceiling calculated in accordance with paragraph 10) of this section whichever is lower. The capital
cost component of such rates shall be calculated in accordance with the capital cost provisions of this
Attachment.
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H

1. The trend factor terms used in this section will be used to develop rates -of payments on or

after December 1, 2009.

2. The Commissioner shall establish trend factors for hospitals to project the effects of price

movements on historical operating costs. Rates of payment excluding capital, as calculated

pursuant to the provisions of this Attachment, shall be trended to the applicable rate year

by. the trend factors developed in accordance with the provision of this section for rate

periods through March 31, 2000.

3. The methodology for establishing the trend factors shall be developed by a panel of four

independent consultants with expertise in health economics or reimbursement

methodologies for health-related services appointed by the Commissioner.

4. The methodology shall include the appropriate external price indicators and the data from

major collective bargaining agreements as reported quarterly by the Federal Department of

Labor, Bureau of Labor Statistics, for non-supervisory employees. For 1996 through

December 31, 1999, the Commissioner shall apply the 1995 trend factor methodology.

5. The Commissioner shall implement one interim adjustment to the trend factors, based on

recommendations of the panel, and one final adjustment to, the trend factors. Such

adjustment shall reflect the price movement in the labor and non labor components of the

trend factor. At the same time adjustments are made to the trend factors in accordance

with this subdivision, adjustments shall be made to all inpatient rates of payment affected

by the adjusted trend factor.

6. Trend factors used to project reimbursable operating costs to the rate period April 1, 1995

to December 31, 1995 shall not be applied in the development of the rates of payment.

This section shall not apply to trend factors, adjusted trend factors of final trend factors

	

used for the January 1, 1995 to December 31, 1995, rate period for purposes of projecting.

allowable operating costs to subsequent rate periods.

7. Trend factors used to project reimbursable operating costs to the rate period commencing

April 1, 1996 through March 31, 1997, shall not be applied in the development of the rates

of payment. This section shall not apply to trend factors or final trend factors used for the

January 1, 1995 through December 31, 1995 or January 1 1996 to March 31, 1996, rate

period for purposes of projecting allowable operating costs to subsequent rates periods.

'I;,,

	

^' JiCi
TN #09-34

	

Approval Date

Supersedes TN -New

	

Effective Date

	

DEC -. 1 2009



New York
120(a)

Attachment 4.19-A
(04/10)

8. Trend factors used to project reimbursable operating costs to rate periods commencing July
1, 1999 through March 31, 2009, and on and after April 1, 2009 through March 31, 2011,
shall reflect no trend factor projections or adjustments for the period April 1, 1996 through
March 31, 1997.

9. For rate periods on and after April 1, 2000, the Commissioner shall establish trend factors
for rates of payment for hospitals to project for the effects of inflation. The factors shall be
applied to the appropriate portion of reimbursable costs calculated pursuant to this
Attachment.

a. In developing trend factors for such rates of payment, the Commissioner shall use
the most recent Congressional Budget Office estimate of the rate year's U.S.
Consumer Price Index for all Urban Consumers published in the Congressional
Budget Office Economic and Budget Outlook after June first of the rate year prior
to the year for which rates are being developed.

b. After the final U.S. Consumer Price Index (CPI) for all Urban Consumers is
published by the United States Department of Labor, Bureau of Labor Statistics,
for a particular rate year, the Commissioner shall reconcile such final CPI to the
projection used in subparagraph (a) and any difference will be included in the
prospective trend factor for the current year.

c. At the time adjustments are made to the trend factors in accordance with this
section, adjustments shall be made to all inpatient rates of payment affected by
the trend factor adjustment.

10. The final 2006 trend factor shall be the U.S. CPI for all Urban Consumers, as published in
the U.S. Department Labor Statistics, minus 0.25%.

11. The final 2007 trend factor shall equal 75% of the final trend factor determined in
paragraph (b) above.

12. The applicable trend factor for the 2008 and 2009 calendar year periods shall be zero.

13. The applicable trend factor for the 2010 calendar year shall be zero for inpatient services
provided by general hospitals [services provided] on and after January 1, 2010.
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Capital expgrise imbua menta

1. The allowable costs of fixed capital including but not limited to depreciation, rentals and

interest on capital debt or, for hospitals financed pursuant to A,rtide 28-B of the Public

Health Law, amortization in lieu of depreciation, and interest and other approved expenses

associated with both fixed capital and major movable equipment) and major movable

eouipment shall be reimbursed based on budgeted data and shall be reconciled to total

actual expense for the rate year and shall be determined and computed in accordance with

the provisions of paragraphs (7) and (8) of this section.

2. General hospitals shall submit a budgeted schedule of anticipated inpatient capital -related

expenses for the forthcoming year to the Commissioner at least 120 days prior to the

beginning of the rate year.

3. The following principles shall apply to budgets for inpatient capital-related expenses:

L. The basis for determining capital-related inpatient expenses shall be the lesser of actual

cost or the final amount specifically approved for construction of the capital asset..

b. Any capital-related inpatient expense generated by a capital expenditure which requires

or rewired approval pursuant to the Hospitals sectionof the Public Health Law, must

have received such approval for the capital-related expense to be included in the rate

calculation.
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c. The submitted budget may include the capital-related inpatient expense of all existing

capital assets, as well as estimates of capital-related inpatient expenses for capital

assets to be acquired or placed in use prior to the commencement of the rate year.

d. Anycapital-related expense generated by a capital expenditure acquired or placed in

use during a rate year shall be carried forward to the subsequent rate year, provided

all required approvals have been obtained. In instances where such approvals have

been obtained or where -approval is not required and such assets are acquired or

placed in use during a rate year, the budget may include estimates for capital-related

expenses relating to these assets.

4. Allocation of budgeted capital costs. In each rate year budgeted capital costs shall be

allocated to exempt units and hospitals (including certified substance abuse detoxification

services) and DRG case payment rates based on reported capital statistics for the year

two years prior to the rate year.
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5. Payment for budgeted allocated capital costs.

a. Capital per diems for exempt units and hospitals shall be calculated by dividing the

budgeted capital costs allocated to such rates pursuant to paragraph (4) above by

budoeted exempt unit days, reconciled to rate year days and actual rate year exempt

unit or hospital-approved capital expense.

b. Capital payments for APR-DRG case rates shall be determined by dividing the budgeted

capital allocated to such rates pursuant to paragraph) above by the hospital's

budgeted, nonexempt unit discharges, reconciled to rate year discharges and actual rate

year nonexempt unit or hospital-approved capital expense.

C. Capital payments for transferred patients shall be the determined by dividing the

budgeted capital allocated to the APR-DRG case rate by the hospital's budgeted non-

exempt unit days, reconciled to rate year days and actual rate year non-exempt unit or

hospital approved capital expense.

6. Depreciation.

a. Reported depreciation based on historical cost is recognized as a proper element of cost.

Useful lives shall be the higher of the reported useful life or those useful lives from the

Estimated Useful Lives of Depreciable Hospital. Assets, American Hospital Association,

consistent with title XVIIIprovisions. Copies of this publication are available from the

American Hospital Association, 840 North Lake Shore Drive, Chicago, IL 60611, and a

copy is available for inspection and copying at the offices of the Records Access Officer

of the Department of Health, Corning Tower, Empire State Plaza, Albany, NY 12237.

b. In the computation of rates for voluntary facilities, depreciation shall be included on a

straight line method on plant and non-movable equipment. Depreciation on movable

equipment may be computed on a straight line method, or accelerated under a double
declining balance, or sum-of-the-years' digit method. Depreciation shall be funded

unless the Commissioner determines, upon application by the facility, and after inviting

written comments from interested parties, that the requested waiver of the
requirements for funding is a matter of public interest and necessity. In instances

where funding is reeqg uired such fund may be used only for capital expenditures with

approval as required for the amortization of capital indebtedness. Funding for plant and

fixed equipment shall mean that the transfer of monies to the funded accounts shall
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occur by the end of the fiscal period in which the depreciation is recorded. Board-designated

funds and the accrual of liabilities to the funded depreciation accounts (due to/from

account) shall not be recognized as funding of depreciation. Deposits to the funded

depreciation accounts must remain in such accounts to be considered as valid funding

transactions unless expended for the purpose for which it was funded. Failure to meet the

funding requirements will result in a reduction amount reimbursed for depreciation equal to

theunfunded amount.,

c. In the computation of rates for public facilities, depreciation is to be included on a straight

line method on plant and non-movable equipment. Depreciation on movable equipment max

be computed on a straight-line method, or accelerated under a double declining balance or

sum-of-the-years' digits method.

d. Medical facilities financed by mortgage loans pursuant to the Nursing Home Companies Law

or the Hospital Mortgage Loan Construction Law shall conform to the requirements of this

Subpart. In lieu of depreciation and interest, on the loan-financed portion of the facilities.

the' Commissioner shall -allow level debt service on the mortgage loan, for all loans approved

for financing prior to January 1, 1990, together with such required fixed charges, sinking

funds and reserves as may be determined by the Commissioner as necessary to assure

repayment of the mortgage indebtedness. For loans approved for financing on or' after

January 1, 1990, medical facilities shall receive reimbursement in the form of interest and

depreciation in accordance with the remainder of this Attachment.
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7. Interest.

a. Necessary interest on both current and capital indebtedness is an allowable cost for all

	

medical

facilities.

b. To be considered as an allowable cost, interest shall be incurred to satisfy a financial need, and at

a rate not in excess of what a prudent borrower would have had to pay in the money market at

the time the loan was made. Also, the interest shall be paid to a lender not related through

control, ownership, affiliation or personal relationship to the borrower, except in instances where

	

the prior approval of the Commissioner has been obtained. Financial need for capital

indebtedness relating to a specific project shall exist when all available restricted funds designated

for capital acquisition of that type have been considered for equity purposes.

c. Interest expense shall be reduced by investment income with the exception of income from

funded depreciation, qualified pension funds, trusteed malpractice insurance funds, or in

instances where income from gifts or grants is restricted by donors. Interest on funds borrowed

from a donor restricted fund or funded depreciation is an allowable expense. Investment income

shall be defined as the aggregate net amount realized from dividends, interest, rental income,

interest earned on temporary investment of withholding taxes, as well as all gains and losses. If

the aggregate net amount realized is a loss, the loss shall not be allowable. Rate year investment

income shall reduce rate year interest expense allowed for reimbursement as follows-

i.
for all medical facilities, investment income shall first be used to reduce operating interest

expense for that year;

ii. any remaining amount of investment income, after application of paragraph('), shall be used

to reduce capital interest expense reimbursed that year for medical facilities; and
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HE any remaining amount of investment income after application of paragraph (ii) shall not be

considered in the determination of allowable costs.

d. Interest on current indebtedness shall be treated and reported as an operating administrative

expense.

e. Interest on capital indebtedness is an allowable cost if the debt generating the interest is

approved by the Commissioner, incurred for authorized purposes, and the principal of the debt

is the lesser of the approval of the Commissioner or the cost of the authorized purposes.

Capital indebtedness shall mean all debt obligations of a facility that are:

evidenced by a mortgage note or bond and secured by a mortgage on the land, building or

non-movable equipment; a note payable secured by the non-movable equipment of a

facility; a capital lease;

	H. incurred for the purpose of financing the acquisition, construction or renovation of land,

building or non-movable equipment;

M. found by the Commissioner to be reasonable, necessary and in the public interest with

respect to the facility. Interest related to refinancing indebtedness shall be considered an

allowable cost only to the extent that it is payable with respect to an amount equal to the

unpaid principal of the indebtedness then being refinanced. However, interest incurred on

refinanced debt in excess of the previously unpaid balance of the refinanced indebtedness

	

will be allowable on acceptable demonstration to the Commissioner that such refinancing will

result in a debt service savings over the life of the indebtedness; or

iv. incurred for the purpose of advance refunding of debt. Gains and losses resulting from the

advanced refunding of debt shall be treated and reported as a deferred charge or asset.

This deferred charge or asset is to be amortized on a straight-line basis over the period to

the scheduled maturity date of the refunding debt.

f. Where a public finance authority has established a mortgage rate of interest such that sufficient

cash flows exist to retire the mortgage prior to the stated maturity, the amount of the mortgage

to be forgiven, at the time of such forgiveness, shall be capitalized as a deferred asset and

amortized over the remaining mortgage life, as a reduction to the facility's capital expense.
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g, Voluntary facilities shall report mortgage obligations financed by public finance authorities for
their benefit and which they are responsible to repay, as liabilities in the general fund, when
such mortgage obligations are incurred.

8. Sales, leases and realty transactions.

a. If a medical facility is sold, leased, or is the subject of any other realty transaction before a
rate for the facility has been determined and certified by the Commissioner, the capital cost
component of such rate shall be determined in accordance with the provisions of this Section.

b. If a medical facility is sold, leased, or is the subject of any other realty transaction after a rate
for the facility has been determined and certified by the Commissioner, the capital cost
component of such rate shall be considered to be continuing with the same force and effect
as though such sale lease or other realty transaction had not occurred. This paragraph shall
not be construed as limiting the powers and rights of the Commissioner to change rate
computations generally or specifically when based upon previous error, deceit or any other
misrepresentation or misstatement that has led the commissioner to determine and certify a
rate which he would otherwise not have determined or certified. Further, this paragraph
shall not be construed as limiting the powers and rights of the commissioner to reduce rates
when one or more of the original property right aspects related to such a facility is
terminated.

c. An arms length lease purchase agreement with a non-related lessor involving plant facilities
or equipment which meets any one of the four following conditions, establishes the lease as a
virtual purchase.

i. The lease transfers title of the facilities or equipment to the lessee during the lease term.

ii. The lease contains a bargain purchase option.

iii. The lease term is at least 75 percent of the useful life of the facilities or equipment. This
provision is not applicable if the lease begins in the last 25 percent of the useful life of the
facilities or equipment.

iv. The present value of the minimum lease payments (payments to be made during the
lease term including bargain purchase option, guaranteed residual value and penalties for
failure to renew) equals at least 90 percent of the fair market value of the leased
property. This provision is not applicable if the lease begins in the last 25 percent of the
useful life of the facilities or equipment Present value is computed using the lessee's
incremental borrowing rate, unless the interest rate implicit in the lease is known and is
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less than the lessee's incremental borrowing rate, in which case the interest rate implicit in the lease

is used.

d. If a lease is established as a virtual purchase under paragraph (c), the rental charge may be included

in capital-related costs to the extent that it does not exceed the amount that the provider would

have included in capital-related costs if it had legal title to the asset (the cost of ownership). The

cost of ownership shall be limited to depreciation and interest. Further, the amounts to be included

in capital-related costs are determined as follows:

L The difference between the amount of rent paid and the amount of rent allowed as capital-

related costs is considered a deferred charge and is capitalized as part of the historical cost of

the asset when the asset is purchased.

H. If an asset is returned to the owner instead of being purchased, the deferred charge may be

included in capital-related costs in the year the asset is returned.

iii. If the term of the lease is extended for an additional period of time at a reduced lease cost and

the option to purchase still exists, the deferred charge may be included in capital-related costs to

the extent of increasing the reduced rental to an amount not in excess of the cost of ownership.

iv. If the term of the lease is extended for an additional period of time at a reduced lease cost and

the option to purchase no longer exists, the deferred charge may be included in capital-related

costs to the extent of increasing the reduced rental to a fair rental value.

v. If the lessee becomes the owner of the leased asset (either by operation of the lease or by other

means), the amount considered as depreciation for the purpose of having computed the

limitation on rental charges under this paragraph, mug be used in c8iculating the limitation on

adjustments for the purpose of determining any gain or loss upon disposal of an asset.

vi. In the aggregate, the amount of rental or lease costs included in capital-related costs may not

exceed the amount of the costs of ownership that the provider could have included in capital-

related costs had the provider legal title to the asset.
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If a facility enters into a sale and leaseback agreement involving plant facilities or equipment the

amounts to be included in capital-related costs both on an annual basis and over the useful life of

	

the asset shall not exceed the costs of ownership which shall be limited to depreciation and interest,

and shall be determined as follows:

L If the annual rental or lease costs in the early years of the lease are less than the annual costs

of ownership, but in the later years of the lease the annual rental or lease costs are more than

the annual costs of ownership, in the years that the annual rental or lease costs are more than

the annual costs of ownership, the facility may include in capital-related costs annually the

actual amount of rental or lease costs, except that in any given year, the amount included in

capital related costs is limited to an amount which would not cause the aggregate rental or

lease costs included up to that year in capital-related costs to exceed the costs of ownership

that would have been included in capital-related costs up to that year if the provider had

retained legal title to the asset.

H. If the annual rental or lease costs in the early years of the lease exceed the annual costs of

ownership, but in the later years of the lease the annual rental or lease costs are less than the

annual costs of ownership, the facility may'carry forward amounts of rental or lease costs that

were not included in capital-related costs in the early years of the lease due to the costs of

ownership limitation, and include these amounts in capital-related costs in the years of the lease

when the annual rental or lease costs are less than the annual costs of ownership, provided,

however, in any given year the amount of actual annual rental or lease costs plus the amount

carried forward to that year may not exceed the amount of the costs of ownership for that year.

M. In the aggregate, the amount of rental or lease costs included in capital-related costs may not

exceed the amount of the costs of ownership that the provider could have included in capital-

related costs if the provider had retained legal title to the asset.

iv. If a facility enters into a sale and leaseback agreement involving land, the incurred rental for

the cost of land may not be included in allowable costs.
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Reimbursable Assessment for Statewide Planning and ResearchCooperative System

(SPARCS).

The Commissioner will inform each such hospital of its actual fee to support the statewide

planning and research cooperative system and each hospital will submit such fee on a quarterly

basis to be received by the Commissioner no later than the 15th of February, May, August and

November of each year. Failure to submit such fees in accordance with this schedule will result

in a one-percent reduction in the affected hospital's rate beginning on the first day following the

due date and continuing until the last day of the calendar month in which said fees are

submitted.
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Federal upper-lim it compliance.

1. In the event the State cannot provide assurances satisfactory to the Secretary of the
Department of Health and Human Services related to a comparison of rates of payment for
general hospital inpatient services to beneficiaries of the Title XIX program in the
aggregate to maximum reimbursement payments provided in Federal law and regulation
for purposes of securing Federal financial participation in such payments, such rates of
payments shall be adjusted proportionally as necessary to meet Federal requirements for
securing Federal financial participation.
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Addinor deletinghoscital services or units.

1. Notification of the elimination of a general hospital inpatient service or identifiable unit of
such a service in instances in which the costs of such service are reflected in the rate
calculated pursuant to this Section shall be submitted in writing by the facility to the
Department within 60 days of the elimination of such service or unit. If a rate is modified
by the Department as a result of such service or unit elimination, such rate shall be
effective as of the date of the elimination of the service or unit.

2. Notification of the establishment of a new hospital or of a new exempt unit of an existing
hospital shall be submitted in writing by the facility to the Department within 60 days of

	

the establishment of such new hospital or such new unit. Thereafter the Department shall
establish inpatient rates for such new hospital or such new exempt unit in accordance with
the provisions of this Attachment. Such rates shall be effective the first day of the month
following 30 days after such notification or the date of the approved certificate of need
(CON) certification, whichever is later.
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New hospitals and hospitals on budgeted rates.

1. New hospitals. Payments to new hospitals without adequate cost experience for inpatient

acute care services that are not exempt from DRG case-based rates of payment shall be

computed in accordance with this Attachment except as follows:

a. Rates of payment shall be computed on the basis of 100 percent of the statewide base

price multiplied by the service intensity weight for each DRG as determined and set forth

with the provisions of this Attachment.

b. The WEF used to adjust the statewide base price shall be equal to 1. 0 until adequate

data becomes available.

c. The non-comparable operating costs of new facilities as defined in the Definitions

Section and direct graduate medical education costs shall consist of the hospital's

budgeted operating costs for these services.

2. Hospitals on Bud e^Rates. Payments to hospitals without adequate cost experience

whose rates are based on budgeted cost projections for inpatient acute care services that

are not exempt from DRG case-based rates of payment shall be computed in accordance

with this Subpart except as follows:

a. Reimbursement for the costs of graduate medical education and non-comparable

services shall be calculated pursuant to the provisions of paragraph (1)(c) above.

b. The WEF used shall be calculated for the facility based on available historical data.
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Swing bed -reimbursement.

1. Definitions;

a. For pu rposes of this_ Section, a swing bed pros ram operated by :a rural hospital that has
an approval from the Centers for Medicare and Medicaid Services (CMS}_to provide
post-hospital skilled nursing facility (SNF) care shall Mean beds used interchangeably
as either general hospital or nursing home beds with _ reimbursement based on the

	specific type of care provided so that use of beds in -this mannerprovides small
	hospitals with greater flexibility in meeting fluctuating demands for inpatient general

hospital and nursing home care.

b. Rate shall mean the aggregate governmental payment made to eligible facilities per
patient day as defined in Attachment 4.19-D for the care of patients receiving care
pursuant to Title XIX of the federal Socia l Security Act (Medicaid).

2. Rates `of payment:.

Payments,'to eligible hospitals for patient days resulting from the usage of swing beds in
caring for patients'for whom it has been determined that inpatient hospital care is not

	

medically necessary, but that skilled nursing or health related care is required, shall be,
determined as follows:

a. she operating component of the rate shall consist of the following:

a direct component which shall be equivalent to the 1988 statewide average direct

	

case mix neutral _cost per day for hospital-based: residential 'health care facilities;
after application of the Regional Direct Input Price Adjustment Factor (RDIPAF) as
determined pursuant'to Attachment 4.19-D, -adjusted for _inflationwith trend factors
determined pursuant to the applicable provisions of Attachment 4.19-A

ii.. an indirect component which shall be equivalent to the 1988 statewide average
indirect cost per day for hospital -based residential health care facilities, after
application of the RDIPAF pursuant to Attachment 4.19-D, adjusted for inflation with

	

trend factors determined pursuant to the applicable provisions of Attachment 4.19-A;
arid

iii. a non-comparable component which shall be equivalent to the 1988 statewide
average non-comparable cost per day for hospital-based residential health care
facilities, adjusted for inflation with trend factors determined pursuant to the
applicable provisions of Attachment 4.i9-A.
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b. For general hospitals with more than 4g beds, the maximum number of days for which
the operating component of the rate as defined in this Attachment shall be paid shall
be equivalent to fifteen (15) percent of a hospital's total annual patient days for acute,
exempt unit, and alternate level of care services, excluding swing bed days.

c. The operating component of the rate as defined in this Attachment shall be paid for the
first sixty (60) days per year during which a patient is receiving care as a participant in
the swing bed program. Any patient stay in excess of sixty (60) days per year shall be
reimbursed at the prevailing average rate paid for the care of Alternate Level of Care
(ALC) patients pursuant to the Alternate Level of Care Payments provisions of this
Attachment. The sixty-day period shall begin the first day on which the patient
receives care as a participant in the swing bed program.

d. A capital cost per diem shall be paid on the basis of budgeted capital costs allocated to
the swing bed program, pursuant to the capital cost provisions of this Attachment,
divided by patient days associated with the swing bed program, reconciled to actual
total capital expense.
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MeLgers, acquisitions and consolidations.

1. Rates of Payment. As used in this Section, the terms merger, acquisition and consolidation shall mean
the combining of two or more general hospitals where such combination is consistent with the public
need, would create a new, more economical entity, reduce the costs of operation result in the reduction
of beds and/or improve service delivery and approved through the Department's Certificate of Need
process. Payments for hospitals subject to a merger, acquisition or consolidation for inpatient acute care
services that are not otherwise exempt from DRG case-based rates of payment will be effective on the
date the transaction is effected and shall be computed in accordance with this Section except as follows:

a. The WEF used to adjust the statewide base price shall be calculated by combining all components
used in the calcu l ation pursuant to the WAWEF Sect ion for all {

ospita
ls subject to the merger, aacquisition

or consolidation.

b. The direct GME payment per discharge added to the case payment rates of teaching hospitals shall be
calculated by dividing the total reported Medicaid direct GME costs for all teaching hospitals subject to
the merger, acquisition, or consolidation by the total reported Medicaid discharges reported by such
hospitals in the applicable base period.

c. The indirect GME payment per discharge added to the case payment rates of teaching hospitals shall
be calculated in accordance with the Add-ons to the Case Payment Rate Per Discharge Section, except
the ratio of residents to beds used in the calculation shall be based on the total residents and beds of
all such hospitals subject to the merger, acquisition, or consolidation.

d. The non-comparable payment per discharge added to the case payment rates shall be calculated by
dividing the total reported Medicaid costs for qualifying non-comparable cost categories for all
hospitals subjedt to the merger, acquisition, or consolidation by the total reported Medicaid discharges
reported by such hospitals in the applicable base period.

2. Temporary rate adjustment.

a. The Commissioner may grant approval of a temporary adjustment to rates calculated pursuant to this
Section for hospitals subject to mergers, acquisitions or consolidations occurring on or after the year
the rate is based upon, provided such hospitals demonstrate through submission of a written proposal
that the mer,eq r, acquisition or consolidation will result in an improvement to (i) cost effectiveness of
service delivery, ii quality of care, and (iii) other factors deemed appropriate by the Commissioner.
Such written proposal shall be submitted to the Department sixty days prior to the requested effective
date of the temporary rate adjustment. The temporary rate adjustment shall consist of the various
rate components of the surviving entity for a specified amount of time as approved by the
Commissioner. At the end of the specified timeframe, the hospital will be reimbursed in accordance
with the statewide methodology.
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b. The Commissioner shall withdraw approval of a temporary rate adjustment for hospitals which li) fail
to demonstrate compliance with and continual improvement on the approved proposal or (ii an
update to the base Year is made by the Department.
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Administrative rate ap als

1. Administrative rate appeals of rates of payment issued pursuant to this Attachment must
be submitted to the Department in writing within 120 days of the date such rates are
issued by the Department to the facility. Such rate appeals must set forth in detail the
basis for such appeal and be accompanied by any relevant documentation. Thereafter the
Department shall respond to such rate appeals in writing and shall either affirm the original
rates, revise such rates or request additional information. A failure to respond to the
Department's request for additional information within 30 days shall be deemed to
constitute the withdrawal, with prejudice, of the facility's rate appeal provided, however,
that the Department may extend that time period upon a request by the facility and for
good cause shown. Upon its receipt of the requested additional information the
Department shall issue a written determination of such rate appeal.

2. The Department's written determination of a facility's rate appeal shall be deemed final
unless the facility submits a written request for further consideration of the rate appeal
within 30 days of the date the Department issued such written determination, provided,
however, that if such written determination advises the facility that its rate appeal is being
denied on the ground that the appeal constitutes a challenge to the rate-setting
methodology set forth in this Attachment, such denial shall be deemed to be the
Department's final administrative determination with regard to such appeal and there shall
be no further administrative review available. The Department shall otherwise respond in
writing to such further appeal and either affirm or revise its original rate appeal
determination and this responses the Department shall be deemed its final administrative
determination with regard to such rate appeal.

3. Rate appeals which are rejected or precluded on the grounds of being untimely maybe
considered in connection with subsequent audits conducted pursuant to the audit
provisions of this Attachment.

4. The Department shall consider only those rate appeals that reflect one or more of thefollowing bases.

a. Mathematical or clerical errors in the financial and/or statistical data originally
submitted by the medical facility, including information reported to the New York
State Statewide Planning and Research Cooperate System (SPARCS . or mathematical
or clerical errors made by the Department. Revised data submitted by a facility mu

	

meet the same certification requirements as the original data and the Department may
require verification of revised SPARCS data by an independent review agent at the
cost of the facility; and
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b.

	

Any errors regarding a medical facility's capital cost reimbursement.

5. The Department may refuse to accept or consider a rate appeal from a facility that:

a. is providing an unacceptable level of care as determined after review bathe State Hospital
review and Planninq Council; or

b. is operated by the same management that operates a facility with regard to which a
determination of an unacceptable level of care has been made in accordance with paragraph (a)
of this subdivision; or

c. has been determined by the Department as being operated by a person or persons not properly
established or licensed pursuant to the Public Health Law• or

d. is delinquent in the payment of a fine or penal imposed on the facility pursuant to the Public
Health Law.

6. Any hospital whose Medicaid inpatient rates are subject to this Subpart and which is determined by
the federal Department of Health and Human Services to be no longer eligible for reimbursementpursuant to Title XVIII (Medicare) of the federal social security act shall not be eligible for
reimbursement by Medicaid until re-certification of the facility by the federal Department of Healthand Human Services as eligible for reimbursement pursuant to Title XVIII of the federal SocialSecurity Act.
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Out-of-state providers.

1. For discharges occurring on and after December 1, 2009, rates of payment for inpatient

hospital services provided by out-of-state providers in accordance with the prior approval

requirements shall be as follows:

A. the weighted average of inpatient rates, including a teaching adjustment where

applicable, in effect for similar services for hospitals located in the downstate region of

	

New York State shall apply with regard to services provided by out-of-state providers

located in the New Jersey counties of Sussex, Passaic, Bergin, Hudson, Essex, Union,

Middlesex and Monmouth, in the Pennsylvania county of Pike, and in the Connecticut

counties of Fairfield and Litchfield; and

b. the weighted average of inpatient rates, including a teaching adjustment where

plicable, in effect for similar services for hospitals located in the upstate region of

New York State shall apply with regard to all other out-of-state providers.

2.

	

Notwithstanding any inconsistent provision of this Section, in the event the Department

determines that an out-of-state provider is providing services that are not available within

New York State, the Department may negotiate payment rates and conditions with such

provider; provided however, such payments shall not exceed the providers usual and

customary charges for such services.

3.

	

For purposes of this Section, the downstate region of New York State shall consist of the

	

New York counties of Bronx, New York, Kings, Queens, Richmond, Nassau, Suffolk,

Westchester, Rockland, Orange, Putnam and Dutchess, and the upstate region of New

York State shall consist of all other New York counties.
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Supplemental indigent care distributions.

1. From funds in the pool for each year. except as otherwise provided for in this section, $27 million

shall be reserved on an annual basis for the periods January 1, 2000 through May 1, 2009, to be

distributed to each hospital based on each hospital's proportional annual reduction to their

projected distribution from the New York State Health Care Reform Act Profession Education

Pool, relative to the statewide annual reduction to'said pool, as authorized by State law, up to

the hospital specific disproportionate share (DSH)pyment limits.

2. Effective May 1, 2009 through December 31, 2009:

a. Each hospital eligible for supplemental indigent care distributions in 2008 shall receive 90%

of its 2008 annual award amount as Medicaid DSH payment.

b. $307 million shall be distributed to facilities designated by the Department as teaching

	

hospitals as of December 31, 2008, to compensate such facilities for Medicaid and self-.Lay

losses. The payment amounts apply consistently to all teaching hospitals, and are

reasonably related to costs, based on Medicare GME payments as a proxy, and are pursuant

to the following schedule of payments:
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Hospital Calend r Year 2

$_307,000,000
Uninsured Distribution to

Teaching Hos l2i

ALBANY MEDICAL CENTER HOSPITAL 7,207,099
ST PETERS HOSPITAL 1 001 662

ALBANY MEDICAL CENTER SOUTH CLINICAL
CAMPUS 3,880
UNITED HEALTH SERVICES INC 1,140,730
OLEAN GENERAL HOSPITAL 24,817
ERIE COUNTY MEDICAL CENTER 597,9Z2
MERCY HOSPITAL OF BUFFALO 319 739
ROSWELL PARK MEMORIAL INSTITUTE 1

	

52,987
KALEIDA HEALTH 4,93 8 527
HIGHLAND HOSPITAL OF ROCHESTER ___,2845,852
ROCHESTER GENERAL HOSPITAL 3 553 825
STRONG MEMORIAL HOSPITAL 11,695,895
THE UNITY HOSPITAL OF ROCHESTER 572,019
GLEN COVE HOSPITAL 471,540
WINTHROP UNIVERSITY HOSPITAL 69071,885
SOUTH NASSAU COMMUNITIES HOSPITAL 530,429
NASSAU UNIVERSITY MEDICAL CENTER 1,783,090
NORTH SHORE UNIVERSITY HOSPITAL 13,118,952
ST FRANCIS HOSPITAL OF ROSLYN 425,667
ST ELIZABETH MEDICAL CENTER 7 889
FAXTON - ST LUKE'S HEALTHCARE 23,436
COMMUNITY-GENERAL'HOSPITAL OF
GREATER SYRACUSE 196,351
ST JOSEPHS HOSPITAL HEALTH CENTER 2,697.04 0
UNIVERSITY HOSPITAL SUNY HEALTH
SCIENCE CENTER $

	

6,987,635
CROUSE HOSPITAL 958,865
MARY IMOGENE BASSETT HOSPITAL 472,619
ELLIS HOSPITAL 960,657
ST CHARLES HOSPITAL 249,445
UNIVERSITY HOSPITAL AT STONY BROOK 13,19 7 922
HUNTINGTON HOSPITAL 64, 200
GOOD SAMARITAN HOSPITAL OF WEST
LS-LIP $

	

589,318
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BENEDICTINE HOSPITAL

	

459,898

KINGSTON HOSPITAL

	

430,512

MOUNT VERNON HOSPITAL

	

115,045

SOUND SHORE MEDICAL CENTER

	

$

	

155,810

995,496
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NEW YORK PRESBYTERIAN HOSPITAL

ELMHURST HOSPITAL

JAMAICA HOSPITAL
LONG ISLAND JEWISH-HILLSIDE MEDICAL

CENTER
0
NY MED CTR OF QUEENS

FOREST HILLS HOSPITAL

STATEN ISLAND UNIVERSITY HOSPITAL

RICHMOND UNIVERSITY MEDICAL CENTER

27,337,202
2,226,463
1,185,404

18,206,316
554,077

3,178 354

$

	

1, 334742
5,084,762

2,274,90

UEENS HOSPITAL CENTER

c. $16 million shall be proportionally distributed to non-teaching hospitals based on their proportion

of uninsured losses as determined according to the methodology contained in the High Need

Indigent Care Adjustment Pool of this Attachment.

d. Effective December 1, 2009, $25 million shall be distributed to non-major public hospitals having

Medicaid discharges of 40% or greater from data reported in each hospital's 2007 annual cost

report, based on each hospital's decrease in Medicaid revenues resulting from the reductions in

trend factors for 2008 and 2009 as contained in this Attachment and the inpatient and outpatient

reimbursement methodology changes effective December 1, 2009.
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3. For annual periods beginning on and after January 1. 2010:

a. From regional allotments specified below, $269.5 million shall be distributed to non-major

	

public teaching hospitals on a regional basis to cover each eligible facility's proportional

regional share of 2007 uncompensated care, as defined in the disproportionate share

payment calculation provisions of this Attachment and offset by disproportionate share

payments received by each facility during calendar year 2010 in accordance with the

disproportionate share payment calculations provisions of this Attachment.

b. $25 million shall be distributed to non-maajjor public hospitals having eligible for payments

based upon each facility's proportion of uninsured losses as determined according to the

methodology in the High Need Indigent Care Adjustment Pool of this Attachment.

c. $16 million shall continue to be proportionally distributed to non-teaching hospitals based on

their proportion of uninsured losses as determined according to the methodology contained in

the High Need Indigent Care Adjustment Pool of this Attachment.

d. $25 million shall be distributed to non-major public hospitals having Medicaid discharges of

40% or greater from data reported in each hospital's 2007 annual cost report. based on each

hospital's decrease in Medicaid revenues resulting from the reductions in trend factors for

2008 and 2009 as contained in this Attachment and the inpatient and outpatient

reimbursement methodology changes effective December 1, 2009.
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LI) High Need Indigent Care Adjustment Pool. Funds will be deposited as authorized and

used for the. purpose of making Medicaid disproportionate share payments within the

	

limits established on an annualized basis pursuant to disproportionate share limitations,

except as otherwise provided for in this section, for the period January 1, 2000 through

December 31, 2010, in accordance with the following:

(1) From the funds in the pool each year:

Q Each eligible rural hospital will receive a payment of $140,000 on an annualized

basis for the period January 1, 2000 through September 30, 2009. Effective on

and after October 1, 2009, each eligible rural hospital will receive apayment of

$126,000 on an annualized basis, provided as a disproportionate share payment:

provided however, that if such payment pursuant to this clause exceeds a

hospital's applicable disproportionate share limit, then the total amount in excess

of such limit will be provided as a nondisproportionate share payment in the

form of a grant directly from this pool

Lit Each such hospital will also receive an amount calculated by multiplying the

facility's uncompensated care need by the appropriate percentage from the

following scale based on hospital rankings developed in accordance with each

eligible rural hospital's weight as defined by this section:

Rank

	

Percentage Coverage of

Uncompensated Care Need

1-99

	

60.0%

10-17

	

52.5%

18-25

	

45.0%

26-33

	

37.5%

34-41

	

30.0%

42-49

	

22.5%

50-57

	

15.0%

58+

	

7.5%

LM "Eligible rural hospital", as used in paragraph (1), will mean a general hospital

classified as a rural hospital for purposes of determining payment for inpatient

services provided to beneficiaries of title XVIII of the federal social security act

(Medicare) or under state regulations, or a general hospital with a service area

which has an average population of less than 175 persons per sguare mile, or a

general hospital which has a service area which has an average population of

	

less than two hundred persons per sguare mile measured as population density

by zip code.
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The average population of the service area is calculated by multiplying annual patient

discharges by the population density per square mile of the county of origin or zip code

as applicable for each patient discharge and dividing by total discharges. Annual patient

discharges shall be determined using discharge data for the 1997 rate ear, as reported

to the commissioner by October 1, 1998. Population density shall be determined

utilizing United States census bureau data for 1997.

iv "Eligible rural hospital weight", as used in paragraph (1), shall mean the result

of adding, for each eligible rural hospital:

The eligible rural hospital's targeted need, as defined in subparagraph (ii) of

	

this section, minus the mean targeted need for all eligible rural hospitals.

divided by the standard deviation of the targeted need of all eligible rural

hospitals: and

Lb„) The mean number of beds of all eligible rural hospitals minus the number of

beds for an individual hospital, divided by the standard deviation of the

number of beds for all eligible rural hospitals.

L2,) From the funds in the pool each year, except as otherwise provided for in this

section, $36 million on an annualized basis for the periods January 1, 2000 through

September 30, 2009, and for the periods on and after October 1, 2009, $32.4 million

on an annualized basis, of the funds not distributed in accordance with paragraph

(1), shall be distributed in accordance with the formula set forth in paragraph (12) of

the Medicaid disproportionate share payments section of this Attachment.

L3) From the funds in the pool each year, any funds not distributed in accordance with

paragraphs (1) or (2), shall be distributed in accordance with the formula set forth in

subparagraph (d) of paragraph (10) of the Medicaid disproportionate share

payments section.
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For annual periods beginning January 1, 2009 through December 31, 2010, disproportionate share
hospital (DSH) payments shall by reduced to 90 percent of the amount otherwise payable. In
addition, DSH payments to each general hospital will be distributed in accordance with the
following:

$13.93 million will be distributed to major government hospitals and will be allocated
proportionally, based on each facility's relative uncompensated care need as determined
in accordance with (c);

$70.77 million will be distributed to general hospitals other than major government general
hospitals and will be allocated proportionally, based on each facility's relative
uncompensated care need as determined in accordance with (c)•

Lc) each facility's relative uncompensated care need amount will be determined by multiplying
inpatient units of services for all uninsured patients from the calendar year two years prior
to the distribution year, excluding referred ambulatory units of services, by the applicable
Medicaid inpatient rates in effect for such prior year, but not including prospective rate
adjustments and rate add-ons, provided, however, that for distributions on and after
January 1, 2010, the uncompensated amount for inpatient services shall utilize the
inpatient rates in effect as of July 1 of the prior year; and:

by multiplying outpatient units of service for all uninsured patients from the calendar
year two years prior to the distribution year, including emergency department services
and ambulatory surgery services, but excluding referred ambulatory services units of
service, by Medicaid outpatient rates that reflect the exclusive utilization of the
ambulatory patient groups (APG) rate-setting methodology, however for those services
for which APG rates are not available the applicable Medicaid outpatient rate shall be the
rate in effect for the calendar year two years prior to the distribution year.

For distributions on and after January 1, 2010, each facility's uncompensated need amount
will be reduced by the sum of all payment amounts collected from such patients. The total
uncompensated care need for each facility will then be adjusted by application of the
existing nominal need scale.
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(d) (i) Continuing annually for periods on and after January 1, 2009, no general hospitalwill receive DSH payment distributions that exceed the costs incurred by such

	

hospital during the distribution period for providing inpatient and outpatient hospitalservices to Medicaid eligible patients or, uninsured patients. Such costs will be netof monies received from non-DSH related Medicaid payments and collections fromuninsured patients.

(ii) DSH payment reductions will first be made from the public general hospital indigentcare adjustment payments pursuant to this Attachment, and then from paymentsfrom this section.

(e) Distributions to voluntary sector general hospitals, excluding government generalhospitals, made in accordance with the Medicaid Disproportionate Share Section, theSupplemental Indigent Care Distributions Section, and the High Need Indigent CareAdjustment Pool Secction will be reduced proportionate by the final payment amountspaid to eligible voluntary sector general hospitals, excluding government generalhospitals, made in accordance with the Additional Inpatient Hospitals PaymentsSection for the period commencing July 1. 2010 and annually thereafter.

(f) In addition to reductions noted in paragraph (e), distributions to voluntary sectorgeneral hospitals, made in accordance with the Medicaid Disproportionate ShareSection, the Supplemental Indigent Care Distributions Section, and the High NeedIndigent Care Adjustment Pool Section will be reduced proportionally by $69.4M for

	

the period commencing July 1. 2010 through December 31, 2010 and by $73.2Mannually for rate periods commencing January 1, 2011 and thereafter excludingdistributions made in accordance with s bparagraphs (b), (cc), and (d) of paragraph(3) of the Supplemental Indigent Care Distributions Section.
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Hospital Physician billing.

1. With the exception of hospitals designated under the Medicare program as meeting the

criteria set forth in 1§ 861(b)(7) of the federal Social Security Act, for discharges occurring

on and after February 1, 2010, hospitals may bill for physician services in accordance with

the applicable Medicaid physician fee schedule in addition to billing the applicable DRG.
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us AAdverse Evens.

Effective October 1, 2008, the New York State Medicaid program shall deny reimbursementor reduce payment for the higher DRG arising from the following three serious adverse

	

events, defined as avoidable hospital complications and medical errors that are identifiable,preventable, and serious in their consequences to patients: foreign object left in patient

	

after surgery, air embolism, and blood incompatibility. On and after November 1, 200,5,

	

hospitals will be required to bill all claims associated with one of the remaining ten X10)serious adverse events using the following procedures:

a. Eorthose cases where a serious adverse event occurs and the hospital elects toreceive no payment for the admission (i.e., it is expected that Medicaid will denny theentire payment based one type of event), the hospital will notify Medicaid of thiscase by submitting a claim using a new rate code 2590 (non-reimbursable with seriousadverse events), along with the requisite billing information submitted with a claim.

Department of Health will identify claims billed with rate code 2590 and instruct theIsland Peer Review Organization (IPRO)the New York State Medicaid review agent,, tore nest the medical record for the admission and conduct a case review.

b. For those cases where a serious adverse -event occurs and the hospital anticipatet'atleast partial payment for the admission, the hospital will follow a two-step process forbilling the admission,

I. The hospital will first submit their claim for the entire stay in the usual manner,
using the appropriate rate code (i.e., rate code 2946 for DRG- claims or.the
appropriate exempt unit per diem rate code such as 2852 far psychiatric care, etc.).

	

That claim will be processed in the normal manner and the provider will receive fullpayment for the case.
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ii

	

Once remittance for the initial claim is received, it will be necessary for
the hospital to then submit an adjustment transaction to the original paid
claim usino one of the following two new rate codes associated with
identification of claims with serious adverse events:

a 2591 (DRG with serious adverse events), or

2592 (Per Diem with serious adverse events)

The adjusted claim will then Pend to the Department and will be forwarded to
Island Peer Review Organization (IPRO) for further review. IPRO will review
the medical record for the case to determine appropriate payment. Once
IPRO has completed its review of the medical record, a preliminary notification
indicating their findings will be issued. Hospitals will be required to respond to
this preliminary finding within thirty days indicating whether it agrees or
disagrees with the finding. If the provider disagrees with this preliminary
finding, then may appeal by submitting additional rationale and supporting
documentation to the IPRO. IPRO will then re-review the case taking into

	

account the provider's rationale and supporting documentation. A final
determination will be made at the conclusion of this process.

The thirteen serious adverse events are as follows:

Surgery performed on the wrong body part
Q Surgery performed on the wrong patient

Wrong surgical procedure on a patient

Foreign object inadvertently left in patient after surgery
{5) Medication error

Air embolism

Blood incompatibility

Patient disability from electric shock
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Patient disability from use of contaminated drugs

110 Patient disability from wrong function of a device

11 Incidents whereby a line designated for oxygen intended for patient is
wrong item or contaminated

12 Patient disability from burns

13 Patient disability from use of restraints or bedrails

Hospitals receiving payment under New York State Medicaid shall be required to provide
information, through Present on Admission (POA) indicators, on each admission. These
POA indicators shall designate which procedures or complications were present on
admission, and which occurred during or as a result of hospital care.

This provision applies to all Medicaid supplemental or enhanced payments and Medicaid
disproportionate share hospital payments.
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Gra s to Medica l Education - Med icaid Managed Care Reimbu men

Teaching hospitals shall receive direct reimbursement from the State Medicaid Agency for
graduate medical education (GME) costs associated with inpatient services rendered to patientsenrolled in Medicaid managed care or Family Health Plus plans.

GME payments for DRG based services shall include the following:

a. A direct Graduate medical education (GME) payment per discharge calculated for each
teaching hospital by dividing the facility's total reported acute care Medicaid direct GME
costs by its total Medicaid acute care discharges in the applicable base period.. Direct GME
costs shall be those costs defined in the Definitions Section, derived from the same base
period used to calculate the statewide base price for the applicable rate period, andtrended forward to such rate period in accordance with applicable provisions of thisAttachment.

b. An indirect GME payment per discharge calculated for each teaching hospital by applying
the actual applicable Service Intensity Weight for the discharge, Wage Equalization Factor
Adjustment, and indirect teaching cost percentage described in this Attachment to the
statewide base price. Each of these variables will be for the applicable rate year in whichthe discharge occurs.

GME payments for exempt unit or hospital services shall include a direct GME and an indirectGME component calculated as follows:

a. A direct GME payment per discharge for each exempt unit or hospital by dividing the
facility's applicable exempt unit or hospital Medicaid direct GME costs by the total Medicaid
discharges for that exempt unit or hospital in the applicable base period. Direct GME costsshall be those costs defined in the Definitions Section, derived from the sane base period
used to calculate the average operating cost per diem for the applicable rate period and
trended forward to such rate period in accordance with applicable provisions of thisAttachment.
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b. An indirect GME payment per discharge for each exempt unit or hospital by applying the
indirect teaching cost percentage calculated in accordance with this Attachment to the
hospital's operating cost per diem calculated in accordance with the provisions of this
Attachment excluding the costs of direct GME calculated in (a) above, converted to a per
diem basis, and trended forward to the rate period in accordance with the provisions of
this Attachment. Exempt unit or hospital GME rates per diem will be further adjusted by
each applicable exempt unit or hospital's average length of stay based on the latest
available data reported on the Institutional Cost Report for the.reporljng period two
years prior to the rate year.
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Disproportionate share limitations.

1. Disproportionate share payment distributions made to general hospitals pursuant to this

Attachment shall be limited in accordance with the provisions of this Section. The latest

available annual cost report submitted by a hospital prior to the disproportionate share

distribution period shall be used to determine eligibility pursuant to paragraph (2) and for

projected limits pursuant to paragraph (5). Annual cost reports having an end date in the

applicable annual disproportionate share distribution period, or for certain state-operated

	general hospitals, annual cost reports having an end date in the subsequent annual

disproportionate share distribution period, shall be used to reconcile limits pursuant to
paragraph (6).

2. General hospitals must meet the following conditions to receive disproportionate share
distributions:

a. The hospital must have at least two obstetricians who have staff privileges at the

hospital and who have agreed to provide obstetric services to individuals who are

entitled to medical assistance for obstetric services under a state plan. This

requirement doesn't apply to a hospital if their inpatients are predominantly under 18

years old or if the hospital does not offer nonemergency obstetric services to the

general population as of December 22, 1987. If the hospital is a rural hospital, an

obstetrician is any physician with staff privileges to perform nonemergency obstetric

procedures,

b. The hospital must have a Medicaid inpatient utilization rate of at least one percent.

3. No general hospital shall receive in total from disproportionate share payment distributions

an amount which exceeds the costs incurred during the periods described in paragraph (1)

for furnishing inpatient and ambulatory hospital services to individuals who are eligible for

medical assistance benefits pursuant to title XIX of the Federal Social Security Act

(hereinafter referred to as "Medicaid cost") or to individuals who have no health insurance

or other source of third party coverage (hereinafter referred to as "self-pay cost"), reduced

	

by medical assistance payments made pursuant to title XIX of the Federal Social Security

Act (hereinafter referred to as "Medicaid revenue"), other than disproportionate share

payments, and payments by uninsured patients. For purposes of this Section, payments to

a general hospital for services provided to indigent patients made by the State or a unit of

local government within the State shall not be considered a source of third party payment.

4. In order to ensure the continued flow of disproportionate share payments to hospitals, the

Commissioner shall make projections of each hospital's disproportionate share limitation

based on the most current data available from the hospital's annual cost reports. The
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general hospitals whose annual cost reports have an end date within the subsequent
annual period, each hospital's disproportionate share limitation shall be reconciled to the
actual rate year data. This shall be referred to as the "reconciliation methodology".

5. Projection methodology. Each hospital's projected disproportionate share limitation for
each rate year shall be the sum of its inpatient and outpatient Medicaid and uninsured
rains/(losses) as calculated using reported base year data and statistics from the year two
years immediately preceding the rate year and as used for projection methodology
purposes for that prior year.

6. Reconciliation methodology. The Commissioner shall revise the projected limitation based
on actual data reported to the Commissioner for such rate year in accordance with the
following and in accordance with final regulations issued by the federal Department of

	

Health and Human Services implementing 42 USC § 1396r-4 The Commissioner shall
revise the projected limitations for each hospital within eight months from the date
required reports are submitted to the Department, except if such reports are determined to
be unacceptable by the Department. For hospitals which have submitted unacceptable
reports, the Commissioner shall revise the projected limitations within eight months from
the date acceptable reports have been resubmitted to the Department.

a. Each hospital shall submit, by the same date the annual cost reports are required to be
filed pursuant to the cost reporting requirements of this Attachment, a disproportionate
share limitation schedule in a form and manner prescribed by the Commissioner within
which the hospital shall calculate, in accordance with the instructions, its inpatient and
outpatient Medicaid and self-pay gains/(losses) during the cost reporting year. The
disproportionate share limitation schedule shall be accompanied by a certification by
the hospital's independent public accountant which provides the Commissioner
sufficient assurance as to the accuracy of the information contained in such schedule.

i. The final limit shall be calculated by excluding inpatient and outpatient Medicaid
revenue impacts resulting from prospective adjustments to rates for periods prior to
the implementation of the federal hospital specific disproportionate share payment
limits from the inpatient and outpatient Medicaid and self-pay gains /{losses)
reported on the disproportionate share payment limitation schedule.

b. Failure of a hospital to submit the information required by this Section in a form
acceptable to the Commissioner shall result in the immediate withholding of all

	

subsequent disproportionate share distributions. Such withholding shall continue until
the hospital complies with the reporting requirements of this Subdivision.
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Government general hospital disproportionate share payments will be made to
increase reimbursement to hospitals operated by the State of New York, the State University
of New York or by county government To be eligible, ospitals must be operating at the
time the payments are made. The payments are subject to the payment limits established in
this Attachment of this plan.

	

1. Government general hospitals Aerated by the State of New York or the State University

	

of New York shall receive additional payments effective April 1, 1997 for the period April
1, 1997 through March 31, 1998, April 1, 1998 for the period April 1, 1998 through March
31, 1999, August 1, 1999 for the period April 1 1999 through March 31, 2000, April 1
2000 for the period April 1, 2000 through March 31, 2001, April 1 2001 for the period

	

April 1 2001 through March 31 2002, April 1, 2002 for the period April 1, 2002 through
March 31,2Q03, for the state fiscal year beginning April 1, 2005 through March 31, 2006,
for the state fiscal year beginning April 1, 2006 through March 31, 2007 and April 1, 2007
through March 31, 2009 and for the state fiscal years beginning April 1, 2009 through
March' 3 2011 sul ect to the limit established pursuant to this Attachment. Such
payments shall be established based on medical assistance and uninsured patient losses

	

for 1996, 1997 1998 1999, 2000, 2001 and2002 after considering all other medical
assistance based initially for 1996 on 1994 reconciled data as further reconciled to actual
reported 1996 reconciled data, for 1997 based initially on reported 1995 reconciled data
as further reconciled to actual reported 1997 reconciled data, for 1998 based initially on
re o ed 1995 reconciled data, as further reconciled to actual reported 1998 reconciled
data, for 1999 based initially on reported 1995 reconciled data as further reconciled to
actual reported 1999 reconciled data, for 2000 based initially on reported 1995 reconciled
data, as further reconciled to actual reported 2000 reconciled data, for 2001 based
initially on reported 1995 reconciled data as further reconciled to actual reported 200:1
reconciled data, for 2002 based initially on reported 2000 reconciled data as further
reconciled to actual reported 2002 reconciled data, for the state fiscal year beginning on
April 1, 2005, based initially on up to one hundred percent of reported 2000 reconciled

	

data as further reconciled to up to one hundred percent of actual reported data for 2005,
and for the state fiscal year. beginning on April 1, 2006, based initially on- up to one
hundred percent of reported 2000 reconciled data as further reconciled to u€) to one
hundred percent of actual reported data for 2006.
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Such payments shall continue to be established for periods beginning on April 1.2007, through March 31,2008, based initially on 100% of reported 2000 reconciled dataand further reconciled to' 100% of actual reported data for 2007. For periods beginning April1, 2008, through March 31, 2009, such payments shall be based initially on 100% ofreported 2000 reconciled data and further reconciled to 100°Jo of actual reported data for2008. The payments may be added to rates of payment or made as aggregate payments toeligible government general hospitals.

. For periods beoinninril 1 2009 through March 31, 2011, such payments shall be

	

established based initially on reported 2007 reconciled data, as a lusted for statutorilyauthorized Medicaid rate clinesitaactinq tillscable {avment year; and furhereconciled to actual reported data for 2069, and to actual reported data for each respectivesucceeding year. The payments may be added to rates of payment or made as aggregatepayments to eligible government general hospitals.
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Effective for the state fiscal years beginning April 1,. 2001 and ending March 31,2010, specialty hosoW adjustments for services provided on or after April 1, 2001, areauthorized to government general hospitals, other than those operated by the State ofNew York or the State Unive rsity of New York, receiving reimbursement for all inpatientservices under Tale Xix of the federal Social Security Act (Medicaid) pursuant to thisAttachment of this State Plan and located in a city with a population of over one million,of up to $286 million annually, as medical assistance payments. For the periodbeginning April 1, 2008 through March 31, 2009, an„AW! 1 2809_... rough March 31.= such payments shall total $232.1 million and 388.9 5,2 „minim, + oe^ivaiv.Such payments, when aggregated with other medical assistance. payments, shall notexceed 100% of a reasonable estimate of the amount that would be paid for suchservices under Medkzre payment pri nciples for non-state government owned oroperated government general hospitals for the respective periods and shall be based oneach'such hospital's proportionate share of the sum of all inpatient discharges fin allfacilities eligible for an adjustment pursuant to this section for the base year two yearsprior to the rate year. Such proportionate

	

a payment may be added to rates ofpayment or made as aggregate payments to eligible government general hospitals.
Effective for the period September 1, 2001 through March 31, 2002 and statefiscal years beginning April 1, 2002 and ending March 31, 2008, additional specialtyhospital adjustments for services provided on or after fiber 1., 2001 are authorizedto government general hospitals, other than d

	

operated by the Mae of New York orthe ate University of New York receiving reimbursement fits all inpatient servicesunder True XDt of the federal social security act (Medicaid) pursuant to this Atta chmentof this State Plan and located in a city with a population of over one million, of up to$463 million for the period September 1, 2001 through Mar 31, 2002 and $794 millionannually for state fiscal years beginning April 1, 2002 and ending March 31, 2 0W, asmedical assistance payments based an each such hospital's proportionate share of thesum of all inpatient discharges for all fidlities eligible for an adjustment pursuant to thissection for the base year two years prior to the rate year. Such proportionate sharepayments may be added to rates of payment or made as aggregate payments to eligiblegovernment general h ospitals,
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Effective for the period July 1, 2010 through March 31, 2011, additional inpatient
hospital payments are authorized to voluntary sector hospitals, excluding government
general hospitals, for inpatient hospital services after all other medical assistance
payments, of $235.5M for the period July 1, 2010 through March 31, 2011 and $314M
for the period April 1, 2011 through March 31, 2012 subject to the requirements of 42
CFR 447.272 (upper payment limit). Such payments may be added to rates of payment
or made as aggregate payments to eligible voluntary sector owned or operated general
hospitals: excluding government general hospitals.

Eligibility to receive such additional payments will be based on data from the
period two years prior to the rate year, as reported on the institutional Cost Report
(ICR) submitted to the Department as of October 1 of the prior rate year.

(a) Thirty percent of such payments will be allocated to safety net hospitals based on
each eligible hospital's proportionate share of all eligible safety net hospitals' Medicaid
discharges for inpatient hospital services, including both Medicaid fee-for-service and
managed care discharges for acute and exempt services;

(i) Safety net hospitals are defined as non-government owned or operated
hospitals which provide emergency room services having either: a Medicaid share of
total inpatient hospital discharges of at least 35%, including both fee-for-service and
managed care discharges for acute and exempt services; or a Medicaid share of total
discharges of at least 30%, including both fee-for-service and managed care discharges
for acute and exempt services, and also providing obstetrical services.

(b) Seventy percent of such payments will be allocated to eligible general hospitals,
which provide emergency room services, based on each such hospital's proportionate
share of all eligible hospitals' Medicaid discharges for inpatient hospital services,
including both Medicaid fee-for-service and managed care discharges for acute and
exempt services

(c) No eligible general hospital's annual payment amount will exceed the lower of the
sum of the annual amounts due that hospital in accordance with the Medicaid
Disproportionate Share Section, the Supplemental Indigent Care Distributions Section,
and the High Need Indigent Care Adjustment Pool Section of this Attachment, or the
hospital's facility specific projected disproportionate share hospital payment ceiling
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established pursuant to federal law. Payment amounts to eligible hospitals pursuant to
paragraphs (a) and (b) of this section in excess of the lower of such sum or pa ent
ceiling will be reallocated to eligible hospitals that do not have excess payment amounts.
Such reallocations will be proportional to each such hospital's aggregate payment
amount pursuant to paragraphs (aand (b) of this section to the total of all payment
amounts for such eligible hospitals: and

(d) These payments will be included in Medicaid revenues for the purpose of computing
each general hospital's disproportionate share limitations.
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directly to the government general hospital and indemnity or similar payments made to the

person who is a mayor of hospital services. The costs of services denied reimbursement
other than emergency room services for lack of medical necessity or lack of compliance
with prior authorization requirements or provided as an employment benefit or as a
courtesy shall not be included.

9. In order to be eligible for distributions a general hospital's targeted need must exceed one-

half of one percent.

10.For rate years commencingJanuary 1, 1991 and prior to January 1 1997, each eligible
major government general hospital shall receive a portion of its bad debt and charity care
need equal to 110 percent of the result of the application of the percentage of statewide
inpatient reimbursable costs excluding costs related to services provided to beneficiaries of

Medicare, deyeLoggd on the basis of 1985 financial and s a istica reports, to the tewide
resources for the rate year,

a. Statewide resources shall mean the sum of the result of multiplying a statewide average
5.48% by each general hospital's (including major government general hospitals and all
other hospitals) rate year reimbursable inpatient casts used in the initial promulgation of
rates, adjusted of case mix and volume changes, ex iudinq inpatient costs related to
services provided to beneficiaries of Title XVIII of the federal Social Security Act
(Medicare? and without consideration of inpatient uncollectible amounts, and including
income from invested funds.

11.For rate periods commencing January 1 1997 through December 31, 2010, each eligible
major govemment general hospital shall receive an amount equal to the amount allocated

to such major ggy-emment general hospital for the period January 1 1996 through
December 31, 1996,

12. For rate periods commencing January 1, 1997 and thereafter, the balance of unallocated

funds after the-Medicaid disproportionate share

	

men are made in accordance with
paragraph (10) of this section and funds are reserved for distribution as high need
adjustments in-accordance with paragraph (12) of this section and shall be distributed to
eligible hospitals. excluding major government general hospitals, on the basis of targeted
need share.

a. Need calculations shall be based on need data for the year two years prior to the rate
year-
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b. For the rate periods commencing January 1, 1991 and prior to January 1, 1997, the

scale specified in this section, and for rate periods commencing January 1, 1997 and

thereafter, the scale specified in subparagraph (d) of this section shall be utilized to

calculate individual hospital's nominal, payment amounts on the basis of the Percentage

relationship between their need for the year two years prior to the rate year and their

patient service revenues font e year two years prior to the rate year.

c. The scale utilized for development of each hospital's nominal payment amount shall be

as follows:

Percentage of Reimbursement Attributable
to the Portion of Targeted Need

	

35%

	

50%

	

65%

	

85%

	

90%

95%

d. The scale utilized for development of each eligible government -general hospital's

nominal payment amount shall be as follows:

Targeted Need Percentage
0-1%
1+-2a/o

	

2+-3%

	

3+-4%
4+ -5%
5+%
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Percentage of Reimbursement Attributable
to the Portion of Targeted Need

	

60%

	

65%

	

70%

	

75%

	

80%
85%
900/0

	

95%
100%

12. For rate periods commencing January 1. 1997 through December 31, 2010, 36 million shall

be distributed as high need adjustments to general hospitals, excluding major government

general hospitals, with nominal payment amount in excess of 4 percent of reported costs as

follows: each general hospital's share shall be based on such hospital's aggregate share of

nominal payment amount above 4 percent of reported costs compared to the total

aggregate nominal payment amount above 4 percent of reported costs of all eligible

hospitals.

Targeted Need Percentage
0-0.5%

	

0.5+% -2%
2+-3%

	

3+-4%

4+-5%

	

5+-6%

	

6+-7%

7+-8%

8+%
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Additional d isproRgrtionate gbare pay_ments,

Beginning April 10, 1997 and for annual periods beginning April 1 thereafter, additional
disproportionate share payments shall be paid to voluntary non-profit general hospitals. Such
payments shall not exceed each such general hospital's cost of providing services to uninsured
and Medicaid patients after taking into consideration all other medical assistance a ments
received, including disproportionate share payments made to such general hospitals and
payments from and on behalf of such uninsured patients and shall also not exceed the amount
of state aid for which the hospital or its successor would have been eligible pursuant to the
Funding for Substance Abuse Services and the Local Unified Services Sections of the Mental
Hygiene Law (as described below) for fiscal year 1996-97, the Base Year. Such additional
disproportionate share payments will be calculated by aggregating net approved operating costs
for. such mental health and/or alcoholism or substance abuse programs in each hospital. Net
operating costs are defined as operating costs offset by revenues, other income, federal aid and
fees avments may be de aspuarterl duo ate pa ents to an eligible hospital.

Payments beginning April 1, 1998 and thereafter will be related to the hospital's
willingness to continue to provide services previously funded by state aidgrants. The
Commissioners of the Office of Mental Health (OMH) and the Office of Alcoholism and
Substance Abuse Services (OASAS), in consultation with county directors of community
services, will annually designate to the Department of Health those general hospitals eligible for
the additional disproportionate share payment, and the amount thereof. If a hospital does not
continue to provide substantially the same level grogram and/or services as in the Base Year,
the local governmental unit can recommend to the Commissioner of OMH and/or the
Commissioner of OASAS that the provider not be designated to receive disproportionate share
payments for mental health and/or substance abuse and alcoholism services in the future. In
addition, if a hospital reduces its deficit from that of the Base Year, either as a result of
increased program revenues, or as a result of p r o g r a m or service cutbacks, or as a result of
lower costs, the local governmental unit can recommend to OMH and/or OASAS that the
additional disproportionate share payment be reduced commensurate with the decrease in the
deficit.

Services funded under the Local and Unified Services Section of the Mental Hygiene Law
include mental health services Alcoholism services funded under the Local and Unified Services
section of the Mental Hygiene Law include health and alcoholism treatment services. Substance
abuse services funded under Funding for Substance Abuse Services Section of the Mental
Hygiene Law include health and substance abuse services.
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ITEM

Insurance.- Other

PROXY

ECI-Civilian-Compensation-Executive. Administrative and Managerial I/

ECI-.Civilian-Compensation-Professional and Technical 1/

L

	

ECI-Civilian-Compensation-Service Occupation 41.1% 1/
ECI-Civilian-Compensation-Clerical 45.0% 1/
ECI-Civilian-Compensation-Blue Collar. 8.9% 1/

!L

	

ECI-Compensation-Private Industy-Workers-Union-Service Producing
Industries 5.0% 1/

Average hourly earniin is ndustry composite-New York and U.S. - 50% CPI-U-New
York.Ci Area. Buffalo Area. Northeast Size b. Northeast Size C..U.S..- 50%0

Telephone rate index

Consumer Price Index (CPI-W)

Malpractice survey

General Liability insurance rates

Automobile insurance (ECI

Insurance Composite

JAN 1

	

19986
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PROXY

CI-Compensatiop rivate Industry Workers-Professiona1-Specialty & Technical 1/

I-

	

Office Supplies &,Accessories (PPI - 40%
L.

	

Office Machines NEC - 12 .5% (PPI)
..

	

Writing and Printing Papers 20% (PPI)
-4.

	

Pens. Pencils and Marking Devices - 12.5% (PPI)
5.

	

Classified Advertising - 7.5% (PPI)
S.

	

Periodicals. Circulation - 7.5% (PPI)

	

Management Consulting
Fees

Hour i v earnings - manacrement and Put2.ti.c
10nuri 4fl r' 1-1!11011#11 9 1PSCI - Private Industry Workers - Wages and Salaries - Executive. Administrative andManagerial 3/

Data Processing Average Hourly Earnings Computer and Data Proceggin Services 2/
A-$-

	

SCI-Private Industry Workers - Compensation -Professional Specialty and Technical 3/-

	

Workers-Wactes and Salaries -Professional Specialty-An d Technical.3/

NYC. tax rates
Upstate overall tax rates_

Al1,Foods (PPI.) - 40%
Food. at Home. U. SU.S. City average (CPI) or
Food at Home. NY-NENJ (CPI) - 40%
Cups, and Liquid - Tight Containers (PPI) - 3%

	

Tableware, Serving Pieces. and Nonelectric Kitchenware (CPI) - 7%
Food Away From Home. (CPI.) U.S. City average or
Food Away F'ro Home. NY-NENJ (CPI) - 1Q%1

APR

Interest Expense -
Work,ing Coital

Predominant prone time

Real Estate Taxes

2.

Dietary

2g

2.b-

	

3.

41

5A.i

,...:

	

JAN 1

	

1998
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ITEM

operation and Maintenance of
plant

Maintenance & Repairs

2 Fuel oil

6 Fuel oil

Natural Gas

PROXY

Maintenance & Repairs (CPI)

Price. Tank Car Reseller. NYC & Alban

Price. Tank Car Reseller. NYC & Alban

NYSDPS data for Brookly Union Central Hudson. Columbia Gas Con-Ed. L I Lighting.

Electric

chased Steam NY,SDOH Price Index.for Con - Ed purchased steam

Electric Power
Electric & Gas. N agara Mohawk. Rochester Gas & Electric

Water. and .Sewer

Waste Disposal

Water and Sewerage Maintenance (CPI)

Refuse Collection .(CPI)

Laundry and Linen

	

Laundry and,pry Cleaning Other than Coin QUeratpr (CPI)

Housekeeping

	

li

	

Soag and Synthetic Detergents - 40% (PPI)

Unssupported Plastic Film and Sheeting - 30% (PPI)
3.

	

Sanitary-2AV-ars and Healt h Products.-.30% .(PPI)

-

	

ndU&try

	

- m

	

- Sery^qe Occupation-IL
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PROXY

Preparations Ethical (Prescription) (PPI)

	

72 0%
Preparation. Prop (Over the Counter) (PPI) - 5.0%
prescription Drugs (CPI) - 23.01

Medical Supplies

	

11,

	

Medical Instruments and Apparatus - 45%(PPI)

	

L.

	

Surgical Appliances and Supplies - 55% (PPI)

Non-Medical Suppl ies

	

I

	

office Supplies & Accessories (PPI) - 40%
2.	Office Machines NEC - 12. 5% (PPI)
3.	Writing and Printing Papers - 20% (PPI)

	i.

	

Pens Pencils and Marking Devices - 12 5% (PPI)

	

5..

	

Classified Advertising - 7.5% (PPI)

	

6.

	

Periodicals. Circulation - 7.5% (PPI)

tion-Ci u1

X-Ray Film

•L!1111•i=

1/Includes Regional Adjustment Factor
egional Adjustment Factor andCompens
3/Excludes Regional Adjustment Factor
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I

Albany Medical Center

Auburn Memorial

Beth Israel Medical Center

Bronx-Lebanon

City Hospital at Elmhurst

Community Hospital Western Suffolk
Cortland Memorial

ETTis Hospital
E-rile County Medical Center

Long Beach Memorial

Maimonides

Mercy Hospital, Rockville

	

Metropolitan Hospital

Nassau County Medical Center

Niagara Falls Memorial

St. Joseph's, Yonkers

St. Luke' s Roosevelt

St. Vincent's, NYC

St. Vincent's, Richmond
Southside Hospital

State University-Upstate

Strong Memorial

Summit Park

SUNY Stony Brook

United Health Services

Westchester County MC

Women's Christian

Woodhull
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PHASE II HOSPITALS

Bayl ey Seton 'Hospital

Buff alo General Hospital

Cabrini Medical Center

Central General Hospital

Cham plian Valley Hospital
Clff ton Springs Hospital

Coney Island Hospital

Eastern Long Island Hospital
r-ran.klin General Hospital

Genesee Hospital

Glens Falls Hospital

Good Samaritan Hospital of Suffern

Harlem Hospital

Mary Imogene Bassett
Montefiore Medical Center

North Central Bronx Hospital
Presbyterian Hospital

Queens Hospital

Samaritan Hospital

Saratoga Hospital

St. Barnabas Hospital
St. Francis Hospital
St. James Mercy Hospital
St. Mary' s Hospital
St. Vincent 's Hospital -Westchester
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METHODS AND STANDARDS OF SETTING PAYMENT RATES FOR
INPATIENT SERVICES PROVIDED BY HOSPITALS

OPERATED BY THE NEW YORK STATE OFFICE OF MENTAL HEALTH

In accordance with the Mental Hygiene Law the Office of Mental Health

(OMH) establishes Medicaid inpatient rates of reimbursement, subject to the

approval of the Director of the State Division of the Budget, for the

psychiatric hospitals it operates. Statewide average payment rates shall

be established for each of the rate categories outlined below under section
I. The rates shall be established on a prospective basis in advance of the

payment year.

I.

	

[GENERAL]RATE CATEGORIES

[A separate rate is established for each of the following categories:]

[1] A. Adult Services

This rate category includes all inpatient units located at OMH Medicare

and Medicaid certified Psychiatric Centers with the exception of

Forensic Psychiatric Centers and discrete specialized units for

children and youth for which separate rate categories are established.

[2] B. Children's Services

This rate category applies

Units operated by the OMH.

care and treatment exclusively to children

Children 's Units are located both within

certified psychiatric centers as well as

Children's Psychiatric Centers certified only under the Medicaid

Program.

[3] C. Forensic Psychiatric Centers

This rate category applies to those separate and distinct inpatient

	

facilities that provide services to clients involved with the criminal

justice system. These facilities provide a highly secure treatment

environment for patients who are too dangerous to be treated in State

civil psychiatric centers.

(Medicaid inpatient rates for each category are established

prospectively on a statewide basis by averaging together each of the

per diem rate components outlined below for all Medicaid certified

facilities.)

II. BASE YEAR [OPERATING] PER DIEM

[The operating per diem of the inpatient Medicaid rates is

developed by averaging together the following:] Allowable base year
costs shall be.determined as follows:
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A.

		

[For] Medicare Certified Psychiatric Centers (including Forensic

Psychiatric Centers)

[The Medicare (Title XVIII)per diem payment rates resulting

	

from the final settlement of OMH's Medicare cost reports covering

the fiscal year ended March 31, 1998.]

1. Inpatient routine and ancillary per diem -cost shall be obtained

from the Medicare final settled cost. reports for the fiscal year

ended March 31, 2002. Medicare final settlements are issued by

OMH's Medicare Fiscal Intermediary following their review and

audit of the Medicare cost reports submitted by QMH for each of

the Medicare participating providers it-operates. [For purposes

of Medicare reimbursement OMH Psychiatric Hospitals are treated as

PPS exempt providers with payment rates developed in accordance

with 42 CFR section 413.40.]

2. Allowable inpatient cost shall be inclusive of capital cost and

shall be determined without consideration of the Medicare

	

facility-specific target rate limits or the Medicare national 75th

percentile caps under 42 CFR § 413.40.

3. Allowable cost shall include the professional services of

hospital-based physicians. The allowable cost of physicians

services shall be determined subject to the Medicare reasonable

compensation equivalent (RCE) limits under 42 CFR § 415.70. For

purposes of applying this limitation the most recently issued RCE

limits shall be trended to the applicable rate year based upon the

increase in the Consumer Price Index for All Urban Consumers (CPI-

U).

B. [For] Children's Psychiatric Centers

Since the Children's Psychiatric Centers are not Medicare

participating providers Medicare final settlements are not

processed for these providers. As such, the [base inpatient per

diem] allowable inpatient cost for these facilities shall be

determined [based on their average inpatient cost per day for the

	

base year. The base year to be utilized shall be the same fiscal

year as that used for the Medicare participating psychiatric

centers as outlined under paragraph II.A. above.

The inpatient cost per day for the Children's Psychiatric

Centers shall be determined] in accordance with the cost-reporting

and cost-finding methods developed by the Hospital industry as

adopted by the Medicare (Title XVIII) and Medicaid (Title XIX)

Programs. In determining those items of cost that shall be

determined to be allowable, Medicaid (Title XIX) laws, rules and

regulations shall be applied in accordance with paragraph III.A.

below.
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[C. Exclusion of Capital Cost

In developing the statewide average base year operating per diem

for each rate category, capital costs shall be eliminated from the

amounts included in the per diems described above under paragraphs

	

II.A. and II.B. For purposes of this section capital costs shall

be determined in accordance with the Medicare (Title XVIII)

principles of reimbursement and accordingly will include

depreciation on capital assets and interest expense on

indebtedness incurred to construct or purchase capital assets.]

III. ADJUSTMENTS FOR MEDICAID PURPOSES

In determining the allowable base year operating per diem

outlined under paragraph II above adjustments shall be made to reflect

the following:

A. Differences in Medicare vs. Medicaid Covered Services

The final Medicare inpatient payment rates as referenced under

paragraph II.A. above shall be adjusted to exclude the costs of

any services included therein which have been determined to be

non-reimbursable under the Medicaid Program [(i.e. patient

education programs).] In addition the costs associated with any

services covered under New York State's Medicaid Program but not

reimbursable under the Medicare program (e.g. dental services)

shall be added [to the final Medicare payment rates] to

determine Medicaid allowable costs.

[B. Other Allowable Costs

The base year per diem operating component developed in

accordance with paragraph II above shall be adjusted to include

other costs allowed under the Medicare principles of

reimbursement but not claimed in the individual facility

Medicare cost reports for the base year as referenced under

paragraph II.A. above. This adjustment shall include costs

related to services which have historically been included in the

calculation of the OMH statewide inpatient Medicaid payment

	

rates and found to be reimbursable by the Health Care Financing

Administration.]

IV. TREND FACTOR

A trend factor shall be utilized in order to project the base

year operating per diems as developed under paragraph II above to the

applicable rate year. This trend factor will be developed by

compounding the applicable increases in the Medicare RPL

(rehabilitation, psychiatric and long-term care), market basket

index[es for each year] between the base year and the rate year. In

calculating the current year's rates the OMH shall utilize estimates

in instances where the actual increase in the RPL market basket has
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not yet been determined for any particular 
years between the base year

and the rate year. Once the actual incre
ases in the RPL have been

determined the OMH will include an adjustmen
t in the subsequent year's

	

rate to compensate for any difference betwee
n the estimated and actual

increases in the RPL market basket. For pu
rposes of this section the

	

Medicare RPL market basket index is that
 published by the Federal

[Health Care Financing Administration (HCFA)
] Centers for Medicare and

Medicaid Services (CMS) [pursuant to 4
2 CFR section 413.40'for

hospitals and units of hospitals which ar
e exempt from the Medicare

Inpatient Prospective Payment System (PPS)
] for determining Medicare

	reimbursement to psychiatric hospital
s under the inpatient psychiatric

facilities prospective payment system (IPF
s PPS).

V. ACCREDITATION ADJUSTMENT

A per diem adjustment shall be incorpora
ted in the inpatient

Medicaid rates for OMH facilities to acc
ount for additional costs

incurred subsequent to the base year used t
o develop the operating per

diem pursuant to paragraph II above in orde
r to meet minimum Medicaid

and Medicare facility accreditation requirements. In addition, this

adjustment may include additional accredit
ation costs expected to be

	

incurred during the year for which the
 payment rates are being

computed. For purposes of determining expected accredi
tation costs to

be incurred during the rate year the Gov
ernor's Executive Budget

submission to the legislature shall be uti
lized.

[VI. CAPITAL-RELATED COSTS

	

The inpatient Medicaid payment rates for 
OMH facilities shall

include an allowance for depreciation a
nd interest expense on

buildings and equipment. Depreciation expense shall be computed

utilizing the straight line method. Useful lives of depreciable

assets shall be applied based upon the guid
elines promulgated by the

American Hospital Association.

The capital component of the rates shall be computed on a

current basis. Accordingly the rates will reflect a proj
ection of

capital costs and patient days applicable
 to the rate year. A per

diem adjustment shall be included in su
bsequent years rates to

reflect any differences between project
ed and actual costs and

	

patient days used in the calculation of t
he rate year capital per

diem.]

VII. VOLUME ADJUSTMENT

A per diem adjustment will be incorporated
 i.n the inpatient

Medicaid

	

rates

	

for

	

OMH

	

facilities

	

to

	

account

	

for
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significant changes in costs due to significant changes in the

number of patient days. The adjustment will be made only if

the change in total inpatient days between the base year and

the rate year exceeds two percent (2%). In calculating the

rate adjustment, it will be recognized that all the facility's

capital - costs are fixed. Operating costs will be considered

eighty percent (80%) fixed and twenty percent (20%) variable.

Under this formula if days increase more than two percent (2t),

the rate for the applicable rate category will be reduced to

allow only twenty percent (20%) of the operating per diem for

the additional days. Alternatively, if days decrease over two

percent (2%), the rate for the applicable rate category will be

increased to allow eighty percent (80%) of the operating per

diem for the lost days to be spread over the actual days for

the rate period.

An estimated volume adjustment will be calculated and

included in the rate calculation. The estimated volume

adjustment will be calculated based upon the projected patient

days for the upcoming rate year vs. the actual patient days for

the base year used to calculate the rates. Following the close

of the rate year a comparison would be made between the

projected days used in calculating the estimated volume

adjustment and the actual days incurred for the rate year. The

volume adjustment will then be recalculated to reflect the

actual days for the rate year. The difference, if any, between

the estimated volume adjustment and the final actual volume

adjustment will be included as a retroactive adjustment in the

rate for the following year.

VIII. REDUCED PAYMENT FOR INAPPROPRIATE LEVEL OF CARE

If it is determined by a utilization review committee that

	

a Medicaid recipient no longer requires psychiatric hospital

services but must remain in the hospital because a medically

necessary skilled nursing facility or intermediate care

facility bed is not available in the community ("alternate care

day") and it is determined that the statewide rate of occupancy
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5a

of operational beds at OMH hospitals is less than 80%, the
hospital will be reimbursed at the average Medicaid skilled
nursing facility or intermediate care facility rate within the
State, as appropriate. Operational beds are defined as the
projected census for the upcoming year for the Office of Mental
Health psychiatric hospital system as derived from the
Executive Budget. In determining whether the statewide
occupancy rate meets the 80% requirement, for purposes of
determining the applicable reimbursement rate, alternate care
days will not be counted as occupied beds.
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IX. DISPROPORTIONATE SHARE ADJUSTMENT

The Medicaid payment rates for OMH facilities will be adjusted

	

in accordance with Sections 1902 (a) (13) (A) and 1923 of the Social

Security Act to account for the situation of OMH facilities which

	

serve a disproportionate number of low income patients with special

needs. The adjustment will be made if either the Medicaid inpatient

utilization rate for OMH hospitals is at least one standard

deviation above the mean Medicaid inpatient utilization rate for

hospitals receiving Medicaid payments in the State or if the low

income utilization rate for OMH hospitals exceeds 25 percent.

	

The Medicaid inpatient utilization rate is defined as the total

number of Medicaid inpatient days in a cost reporting period divided

by the total number of the hospitals inpatient days in that same

period.

The low income utilization rate is defined as the sum

(expressed as a percentage)of the fraction calculated as follows:

o Total Medicaid patient revenues paid to the hospital, plus

the amount of the cash subsidies received directly from

State and local governments for the latest available cost

reporting period, divided by the total amount of revenues

of the hospital for patient services (including the amount

of such cash subsidies) in the same cost reporting period;

and,

o The total amount of the hospital's charges for inpatient

hospital services attributable to charity care (care

provided to individuals who have no source of payment,

third-party or personal resources) in a cost reporting

period less the portion of cash subsidies reasonably

attributable to inpatient hospital services, divided by

the total amount of the hospital's charges for inpatient

	

service in the hospital in the same period. The total

inpatient charges attributed to charity care shall not

include contractual allowances and discounts (other than

for indigent patients not eligible for Medical assistance

under an approved Medicaid State plan) that is, reductions

in charges given to other third-party payers, such as

HMO's, Medicare or Blue Cross.
'JUN 0 6 2001
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Those OMH hospitals that qualify as a disproportionate share

hospital will receive a payment adjustment to fully- reimburse-the

hospital for the unreimbursed costs incurred in providing services

to individuals who are either eligible for medical assistance or who

have no health insurance or other source of third party coverage for

the services provided.

DISPROPORTIONATE SHARE LIMITATIONS

Effective April 1, 1994, and thereafter, for OMH facilities

' V= 'disproportionate share payment distributions made pursuant to this

Part of this Attachment shall be limited in accordance with the

provisions of this section.

Effective April 1,. 1994, OMH facilities whose inpatient

	

Medicaid eligible patient days are less than one percent of total

inpatient days shall not be eligible to receive disproportionate

share distributions.

Effective for the state fiscal year beginning April 1, 1994,

disproportionate share payments to OMH facilities with inpatient

Medicaid eligible patient days as a percentage of total inpatient

days, of at least one standard deviation above the statewide mean

Medicaid patient day percentage shall be increased to 200 percent of

the disproportionate share limit determined in accordance with this

section. This increase shall be contingent upon acceptance by the

Secretary of the federal Department of Health and Human Services of

the Governor's certification that the hospital's applicable minimum

amount is used for health services during the year. Federal funds

associated with payments to OMH facilities in excess of 100 percent

of unreimbursed costs shall not be distributed unless OMH submits to

	

the Commissioner a written certification stating that all

distributions in excess of the 100 percent limit will be used for

health services.
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No OMH facility shall receive in total from disproportionate

share payment distributions an amount which exceeds the costs

incurred for furnishing inpatient and ambulatory hospital services

to individuals who are eligible for Medicaid benefits pursuant to

title XIX of the federal Social Security Act or to individuals who

have no health insurance or other source of third party coverage,

reduced by medical assistance payments made pursuant to Title XIX of

the federal Social Security Act, other than disproportionate share

a ments, and a ments by uninsured patients. For purposes of this

section, payments to OMH facilities for services provided to

indigent patient made by the State of a unit of local government'

within the State shall not be considered a source of third pares

payment.

For purposes of calculatin ionat sharee DSHrodis ort

	

distributions pursuant to this section, if the hospital receiving

the distribution is a public hospital (operated by the State, a

city, county or other municipal subdivision)

	

then the payments

determined hereunder are further limited. Unless the hospital

qualifies as a "high DSH" facility (as defined below) , payments made

during a distribution period shall not exceed the cost incurred by

the hospital for furnishing hospital services to Medicaid recipients

less non-DSH reimbursement and to uninsured patients less patient

payments. In the case of a hospital defined as "high DSH", payments

made during a distribution period shall equal 200 percent of the

amount described in the previous sentence. To be considered a "high

DSH" facility a hospital must have a Medicaid inpatient utilization

rate of at least one standard deviation above the mean Medicaid

inpatient utilization rate for hospital receiving Medicaid Payments

in the State, or have the largest number of Medicaid inpatient days

of any hospital in the State in the previous distribution period.
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Previous years' data for both uninsured and Medicaid cost and

payments shall be used to estimate the limitation. A cost

determination of both the uninsured and the Medicaid inpatient cost

shall be made upon receipt of an appropriate report.

Facility specific limitations will be estimated before the

beginning of each fiscal year. The estimate will be based on.the

most recently available actual cost and revenue information as

adjusted for expected changes in cost and revenue. These estimated

	

facility - specific limitations will be recalculated to reflect actual

information after the year has been completed and the necessary

information has be compiled. Once the actual limitations for the

year are known, adjustments will be made as necessary to the

disproportionate share amounts paid to the facility. If it is

determined that disproportionate share payments to a particular

facility exceeded the facility - specific calculation, a recoupment

	

will be made. Alternatively, if it is determined that additional

	

disproportionate share payment are due the facility, such additional

payments will be made.

XI. TRANSFER OF OWNERSHIP

In establishing an appropriate allowance for depreciation and

for interest on capital indebtedness and (if applicable) a return on

equity capital with respect to an asset of a hospital which has

undergone a change of ownership, the valuation of the ,basset after

such change of ownership shall be the lesser of the allowable

acquisition cost of such asset to the owner of record as of July 18,

1984 (or, in the case of an asset not in existence as of such date,

the first owner of record of the asset after such date), or the

acquisition cost of such asset to the new owner.

1.3 , juN 0 6 2009
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by total patient discharges expressed as a percentage. The

percentages shall be calculated based upon 1989 data developed by

the Office of Mental Health.

The scale utilized for development of a supplementary low.

income patient adjustment for a public psychiatric hospital shall

be as follows:

Low Income

	

Supplemental Percentage
Patient Percentages

	

Coverage of Need

35+ to 55%

	

20%

55+ to 60%

	

25%

60+ to 65%

	

30%

65+ to 70%

	

37.5%

70+%

	

45%

[The supplemental percentage coverage of need shall not be

allocated between case based and exempt units and the low income

patient percentage for public psychiatric hospitals shall be

calculated based on 1989 data.developed by the Office of Mental

Health.] The adjustment for public psychiatric hospitals shall be

limited such that this amount when added to the disproportionate

share adjustment described above shall not exceed 90% of need.

X.

	

DISPROPORTIONATE SHARE LIMITATIONS

Effective April 1, 1994, and thereafter, for OMH facilities,

disproportionate share payment distributions made pursuant to

1DD
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this Part of this Attachment shall be limited in accordance with

the provisions of this section.

Effective April 1, 1994, OMH facilities whose inpatient

Medicaid eligible patient days are less than one percent of total

inpatient patient days shall not be eligible to receive

disproportionate share distributions.

Effective for the state fiscal year beginning April 1, 1994,

disproportionate share payments to OHM facilities with inpatient

Medicaid eligible patient days, as a percentage of total

inpatient patient days, of at least one standard deviation above

the statewide mean Medicaid patient day percentage shall be

increased to 200 percent of the disproportionate share limit

determined in accordance with this section. This increase shall

be contingent upon acceptance by the Secretary of the federal

Department of Health and Human Services of the Governor's

certification that the hospital's applicable minimum amount is

used for health services during the year. Federal funds

associated with payments to OMH facilities in excess of 100

percent of unreimbursed costs shall not be distributed unless OMH

submits to the Commissioner a written certification stating
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that all distributions in excess of the 100 percent limit will be

used for health services.

No OMH facility shall receive in total from disproportionate

share payment distributions an amount which exceeds the costs

incurred for furnishing inpatient and ambulatory hospital

services to individuals who are eligible for Medicaid benefits

pursuant to title XIX of the federal Social Security Act or to

individuals who have no health insurance or other source of third

party coverage, reduced by medical assistance payments made

pursuant to Title XIX of the federal Social Security Act , other

than disproportionate snare payments, and payments by uninsured

patients. For purposes of this section, payments to OMH

facilities for services provided to indigent patients made by the

State or a unit of local government within the State shall not be

considered a source of third party payment.

For purposes of calculating disproportionate share (DSH)

distributions pursuant to this section, if the hospital receiving

the distribution is a public hospital (operated by the State, a
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city, county or other municipal subdivision), then the payments

determined hereunder are further limited. Unless the hospital

qualifies as a "high DSH" facility (as defined below), payments

made during a distribution period shall not exceed the cost

incurred by the hospital for furnishing hospital services to

Medicaid recipients less non-DSH reimbursement and to uninsured

	

patients less patient payments. In the case of a hospital

defined as "high-DSH", payments made during a distribution period

shall equal 200 percent of the amount described in the previous

sentence. To be considered at "hi h-DSH" facility, a hospital

must have a Medicaid inpatient utilization rate of at least one

standard deviation above the mean Medicaid inpatient utilization

rate for hospitals receiving Medicaid payments in the State, or

have the largest number of Medicaid inpatient days of any

hospital in the State in the previous distribution period.

Previous years' data for both uninsured and Medicaid cost and

payments shall be used to estimate the limitation. A cost

determination of both the uninsured and the Medicaid inpatient

costs shall be made upon receipt of an appropriate report.
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Facility specific limitations will be estimated before the

beginning of each fiscal year. The estimate will be based on the

most recently available actual cost and revenue information as

adjusted for expected changes in cost and revenue. These

estimated facility -specific limitations will be recalculated to

reflect actual information after the year has been completed and

	

the necessary information has been compiled. Once the actual

limitations for the year are known, adjustments will be made as

-necessary to the disproportionate share amounts paid to the

facility. If it is determined that disproportionate share

payments to a particular facility exceed the facility-specific

calculation, a recoupmen.t will be made. Alternativ ely, if it is

determined that additional disproportionate share payment are due

the facility, such additional payments will be made.

XI. TRANSFER OF OWNERSHIP

In establishing an appropriate allowance for depreciation

and for interest on capital indebtedness and (if applicable) a

return on equity capital with respect to an asset of a hospital

which has undergone a change of ownership, the valuation of the
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asset after such change in ownership shall be the lesser of the

allowable acquisition cost of such asset to the owner of record

as of July 18, 1984 (or, in the case of an asset not in existence

as of such date, the first owner of record of the asset after

such date), or the acquisition cost of such asset to the new

owner.
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XI. Additional Disproportionate Share Payment

The State's methodology used to take into account the situation of disproportionate share
hospitals also includes additional payments to meet the needs of those facilities which serve a large
number of Medicaid eligible, low income and uninsured patients, including those eligible for Home
Relief, who other providers view as financially undesirable. These payments are available to
hospitals on behalf of certain low-income persons who are described below and are made in addition
to, and not as a substitute for, the disproportionate share adjustment described in section IX.
However, the calculations of hospitals' bad debt and charity care costs which are partially covered
by the disproportionate share adjustment described in section IX, does not include costs of services
to any person for whom an additional disproportionate share payment has been made under this
section.

These additional payment adjustments are made either by the Department or through an
intermediary to disproportionate share hospitals whewhich have provided services to persons
determined to be low-income by reason of their having met the income and resource standards for
the State's Home Relief program (except for their current residential status). These persons must
have demonstrated to a local social services district or the Department that their household income
and resources do not exceed the income and resources standard established by the Department,
which standards vary by household size and take into account the household's regularly recurring
monthly needs, shelter, fuel for heating, home energy needs, supplemental home energy needs and
other relevant factors affecting household needs.

Each hospital, or an intermediary making, a.payment to:a hospital, will determine which
patients qualify as low-income persons eligible for additional payments by a verifiable process
subject to the above eligibility conditions. Each hospital must maintain documentation of the

	

patient's eligibility for additional payments and must document the amounts claimed for additional

	

payments. The supporting documentation must include written verification from a local social
services district or the Department attesting to the person's eligibility for Home Relief. Such

	

supporting documentation may be in the form of a photocopy of the person's current valid official
benefits card or a copy of an eligibility verification confirmation received from the Department's
Electronic Medicaid Eligibility Verification System (EMEVS), which system includes information
with respect to persons eligible for Home Relief and additional payments, or other verifiable
documentation acceptable to the Department which establishes that the person has met the income
and resource standards for Home Relief on the date the services were provided.

Approval Date mAy 14 zam
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A "disproportionate share hospital" for purposes of receiving additional disproportionate
share payments under this provision is any hospital which furnishes medical or remedial care to a
qualified low-income person without expectation of payment from the person due to the patient's
inability to pay as documented by his or her having met the income and resource standards for
Home Relief benefits as set forth above, and. meets the requirements of State Plan Amendment 94-
26. In addition, a "disproportionate share hospital" (except hospitals serving an in-patient population
predominantly comprised of persons under 18 years of age and hospitals. which did not offer
non-emergency obstetrical care on or before December 21, 1987) must have at least two obstetricians
with staff privileges who have agreed to provide obstetrical care and services to Medicaid-eligible
patients on a non- emergency basis.

The amount of this disproportionate share adjustment will vary by hospital and reflect the

	

dollar amount of payments either from the State directly, or through an intermediary, to the hospital
for services provided to low income patients. For each hospital such adjustments shall be paid in
the normal Medicaid payment process,1 1 or intermediary: payment. process, and according to
established rates or fees, for fee-for-service program services or by the intermediary for its services.
To receive payment of this adjustment each hospital must submit a claim in the form and manner
specified by this Department, or the intermediary;: as appropriate.

Disproportionate share payments under: this: plan cannot exceed the State disproportionate
share allotment calculated in accordance: with the°provision of the Medicaid.VoluntaryContribution
and Provider Specific. Tax Amendments of 1991(P.L. 1.02-234) as set forth at 42. CFR.Sections
447.296 through 447.299,-and-eannot exceed the facility specific disproportionate share payment
limits required by the Omnibus. Budget Reconciliation Act of 1993.
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METHODS AND STANDARDS OF SETTING PAYMENT RATES FOR

HOSPITALS LICENSED BY THE OFFICE OF MENTAL HEALTH

In accordance with the New York State Mental Hygiene Law, the

state's office of Mental Health establishes Medicaid rates of

reimbursement for hospitals issued operating certificates by the

Office of Mental Health. The class of facilities defined as

hospitals includes the subclass of Residential Treatment Facilities

for Children and Youth ("RTFs") which furnish inpatient psychiatric

services for individuals under age 21 in psychiatric facilities or

programs.

	

Medicaid rates established by the Office of Mental

Health must be certified by the Commissioner and approved by the

Director of the Budget. The Methods and Standards set forth below

do not apply to hospitals operated by the office of Mental Health

or to hospitals licensed by the Department of Health.

A. HOSPITALS OTHER THAN RESIDENTIAL TREATMENT
FACILITIES FOR CHILDREN AND YOUTH

1. OPERATING COSTS

	

Medicaid rates are established prospectively and are all

	

inclusive, taking into account all allowable patient days and all

	

allowable costs and are effective for a twelve month period.

Payment rates for a rate year are based on base year financial and

	

statistical reports submitted by hospitals to the Office of Mental

Health. The base year is the fiscal year two years prior to the,

rate year. The financial and statistical reports are subject to

audit by the Office of Mental Health..

Allowable base year operating costs are determined by the

application of'the principles developed for determining reasonable

cost payments under the Medicare program. To be allowable, costs

,must be reasonable and must relate to patient care. Allowable

costs may not include costs for services which have not been

approved by the Commissioner.

Hospitals which -have no previous costs or operating experience

will submit a budget report as the basis for calculating a

	

prospective Medicaid rate. The budget report will contain all

proposed revenues and expenses for the period under consideration.

The operating cost component of the rate will be the lower of the

calculated per diem, utilizing the approved budgeted operating

costs and the approved budgeted patient days, or 110% of the

	

statewide weighted average of the operating cost component of all

private psychiatric hospitals. The hospital is required to submit

a cost report after it has operated for six months at a minimum

occupancy level of at least 75%. This cost report will be used to

set a cost based rate for the hospital effective the first day of

the cost report period.
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limitation, which is derived from the fiscal year one year prior to the base year, increased
by the Medicare inflation factor for hospitals and units excluded from the prospective
payment system. Both the base year and the limitation are subject to an administration
cost screen. The administration cost screen is derived from the costs in the fiscal year one
year prior to the base year (i.e. the same cost year the limitation is derived from), and is
the group average cost plus ten percent. Separate administration cost screens are

	

calculated for hospitals greater than 100 beds (group one), and hospitals less than 100
beds (group two). The allowable costs are the lesser of the base year operating costs or
the limitation. The allowable operating costs are then increased for inflation to the rate
year by the Medicare inflation factor described above,. except that the 1996 Medicaid

	

rates will not include an inflation factor for 1996 effective July 1, 1996, and the 2010
Medicaid rates will not include an inflation factor for 2010 effective January 1, 2010.
Such inflation factor shall be as determined by the Federal Government each year prior to
the effective date of the payment rates calculated herein.

Appeals from rate determinations are heard by the Commissioner. The
Commissioner may hear requests for rate revisions which are based on errors in the
calculation of the rate or in the data submitted by the facility or based on significant

	

changes in operating costs resulting from changes in services, programs or capital
projects approved by the Commissioner in connection with OMH's certificate of need
procedures. Revised rates must be certified by the Commissioner and approved by the
Director of the Budget.

2.

	

CAPITAL COSTS

To allowable operating costs are added allowable capital costs. Allowable capital costs
are determined by the application of the principles developed for determining reasonable
cost payments under the Medicare program. Allowable capital costs include an allowance
for depreciation and interest. To be allowable, capital expenditures subject to the Office
of Mental Health's certificate of need procedures must be reviewed and approved by the
Office of Mental Health.

The allowed capital cost component of the budget based rate will be based upon approved
annual budgeted costs and approved budgeted patient days retroactively adjusted to
actual certified costs divided by the higher of the actual patient days or the approved
budgeted patient days.

Transfer of Ownership

	

In establishing an appropriate allowance for depreciation and for interest on capital
indebtedness with respect to an asset of a hospital which has undergone a change of
ownership, that the valuation of the asset after such change of ownership shall be the
lesser of the allowable acquisition cost of such asset to the owner of record as of July 18,
1984 (or, in the case of an asset not in existence as of such date, the first owner of record
of the asset after such date), or the acquisition cost of such asset to the new owner.
TN 10-01
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3.

	

REDUCED PAYMENT FOR INAPPROPRIATE LEVEL OF CARE

If it is determined by a utilization review committee that a
Medicaid recipient no longer requires inpatient psychiatric
hospital services but must remain in the hospital because a
medically necessary long term care bed is not available in thecommunity ("alternate care determination"), and it is determined by

	

the commissioner that there is a significant excess of operationalbeds at the hospital or in private psychiatric hospitals located in

	

the OMH region in which the hospital is located, the hospital willbe reimbursed at a rate equal to the average Medicaid skillednursing facility or intermediate care facility rate within theState, as appropriate, at the time such services were furnished.

	

For purposes of this paragraph, a significant excess of operationalbeds exists if the occupancy rate for the hospital for the mostrecently reported twelve month period is less than 80%, of thehospitals bed capacity, as stated on the operating certificateissued by the office of Mental Health. A significant excess of
operational beds exists in the OMH region if the overall occupancyrate for private psychiatric hospitals in the. region is less than80%. Alternate care days are counted as occupied beds. EffectiveOctober 1, 1984, occupancy rates will be determined withoutincluding alternate care days.

Alternate care determinations must be reported to the Office

	

of Mental Health ("OMH") on such forms and in such manner as shallbe prescribed by OMH. OMIT will notify providers of procedures for.
collecting and reporting data.
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4. Additional Disproportionate Share Payment

The State's methodology used to take into account the situation of disproportionate share
hospitals also includes additional payments to meet the needs of those facilities which serve a large
number of Medicaid eligible, low income and uninsured patients, including those eligible for Home
Relief, who other providers view as financially undesirable. These payments are available to
hospitals on behalf of certain low-income persons who are described below.

These additional payment adjustments are made either by the Department or trough an
intermediary to disproportionate share hospitals whewhich have provided services to persons
determined to be low-income by reason of their having met the income and resource standards for
the State's Home Relief program. These persons must have demonstrated to a local social services
district or the Department that their household income and resources do not exceed the income and
resources standard established by the Department, which standards vary by household size and take
into account the household's regularly recurring monthly needs, shelter, fuel for heating, home
energy needs, supplemental home energy needs and other relevant factors affecting household needs.

Each hospital, or an intermediary making a.payment to a hospital, will determine which
patients qualify as low-income persons eligible for additional payments by a verifiable process
subject to the above eligibility conditions. Each hospital must .maintain documentation of the
patient's eligibility for additional payments and must document the amounts claimed for additional
payments. The supporting documentation must include written verification from a local social
services district or the Department attesting to the person's eligibility for Home Relief. Such
supporting documentation may be in the form of a photocopy of the,person's current valid official
benefits card or a copy of an eligibility verification confirmation received from the Department's
Electronic Medicaid Eligibility Verification System (EMEVS), which system includes information
with respect to persons eligible for Home Relief and additional payments, or other verifiable
documentation acceptable to the Department which establishes that the person has met the income
and resource standards for Home Relief on the date the services were provided.
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A "disproportionate share hospital" for purposes of receiving additional disproportionate
share payments under this provision is any hospital which furnishes medical or remedial care to a
qualified low-income person without expectation of payment from the person due to the patient's
inability to pay as documented by his or her having met the income and resource standards for
Home Relief benefits as set forth above, and meets the requirements of State Plan Amendment 94-
26. In addition, a "disproportionate share hospital" (except hospitals serving an in-patient population
predominantly comprised of persons under 18 years of age and hospitals which did not offer
non-emergency obstetrical care on or before December 21, 1987) must have at least two obstetricians
with staff privileges who have agreed to provide obstetrical care and services to Medicaid-eligible
patients on a non- emergency basis.

The amount of this disproportionate share adjustment will vary by hospital and reflect the

	

dollar amount of payments either from the State :directly,: or through intermediaryto the hospital
for services provided to low income patients. For each hospital such adjustments shall be paid in
the normal Medicaid- payment process, or intermediary' payment process; and according to
established rates or fees, for fee-for-service program services or by the intermediary for its services.
To receive payment of this adjustment each hospital must submit a claim in the form and manner
specified by this Department, or the intermediary, as: appropriate.

Disproportionate share payments under this plan cannot exceed the State disproportionate
share allotment calculated in accordance with. the provision: of the Medicaid: Voluntary Contribution
and Provider Specific Tax Amendments of 1991 (P L 102-234), as set. forthh at 42 CFR: Sections
447.296 through 447:299, and cannot exceed the facility: specific -disproportionate share payment
limits required by the Omnibus Budget Reconciliation Act-of: 19911
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B. RESIDENTIAL TREATMENT FACILITIES FOR CHILDREN AND YOUTH

Medicaid rates for Residential Treatment Facilities for Children and Youth ("RTFs") are established
prospectively, based upon actual costs and patient days as reported oncost reports for the fiscal year
two years prior to the rate year. The RTF fiscal year and rate year are for the twelve months July 1
through June 30. Actual patient days are subject to a maximum utilization of 98 percent and a
minimum utilization of 95 percent For the rate years July 1, 1994 through June 30, 1995 and July

	1, 1995 through June 30, 1996 the base year for both rate years for the purpose of setting rates will
be July 1, 1992 through June 30, 1993.

1. OPERATING COSTS
Allowable operating costs are subject to the review and approval of the Office of Mental Health.
In determining the allowability of costs, the Office of Mental Health reviews the categories of cost,
described below, with consideration given to the special needs of the patient population to be served
by the RTF. The categories of costs include:

(I)

	

Clinical Care. This category of costs includes salaries and fringe benefits for clinical
staff.

.
(ii). Other than Clinical Care. This category of costs includes the costs associated with

'administration, maintenance and child support.

Allowable per diem operating costs in the category of clinical care are limited to the lesser of the
reported costs or the amount derived from the number of clinical staff- approved by the
Commissioner multiplied by a standard salary and fringe benefit amount. Clinical services such as
dental services, purchased on a contractual basis will be considered allowable and not subjected to
the clinical standard if the services are not uniformly provided by all RTFs and thus not considered
by the Commissioner in the establishment of the approved staffing levels.

Allowable per diem operating costs in the category ofother than clinical care are limited to the lesser
of the reported costs or a standard amount

The standard amounts for the clinical and other than clinical categories are computed as follows.
For RTFs located in the New York, City metropolitan statistical area and Nassau and Suffolk
counties the standard is: the sum of 50% of the average per diem cost for all RTFs in this geographic

	

area and 50% of the average per diem cost for all RTFs in the state; increased by [five] agv and
onalf percent. For RTFs located outside the New York, City metropolitan statistical area and

	

Nassau and Suffolk counties the standard is: the sum of 50% of the average per diem cost for all
RTFs located outside the New York City metropolitan statistical area and Nassau and. Suffolk
Counties and 50% of the average per diem cost for all RTFs in the state; increased by [five] seven
and one half.
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Allowable operating costs as determined in the preceding paragraphs will be increasedannually by the Medicare inflation factor for hospitals and units excluded from theprospective payment system except for the rate periods effective July 1, 1995 throughJune 30, 1996, and July 1, 2009 through June 30, 2010, where no inflation factor will beused to trend costs. beyond the July 1, 1994 though June 30, 1995 period, and theJuly 1, 2009 through June 30, 2010 period, where the inflation factor used to trendcosts will be limited to the inflation factor for the first year of the two year period.]

2. CAPITAL COSTS
To allowable operating costs are added allowable capital costs. Allowable capitalcosts are determined by the application of principles developed for determiningreasonable cost payments under the Medicare program. Allowable capital costs includean allowance for depreciation and interest. To be allowable, capital expenditures whichare subject to the Office of Mental Health's certificate of need procedures must bereviewed and approved by the Office of Mental Health.

Transfer of Ownership
In establishing an appropriate allowance for depreciation and for interest oncapital indebtedness and (if applicable) a return on equity capital with respect to an assetof a hospital which has undergone a change of ownership, that the valuation of the assetafter such - change of ownership shall be the lesser of the allowable acquisition cost ofsuch asset to the owner of record as of July 18, 1984 (or, in the case of an asset not inexistence as of such date, the first owner of record of the asset after such date), or theacquisition cost of such asset to the new owner.

3. APPEALS
The Commissioner may consider requests for rate revisions which are based onerrors in the calculation of the rate or in the data submitted by the facility or based onsignificant changes in operating costs resulting from changes in service, programs, orcapital projects approved by the Commissioner in connection with OMH's certificate ofneed procedures. Other rate revisions may be based on additional staffing required tomeet accreditation standards of the Joint Commission on Accreditation of Hospitals, orother Federal or State mandated requirements resulting in increased costs. Revised ratesmust be certified by the Commissioner and approved by the Director of the Budget.
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4. RESFDENTIAL TREATMENT FACILITIES WITH INADEQUATE COST EXPERIENCERates of payment for a residential treatment facility with inadequate costexperience shall be determined on the basis of satisfactory cost projections as submittedto the Commissioner. The rate of payment shall take into consideration total allowablecosts, total allowable days and shall be subject to staffing standards as approved by theCommissioner and a limitation on operating expenses as determined by theCommissioner.

Financial reports, reflecting actual cost and statistical information, in a formprescribed by the Commissioner, shall be required within one hundred twenty daysfollowing the first six month period during which the Residential Treatment Facility hasoperated at an average utilization of at least ninety percent or one
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	year after the first resident was admitted to the Residential
Treatment Facility, whichever event occurs earlier. . The
Commissioner may, at his discretion, utilize this cost report to
adjust the RTF's budget-based rate of payment to more accurately
reflect the costs of operating the facility. In any event, the
Commissioner will calculate a cost-based rate for the facility no
later than two years after the facility has opened, unless the
Commissioner determines that the facility has not achieved the
status of a stable, ongoing operation with reliable cost
information, in which case the budget based rate will be continued,
adjusted as necessary, for updated budget projections as
appropriate.

5. REDUCED PAYMENT FOR INAPPROPRIATE LEVEL OF CARE

	

Effective twelve months after the date the RTF submits financial
reports reflecting actual operating costs or two years after the RTF
begins operating, whichever is earlier, if it is determined by a
utilization review committee that a Medicaid recipient no longer
requires inpatient psychiatric hospital services but must remain in
the RTF because a medically necessary long term care bed is not
available in the community, and it is determined.by the Commissioner
that there is a significant excess of operational beds at the RTF or
in the RTFs located in the OMH region in which the RTF is located,
the RTF will be reimbursed at a rate equal to the average Medicaid
skilled nursing facility or intermediate care facility rate within
the State, as appropriate, at the time such services are furnished.
For purposes of this paragraph, a significant excess of operational
beds exists if the occupancy rate for the RTF for the most recently
reported twelve month period is less than 80% in the case of RTFs
with certified bed capacities greater than 20 beds or 60% in the
case of RTFs with certified bed capacities of 20 beds or less, as
stated on the operating certificate issued by the Office of Mental
Health. A significant excess of operational beds exists in an OMH
region if the overall occupancy rate for RTFs in the region is less
than the weighted average of 80% for RTFs in the region with
certified bed capacities greater than 20 beds and 60% for RTFs in
the region with certified bed capacities of 20 beds or less. The
occupancy rate shall be determined without including alternate care
days. The determination of average. occupancy rate for RTFs in the
region is applied to each of the five geographical OMH regions and
is based on RTFs which are subject to the provisions of this section
and which are located within the same OMH Region.

Alternate care determinations must be reported to the Office of
Mental Health on such forms and in such manner as shall be
prescribed by OMH. OMH will notify providers of procedures for
collecting and reporting data prior to the effective date of the
reduced payment provision.
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6. Additional Disproportionate Share Payment

The State's methodology used to take into account the situation of disproportionate share
hospitals also includes additional payments to meet the needs of those facilities which serve a large
number of Medicaid eligible, low income and uninsured patients, including those eligible for Home
Relief, who other providers view as financially undesirable. These payments are available to
hospitals on behalf of certain low-income persons who are described below.

These additional payment adjustments are made either by the Department or through an
intermediary to disproportionate share hospitals whewhich have provided services to persons
determined to be low-income by reason of their having met the income and resource standards for
the State's Home Relief program. These persons must have demonstrated to a local social services
district or the Department that their household income and resources do not exceed the income and
resources standard established by the Department, which standards vary by household size and take
into account the household's regularly recurring monthly needs, shelter, fuel for heating, home
energy needs, supplemental home energy needs and other relevant factors affecting household needs.

Each hospital, or an intermediarymaking; a payment to a^ hospital, will determine which
patients qualify as low-income persons eligible for additional payments by a verifiable process
subject to the above eligibility conditions. Each hospital must maintain documentation of the
patient's eligibility for additional payments and must document the amounts claimed for additional

	

payments. The supporting documentation must include written verification from a local social
services district or the Department attesting to the person's eligibility for Home Relief. Such
supporting documentation may be in the form of a photocopy of the person's current valid official
benefits card or a copy of an eligibility verification confirmation received from the Department's
Electronic Medicaid Eligibility Verification System (EMEVS), which system includes information
with respect to persons eligible for Home Relief and additional payments, or other verifiable
documentation acceptable to the Department which establishes that the person has met the income
and resource standards for Home Relief on the date the services were provided.
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	A "disproportionate share hospital" for purposes of receiving
additional disproportionate share payments under this provision is any
.hospital which furnishes medical or remedial care to a qualified low-income
person without expectation of payment from the person due to the patient's
inability to pay as documented by his or her having met the income and
resource standa-rds for Home Relief. benefits as set forth above. In
addition, a "disproportionate share hospital" (except hospitals serving an
in-patient population predominantly comprised of persons under 18 years of
age and hospitals which did not offer non-emergency obstetrical care on. or
before December 21, 1987) must have at least two obstetricians with staff
privileges who have agreed to provide obstetrical care and services to
Medicaid-eligible patients on a non-emergency basis.

The amount of this disproportionate share adjustment will vary by
hospital and reflect the dollar amount of payments from the State to the

	

hospital for services provided to low income patients. For each hospital
such adjustments shall be paid in the normal Medicaid payment process and
according to established rates or fees. To receive payment of this
adjustment each hospital must submit a claim in the form and manner
specified by this Department.

For purposes of calculating disproportionate share (DSH)
distributions pursuant to this section, if the hospital receiving the
distribution is a public hospital (operated by the State, a city, county or
other municipal subdivision), then the payments determined hereunder are
further limited. Unless the hospital qualifies as a "high DSH" facility
(as defined below), payments made during a distribution period shall not
exceed the cost incurred by the hospital for furnishing hospital services
to Medicaid recipients less•non-DSH reimbursement and to uninsured patients
less patient payments. In the case of a hospital defined as "high-DSH",
payments made during a distribution period shall be limited to 200 percent
of the amount described-in the previous sentence. To be considered a
"high-DSH" facility, •a hospital must have a Medicaid. inpatient utilization
rate of at leastone=sta-ndard deviation above the mean Medicaid inpatient
utilization ra-.for hospitals receiving Medicaid payments in the State, or
have the large number of Medicaid inpatient days of any hospital in the
State in the

	

:sous distribution period. Previous years' data for both
uninsured and ltdicaid cost and payments shall be used to estimate the
limitation. A cost determination of both the uninsured and the Medicaid
inpatient costs shall be made upon receipt of an appropriate report.
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New York

New York State Office of Alcoholism
and Substance Abuse Services (OASAS)

S

	

Y OF INPATIENT MEDICAID
PAYMENT METHODOLOGY FOR SERVICES IN

PRIVATE PSYCHIATRIC HOSPITALS

OASAS establishes all inclusive program specific per diem rates on a prospective
basis. Rates are established on the basis of certified cost reports which are submitted at
least one year prior to the first day of the rate year which is the calendar year. For
example, rates for the 1994 calendar year rate year were based upon 1992 calendar year
data. A rolling base year is utilized, i.e. each year, rates are re-calculated using a new base
year.

. Allowable operating and - capital costs from the base year are determined in
accordance with Medicare Principles of Reimbursement (HIM-15) and Generally Accepted
Accounting Principles (GAAP). Increases in operating costs from base year to base year
are. limited by application of a growth factor. The growth factor changes each year and isdefined as the trend factor for the base year plus 2%.

A trend factor is then added to the' lower of a program's base year operating costsor the operating costs as limited by the growth factor. The trend factor is developed forOASAS by the NYS Office of Health Systems Management (OHSM). The trend factor has	two components, personal services and non-personal services. Calculation of the personalservices component is multi-step process. First, personal services costs are broken down into
various categories, i.e., managerial and administrative, professional and technical, clerical,
service occupations and blue collar. Each category is then assigned a sub-weight
representing its percentage relationship to total personal services costs. The assigned
subweight is then multiplied by the price movement for each of these categories using
United States Department of Labor, Bureau of Labor statistics. The sum -percentage ofthese calculations is then thultiplied by a percentage representing personal services costs to

	

total costs. The non personal services component is determined by multiplying the GNP
implicit price deflator by a percentage representing non personal costs to total costs. Thetrend factor for the 1994 rate year is 2.99%.

The program specific per diem rate is then calculated by dividing the sum of
allowable trended adjusted operating costs and allowable capital cots by the higher of
actual patient days (in the base year) or 90% of possible base year days for inpatient
rehabilitation programs; for primary care (detoxification) programs, the higher of actual base
year patient days or 85% of possible base year days is used. Possible days for each program
is calculated by multiplying the certified bed capacity by the number of days in the base
year, i.e. either 365 or 366. Rates which are based upon actual certified costs data are
provisional pending audit.. There is a process for a provider to appeal a provisional rate.
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For pew providers with inadequate cost experience, rates arecalculated on the basis of a program specific 12 month budgetedcost report. As with actual cost based rates, allowableoperating and capital costs are determined in accordance withHIM-i5 and GAAP.

	

Unlike actual cost based programs, operatinccosts will be limited to 115 of the statewide average forsimilar programs. The sum of allowable adjusted operating costsand allowable capital costs is then divided by the higher ofbudgeted days or 90 /85% of possible days to arrive at a budgetedper diem. Budgeted based rates are adjusted to actual rates uponreceipt of actual certified -cost reports. Program specificprovisional rates are then established retroactively'to theeffective date of the budgeted rate.
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New York State Office of Alcoholism
and Substance Abuse Services (OASAS)

Inpatient Psychiatric Services for Individuals under 21

Inpatient Psychiatric Services for individuals under 21 who are admitted to Residential

Rehabilitation Services for Youth programs that are certified by the New York Office of

Alcoholism and Substance Abuse Services. Services are limited to those provided for those

recipients who are medically certified as requiring this level of care in accordance with 42 CFR

441.152. Services are limited to individuals under the age of twenty-one (21), or receiving

services immediately before attaining the age of twenty-one (21), not to extend beyond the

earlier of:

(1) the date the services are no longer required; or

(2) the date the individual reaches the age of twenty-two (22).

Coverage of services will be limited to those services provided within a residential rehabilitation

services program for youth that is certified by the New York Office of Alcoholism and

Substance Abuse Services.

Residential Rehabilitation Services for Youth

Medicaid fees for Residential Rehabilitation Services for Youth ("RRSY") services are

established using a cost model based on service requirements established by the Commissioner

of the Office of Alcoholism and Substance Abuse Services ('the office") pursuant to regulation

at 14 New York Code of Rules and Regulations Part 817 ("Part 817").

Definitions.

(1) "Eligible residential rehabilitation services for youth provider" shall mean a

residential rehabilitation services for youth provider that has been certified by the Office

to provide services pursuant to Part 817.

(2) "Allowable costs" shall mean those costs incurred by an eligible residential

rehabilitation services for youth provider which are eligible for Medicaid payments. To

	

be allowable, costs must be reasonable and necessary for efficient provision of chemical

dependence services, related to patient care, recurring, and approved by the

commissioner.
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(3) "Patient day" shall mean the unit of measure denoting lodging provided and services
rendered to one patient between the census-taking hours on two successive days. A
patient day is counted on the day of admission but not on the day of discharge.' When a
patient is admitted and discharged on the same day, this period shall be counted as one
patient day.

(4) "Allowable days" shall mean the total of patient days provided by an eligible
residential rehabilitation services for youth provider.

(5) "Fee Period" shall be the calendar year.

(6) "Base year" shall mean the period from which fiscal and patient data are utilized to
calculate rates-of payment-for the fee period:

(7) "Fee Cycle" shall mean either one fee period or more than one consecutive fee
periods. Such fee or fees shall be derived from a common base year.

(8) "New eligible residential rehabilitation service for youth provider" shall mean an
eligible RRSY provider for which relevant historical chemical dependence service costs
are not available.

(9) "Service operating fee" shall mean fees calculated as payment in full for operating
expenses as required by Part 817.. Such fee shall not include the capital add-on.

(10) "Capital add-on shall mean a provider-specific cost based per diem to address
allowable and approved real property, equipment and start-up costs not included in the
service operating fee.

Calculation of service operating fees.

Service operating fees for RRSY shall be developed by the office using a cost model based on
the requirements of Part 817. The cost model shall contain personal service and non-personal
service costs. The cost model shall recognize cost differentials between the upstate and -
downstate regions of the state and also cost differentials between providers with differing service
capacities. The service operating fees shall be deemed to be inclusive of all service delivery
operating costs and shall be considered payment in full to the residential rehabilitation services
for youth provider for all non-capital costs related to delivery of services provided pursuant to
Part 817. .

TN#:

	

05-54

	

Approval Date:

	

JUN ® 1 2006

Supercedes TN#:

	

NEW

	

Effective Date:

	

JAN 1 2006



Attachment 4.19-A
Part III
Page 12

(1) For purposes of this section, the upstate and downstate geographic regions are

defined as follows:

(i) The downstate region includes New York City and the counties of Nassau,
Suffolk, Westchester, Rockland and Putnam. New York City includes the
counties of New York, Bronx, Kings, Queens and Richmond. .
(ii) The upstate region includes all other counties in New York State.

(2) Within each geographic region, four service operating fees shall be developed based

on differing service capacities. The applicable fee for a given RRSY facility shall be

determined based on the region in which the facility is located and the RRSY provider's

statewide certified RRSY capacity.

(3) The service operating fees for each fee cycle shall be developed by using base year

patient and fiscal data. The base year fee calculation shall then be trended, using the

Congressional Budget Office's Consumer Price Index for all Urban Consumers, to the

first day of the fee cycle. The personal service component of the service operating fees

shall be calculated by the office using the staffing requirements of Part 817 in

conjunction with the applicable U.S. Department of Labor's Employment and Wage

Estimates, as adapted by the office to coincide with the staffing position titles of Part 817

and the geographic regions defined above. The fringe benefits, non-personal service and

administrative components of the service operating fees shall be calculated by the office

using fringe benefit, non-personal service and administrative fiscal data for providers

operating RRSY.

(4) The initial base year shall be 2002. The first day of the initial fee cycle shall be

1/1/2005. The service operating fees, effective 1/1/2005, shall be:

Provider's State-Wide

	

Fee Level

	

Certified Capacity

	

Upstate Fee

	

Downstate

	

Fee

Level 1

	

10 - 14

	

$349.69

	

$394.96

Level2

	

15 - 39

	

$266.58

	

$299.81

Level3

	

40 - 89

	

$174.75

	

$194.65

Level 4

	

90 or greater

	

$151.07

	

$167.22

Prior to implementation these fees will be trended to first day of the fee period of

implementation in accordance with number (5) below.

(5) Each year a trend factor based on the Congressional Budget Office's Consumer Price

Index for all Urban Consumers shall be applied to all components of the service operating

fee. The trend factor shall not apply to the capital add-on to the service operating fee.
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(6) With the approval of CMS, the service operating fees may be updated to adjust for
programmatic changes or service operating cost variations not addressable by the annual
trend factor. The process of updating service operating fees may include one of more of
the following:

(i) the establishment of a new base year and fee cycle;
(ii) a change in'the number of fee levels;
(iii) a change in the upper and/or lower service capacities of the fee levels; or
(iv) other necessary changes not specifically addressed above.

Capital add-on.

To be considered as allowable, capital costs must be both reasonable and necessary to patient
care under Part 817. Allowable capital costs shall be determined in accordance with the
following:

(1) The office shall use, as its major determining factor in deciding on the allowability of
costs, the most recent edition of the Medicare Provider Reimbursement Manual,
commonly referred to as HIM-15, published by the U.S. Department' of Health and
Human Services' Centers. for Medicare and Medicare Services.

(2) Where HIM-15 is silent concerning the allowability of costs, the commissioner shall
determine allowability of costs based on reasonableness and relationship to patient care
and generally accepted accounting principles.

Allowable capital costs may include:

(1) the costs of owning or leasing real property;

(2) the costs of owning or leasing moveable. equipment and personal property; and

(3) the cost of up to three months of pre-operational program start-up expenses, and
associated interest, for new services, programs, or facilities for which initial
reimbursement levels are being established. Pre-operational start-up costs may include,
but are not limited to, rent, employee compensation, utilities, 'staff training and travel, and
expensed equipment.

No capital or start-up, expenditures for which approval by the office is- required in accordance
with the operating requirements of the office shall be included in allowable capital -costs for
purposes of computation of provider reimbursement unless such approval shall have been
secured. For projects requiring approval by the office, reimbursement for capital costs shall be
limited to the amount approved by the commissioner. To be considered allowable for
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reimbursement, capital and start-up costs must be both reasonable and necessary, incurred by the

provider, and chargeable to necessary patient care.

The capital add-on to the service operating fee shall be calculated for each fee period on a

provider-specific basis by dividing the provider's allowable capital costs for that fee

period by the allowable patient days for that fee period. The capital add-on may be

adjusted by the office on a retroactive or prospective basis to more accurately reflect the

actual or anticipated approved capital cost.

New eligible RRSY providers.

-(1--) Once a new eligible RRSY provider has at least six months of cost and operating

experience, they shall submit reports at least 180 days prior to the beginning of the fee

period for which a fee is being requested unless otherwise waived by the commissioner.

(2) Each new eligible RRSY provider which has less than six months of cost and

operating experience shall prepare and submit to the commissioner a budgeted cost

report. Such report shall:

(i) include a detailed projection of revenues and a line item expense budget with

regard to staffing, non-personal service costs including capital;

(ii) include a detailed staffing plan;
(iii) include a projected month by month bed utilization by program;

(iv) cover a 12 month period; and
(v) such budget report shall be completed and submitted at least 180 days prior to

the beginning of the rate year for which a rate is being requested.

(3) The service operating fee and capital add-on for each new eligible -RRSY provider

shall be calculated and reimbursed pursuant to these requirements.

(4) Upon submission of the financial reports the commissioner may adjust retroactively

the eligible RRSY provider's existing capital add-on to more accurately reflect the

reported operating costs and program utilization, based on patient days of the eligible

RRSY provider.

TN#:

	

05-54

	

Approval Date:

	

JUN ®
20

Supercedes TN#:

	

NEW

	

Effective Date:

	

JAN - 1 2006



Attachment 4.19-A
Par:

METHODS AND STANDARDS FOR SETTING PAYMENT RATES

FINGER LAKES AREA HOSPITALS

:. ^"I.ZC LL Lt.d.



New York

	

Attachment 4.19A

1

	

Part IV

FINGER LAKES HOSPITAL EXPERIMENTAL PAYMENT PROGRAM TITLE XIX
(MEDICAID) STATE PLAN AMENDMENT

BACKGROUND

The Finger Lakes Hospital Experimental Payment Program (FLHEP) was
implemented as of January 1, 1981 as a Medicare and Medicaid demonstration system under
the authority of sections 402 and/or 222 of the Social Security Amendments of 1967 and
1972, respectively. This program continued until December, 1986. From January 1, 1987
to December 31, 1994, the Finger Lakes Area Hospitals' Corporation (FLAHC) had received
approval from the Federal Health Care Financing Administration (HCFA) for a waiver of

	

Medicare reimbursement principles, to permit the continuation of the Finger Lakes Hospital

	

ExperimentalPayment Program system-under the authority of section 1886(c) of the Social
Security Act, as amended. Section 1886(c) requires that the State hospital reimbursement
control system for which a Medicare waiver is granted also apply to Medicaid revenues and
expenses. Hence, in 1987, FLHEP was continued as a cost control system under section
1886(c) (known as FLHEP-2) rather than as a demonstration system. FLHEP was also
continued for the 1988-1990 periods as FLHEP-3, and for the 1991-1993 periods (as FLHEP-
4). FLHEP will continue as a cost control system under section 1886(c) for the period
January 1, 1994 through June 30, 1996 as FLHEP4E and for the period July 1, 1996 through
December 31, 1996 as FLHEP-4EE. For 1995 and 1996, FLAHC member hospitals will no
longer be covered under a waiver of section 1886(c) of the Social Security act. Beginning in
1995 member hospitals will be reimbursed for Medicare patients in the same manner as other
hospitals in New York State. Medicaid and Blue Cross continue to be participating payers
in the FLHEP system. The hospitals participating in this program are F. F. Thompson,
Geneva General, Myers Community, Newark-Wayne Community, and Soldiers and Sailors.

SYSTEM OVERVIEW

For the period January 1, 1996 through December3l, 1996, all FLHEP hospitals will
continue to participate in a total revenue system, with the revenue allocated among Medicaie
and non-Medicare payers using standard Medicare apportionment techniques. Inpatient
reimbursement for all major third-party payers (Medicaid, Blue Cross) will be through a
DRG-based case payment methodology similar to the case payment methodology followed by
New York State for its non-Medicare inpatients. The case payment rates for the participating
hospitals will be based on their historical payment base (1987 costs trended forward and
adjusted). The design of FLHEP-4E and FLHEP-4EE includes continuation of the
demonstration for the use of a severity measure that was started underthe FLHEP-3 contract.
Medicaid funds will be used to fund inpatient services only. The severity study will be funded
from a statewide pool in which there is no federal financial participation.
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Part IV

This plan covers the third year extension of the FLHEP-4 contract which runs through
December 31, 1996. Extending this Agreement will continue all existing FLHEP programs
while providing the Finger Lakes Corporation sufficient time to transition to a modified
reimbursement system.

The FLHEP-4E and 4 contracts, like the previous FLHEP-contracts, are based on the
concept of regional cooperation in the planning and delivery of services* in the most cost
effective manner possible. To that end, the participating hospitals shall engage in cooperative
community service planning to ensure that changes in services or facilities continue to
conform to this concept of cost effective delivery and organization of care in the area.

To calculate the rates, FLHEP-2 1987 hospital costs are aggregated and allocated to
each member hospital using the following percentages:

FF Thompson Hospital

	

22.8119%
Geneva General Hospital

	

32.1315%
Myers Community Hospital

	

11.1376%
Newark-Wayne Community Hospital

	

24.4871 %
Soldiers and Sailors Memorial Hospital

	

9.4318%

This cost, also known as the gross aggregate dollar amount, is the basis for the
FLHEP-4E and 4EE rate calculations. The following amounts are subtracted from each
hospital's gross aggregate dollar amount: The cost of actual 1987 capital, physician coverage,
and the amount included for medical education. The 1987 reimbursable operating costs are
increased by a factor of .5 % to provide funding for advances in medical technology, and by
the 198-7 through 1996 trend factor to reflect inflation, and then apportioned to inpatient and
outpatient services, acute units, Medicare, and non-Medicare, using 19,87 FLHEP-2 final
settlement data.

The trend factors are calculated, using the Panel of Health Economists' methodology,
for various groups of hospitals depending on their geographic location (upstate, downstate),
urban or rural setting, and size (as measured by the number of patient days during a calendar
year). This methodology is detailed in section 86-1.58 of attachment 4.19-A, Part I of the
Plan. The FLHEP hospitals fall into three categories:

1. Upstate urban, less than 30,000 patient days
2. Upstate urban, greater than 30,000 patient days
3. Upstate rural, less than 15,000 patient days
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The values of the trend factors for 1996 for these three categories are provided below.

Category
1996

(Initial)

1

	

2.80
2

	

2.81
3

	

2.80

The initial trend factors are calculated using the latest data available; these values are
subject to change as more current data become available. Consequently, the interim trend
factors are adjusted up or down and these revised trend factors are then used to make
prospective payment rate adjustments.

The inpatient acute, non-exempt, non-Medicare portion of each hospital's 1996
reimbursable operating costs are converted to an inpatient case payment rate for each hospital
which is uniform for all of the non-Medicare payers. Each hospital's 1996 hospital specific
case payment rate is blended with a group rate calculated in accordance with the State
specified methodology, as detailed in section 86-1.53 of Attachment4.19A, Part I of the Plan
except that rural hospitals have the option of choosing a rate which is entirely the hospital

	

specific rate. Each hospital's blended

	

1996 case payment rate will consist of two components.
Forty five percent of the rate will be the hospital specific case payment rate and the remainirr
55 % will be the group average case payment rate. Hospitals will be grouped under the
methodology described in section 86-1.54 of attachment 4.19A, Part I of the Plan.

Each hospital also receives an add-on for pass-through costs which reflect (1) the
hospital' s actual cost for capital; (2) the 1979 physician coverage costs trended forward in
accordance with section 86-1.58 of attachment 4.19A, Part I of the Plan and adjusted for
changes in physician billing practice; and (3) the amount included in the regional aggregate
dollar amount in 1987 for Medical Education trended in accordance with section 86-1.58 of
attachment 4.19A, Part I of the Plan.

Each hospital is paid for each inpatient discharge, which is not an outlier or exempt
as defined below, on or after January 1, 1996 the hospital's blended non-Medicare case
payment rate, adjusted by the Service Intensity Weight related to the discharge, plus the
medical education, the physician coverage and the capital add ons.
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The hospitals shall be paid for Exempt Unit services by the payers on the same
methodology and cost base as such units are paid in other hospitals in New York State. This
methodology is detailed in section 86-1.57 of Attachment 4.19-A, Part I of the Plan.

Alternate Level of Care ("ALC") reimbursement is paid according to the New York
State reimbursement methodology described in section 86-1.56 of Attachment 4.19-A, Part
I of the Plan. The rate will be paid at the regional average nursing home per diem rate.

Hospitals transferring patients are paid a per diem rate which is calculated under the
methodology detailed in section 86 - 1.54 of attachment 4.19-A, Part I of the Plan.

Outliers shall be paid in accordance to section 86-1.55 of Attachment 4.19-A, Part I
of the Plan.

Future funding of expansion of services or facilities which require State Certificate of
Need (CON) approval will occur through an adjustment determined according to State
procedure and consistent with methodology described in section 86-1.61 of Attachment 4.19-
A, Part I to the adjusted gross aggregate dollar amount for incremental non-volume related
operating costs and adjustment to the capital add-ons when such projects are approved and
implemented .

The payers participating in the contract have agreed to pay, on final settlement, their

	

respective shares of the amount, if any, needed to assure that the hospitals receive their actual
capital, and trended 1987 medical education costs and physician coverage costs.

The Health Department will certify the rates under the FLHEP-4E and 4EE Agreement
for Medicaid as the rates for each hospital, contingent upon approval by HCFA of the Title
XIX State Plan Amendment providing for reimbursement pursuant to this methodology.

	

The participating hospitals will each contribute to an administration and research furl
•which will be used for administrative costs of the program, data base development, to support
programs designed to increase efficiency, and the severity study. The data base will include

	

sufficient data to assign a severity measure to each case, and will allow for a statistical
analysis of the changes in severity that occur, and how severity varies across hospitals and
over time.

Each hospital is required to purchase or provide through a state pool excess physician
malpractice insurance pursuant to New York Law. There is no federal financial participation
for these malpractice costs.

AUG 3, IM



New York

	

Attachment 4.19A
5 Part IV

For each year of the FLHEP-4E and 4EE contract the case payment rates are adjusted
to include 'changes to the hospitals' adjusted 'gross aggregate dollar amounts for capital and
non-volume related costs of approved CON projects and to reflect inflation by means of a
trend factor adjustment. The per diems are similarly adjusted. Capital, medical education
and physician coverage cost add-ons are adjusted to reflect actual and trended 1987 costs and
payments, respectively.

Adjusting the Case Mix Penalty for Severity Increase

The purpose of this material is to describe the method of calculating the increase in
severity of illness using the SysteMetrics Staging Measure, and then applying that increase
as an offset against the creep component of the case mix penalty which is detailed in section
86-1.61 and 86-1.75 of. Attachment 4.19A, Part I of the Plan. This offset began to to applied
within the FLHEP-3 contract startingin 1989. The base year for the measurementof severity
is 1987, the same base year as was used for the rate calculations in the FLHEP-3 contract.

The Finger Lakes area hospitals are currently being paid on the basis of the DRG
assigned to each patient. The disease staging (Q scale) software program produces two
outputs on severity; one written DRG and another relating to overall severity. The severity
measure will be used as on offset to the case mix penalty which is applied if the criteria
stipulated in section 86-1.75 of attachment 4.19A, Part I of the Plan are met.

	

The offset shall only be applied if the severity increase is positive, and the offsetshall
not exceed the amount of the creep component of the case nix penalty calculated by OHSM,
i.e., the offset shall not turn the creep component of the case mix penalty to a positive
adjustment.

Calculation of the Severity Increase

The change in severity is calculated for each FLAHC hospital from 1987 to the rate
year (1989 and subsequent years). The methodology used to calculate this severity increase
is described in the following paragraph.

Calculate the average aggregate severity of all the non-Medicare cases in the base year
and in the rate year, T(b) and T(r) respectively. Calculate the average DRG weight
for these cases, W(b) and W(r). The average severity in the base year is then
T(b)/W(b)=S(b) and the average severity in the rate year is T(r)/W(r)=S(r). Then
the percentage increase in severity is

100 x (S(r)/S(b) - 1 ).

:.
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If this increase in severity is positive, then it shall be used as an offset to the creepcomponent of the case mix penalty to be applied for the year. If the creep componentof the case mix penalty calculated by OHSM is P ( as a percentage), and thepercentage increase in severity is Q, then the case mix penalty shall be reduced to P -Q, but not to less than zero.

An example of the severity offsets calculation is illustrated in Attachment A. Thisreduction shall be applied to the case mix penalty for 1989 and for subsequent yearsof the FLHEP.

Sup .r^• ^:^:::: CA S' - r' '3

pU 3



Part I`.

Page 7

Amendment providing for reimbursement pursuant to this

methodology.

Th6 participating hospitals will each contribute to an

administration and research fund which will be used f

administrative costs of the program, data base development, to

support programs designed to increase efficiency, and the

severity study. The data base will include sufficient data to

assign a severity measure to each case, and will allow for a

statistical analysis of the changes in severity that occur, and

how severity varies across hospitals and over time.

For each year of the FLHEP-4 contract after 1991, the case

payment rates are adjusted to include changes to the hospitals'

adjusted gross aggregate-dollar amounts for capital and non-

volume related costs of approved CON projects and to reflect

inflation by means of a trend factor adjustment. The per diems

are similarly adjusted. Capital, medical education and physician

coverage cost add- ons are adjusted to reflect actual and trended

1987 costs and payments, respectively.

The term of the FLHEP- 4 Agreement is January 1, 1991 through

December 31, 1993. The term of the FLHEP- 4E Agreement will be

January 1 through December 31, 1994.

JAS
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Severity Adjustment Measurement System

The Medicare program, New York State and other states and
payors, have been using the Diagnosis Related Groups (DRGs) for
payment purposes. While the DRGs are reasonably homogeneous in
regard Ito resource use, they are far from ideal, and they may not
take adequate account of the severity of illness of patients. A
number of adjustments have been included in payment systems to
partly remedy this problem. For example, the indirect medical
education adjustment in the Medicare Prospective Payment System,
and the disproportionate share adjustment, are added to partly to
deal with this problem. A better way-to deal with the problem
may be to measure severity of illness within the DRG and adjust
for it directly. The purpose of the severity study that is being
undertaken by FLAHC is to incorporate a severity measure to
obtain a better understanding of the operation of the health care
system, e.g., are patients who are travelling to obtain services
in urban hospitals doing so because they are more severely ill,
or for some other reason?

This study will be funded through hospital payments made to
a Statewide Pool for which there is no federal financial

	

participation. Medicaid moneys will be used to pay for inpatient
hospital services.

The purpose of this demonstration is to develop a payment
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system which incorporates a measure of the severity of illness
the patient into the determination of the appropriate payment
rate, to show that it is feasible to implement such a system a
group of rural hospitals, and to carry out some research on the
variation in severity over time, across payor classes, across
hospitals, and between cases treated in the area and cases
treated outside of the area.

After considerable discussion, review of the literature, and
presentations from several of the severity system vendors,

Disease Staging (Q-scale), which is distributed by SysteMetrics,
was chosen to support the development of the severity adjustment
payment system. The FLAHC hospitals are currently being paid on
the basis of the DRG assigned to each patient. The Disease
Staging software program produces two outputs on severity level--
one within the DRG and one overall--which could be useful in
refining the DRGs in a payment demonstration. After discussions
with the Office of Health Systems Management, it was decided that
the severity measure would not be used to adjust payment rates
directly, but would be used as an offset to the case mix limit
that is applied if the case mix of the hospital and the State as
a whole increase above certain thresholds. The case mix limit
for 1989 and subsequent years is to be offset by an increase in
case mix severity within the hospitals participating in he

demonstration.
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AdiustinQ the Case Mix Penalty for Severity Increase

The` purpose of this material is to describe the method of

calculating the increase in severity of illness using the

SysteMetrics Staging Measure, and then applying that increase as

an offset against the creep component of the case mix penalty

applied under the FLHEP-contract. This offset began to be

applied within the FLHEP-3 contract starting in 1989. The base

year for the measurement of severity is 1987, the same base year
as was used for the rate calculations in the FLHEP-3 contract.

The offset shall only be applied if the severity increase is

positive, and the offset shall not exceed the amount of the creep

component of the case mix penalty calculated by OHSM, i.e., the

offset shall not turn the creep component of the case mix penalty

to a positive adjustment.

Calculation of the Severity Increase

The change in severity is calculated for each FLAHC hospital

from 1987 to the rate year (1989 and subsequent years). There

are two ways in,which the increase in severity can be calculated:

1.

	

Calculate the average within DRG severity for the base year

(1987) and for the rate year (1989 or a subsequent year).

This is the weighted average severity per case, with the
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weighing being the DRG weight for the case.

Sum- (- s (i) x w(i)

SUM ( w(i) )

Where s(i) is the DRG severity of case i, w(i) is the DRG

weight of case i, and. the sum is taken over all non-Medicare

.cases i.

Let S(b) be the severity in the base year, and S(r) be the

severity in the rate year. Then the percentage increase in

severity is 100 x ( S (r) IS (b) - 1

2.

	

Calculate the average aggregate severity of all the non-

Medicare cases in the base year and in the rate year, T(b)

and T(r) respectively. Calculate the average DRG weight for

these cases, W(b) and W(r). The average severity in the

base year is then T(b)/W(b)=S(b) and the average severity in

the rate year is T(r)/W(r)=S(r).

	

Then the percentage

increase in severity is;

100 x ( S (r) IS (b) - 1 ) .

Method 2 is the more precise, therefore it is the one that

should be offset against the case mix penalty.
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1k If this increase in severity is positive then it shal! be
used as an offset to the creep component of the case mix
penalty to be applied for the year. If the creep component
of-the case mix penalty calculated by OHSM is P ( as a
percentage), and the percentage increase in severity is Q,
then the case mix penalty shall be reduced to P - Q, but not
to less than zero.

This reduction shall be applied to the case mix penalty for
1989 and for subsequent years of the FLHEP.

Future analyses are planned to determine how severity
changes over time within individual hospitals, how stable the
measures of severity are, whether the patients who are migrating
to urban providers are doing so because they are more severely.
ill, and other studies that will enable the hospitals to obtain a
better understanding of the needs of their patients. For
example, a study may be performed. to determine whether patients
are being admitted. to a hospital at an appropriate point in the
course of their illness. Admission at too early a stage when
treatment could equally well be performed on an ambulatory basis
could indicate inappropriate resource use, while admission at too
late a stage may result in higher resource use because the
patients are more severely ill than they would be if they had
been admitted at an earlier stage. The hospitals may also start
to use the severity system to augment their utilization review
function within the hospital.
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The following are the major components of the trend factor methodology as
adopted by the Panel of Health Economists.

Projection Methodologies

Salaries. In order to quantify the salary price movement component of the

	

trend factor, four national salary proxies are used, adjusted by a Regional
Adjustment Factor (RAF). The four salary proxies are the Collective Bargaining
Agreements (Nonmanufacturing), Employment Cost Index - Private Industry Workers,
Employment Cost Index - Managers and Administrators, and Employment Cost Index
Professional and Technical Workers. There four proxies are weighted to produce
a composite salary price movement.

	

(Separate weightings are used for teaching
and non-teaching hospitals and the Health and Hospitals Corporation.) In
calculating the initial trend factors for a given year, a projection methodology
for salary price movements is used. The projections are based on the compounding
of quarterly increases in the salary proxies for the four latest available
quarters of data. The final trend factor calculations are based on actual proxy
data for the trend factor year compared to the preceding year.

Fringe Benefits.

	

The trend factor methodology uses a Total Compensation

	

Factor (TCF) that measures the relationship between increases in total
compensation (i.e., salaries and fringe benefits) and increases in salaries. This

	

factor is then applied to the composite salary price movement to yield a total

	

compensation price movement, hence reflecting the fringe benefits. Two national
proxies are used to determine the total compensation factor:

	

Employment Cost
Index - Total Compensation - Private Industry Workers, divided by Employment Cost

	

Index - wages and Salaries - Private Industry Workers. In calculating the initial
trend factors for a given year, the TCF is projected based on the latest four-
quarters data on these two proxies.

	

For the final trend factor calculation,
actual data are used

Labor. The labor portion of the trend factor refers to the combined salary
and fringe benefits, components. Hence, the labor price movement is the salary
price movement, adjusted by the Total Compensation Factor (TCF) and by the
Regional Adjustment Factor (RAF).

Non-labor. A number of different proxies are used to measure price movements
in non-labor related expenses incurred by hospitals. In calculating the initial
trend factors, an estimate of the non-labor component of the trend factor is made
by using the projected Gross National Product Implicit Price Deflator as published
by the American Statistical Association and National Bureau of Economic Research,
Business Outlook Survey. The final trend factor calculations are made using the
actual changes in the non-labor proxies.
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Additional Disproportionate Share Payment

The State's methodology used to take into account the situation of disproportionate share

hospitals also includes additional payments to meet the needs of those facilities which serve a large

number of Medicaid eligible, low income and uninsured patients, including those eligible for Home

Relief, who other providers view as financially undesirable. These payments are available to

hospitals on behalf of certain low-income persons who are described below and are made in addition

to, and not as a substitute for, the- disproportionate share payment described in sections 86-1.65, 86-

1.74 and 86-1.84 of Part I. However, the. calculations of hospitals' bad debt and charity care

experience used to determine the disproportionate share payments made under sections 86-1.65, 86-

1.74 and 86-1.84 of Part I does not include the costs of services to any person for whom an

additional disproportionate share payment has been made under this section.

	

These additional payment adjustments are made either by the Department or. through an

intermediary to disproportionate share hospitals whewhicl have provided services to persons

determined to be low-income by reason of their having met the income and resource standards for

the State's Home Relief program. These persons must have demonstrated to a local social services

district or the Department that their household income and resources do not exceed the income and

resources standard established by the Department, which standards vary by household size and take

into account the household's regularly recurring monthly needs, shelter, fuel for heating, home

energy needs, supplemental home energy needs and other relevant factors affecting household needs.

Each hospital, or an intermediary making: a payment to a hospital, will determine which

patients qualify as low-income persons eligible for additional payments by a verifiable process

subject to the above eligibility conditions. Each hospital must maintain documentation of the

	

patient's eligibility for additional payments and must document the amounts claimed for additional

	

payments. The supporting documentation must include written verification from a local social

services district or the Department attesting to the person's eligibility for Home Relief. Such

	

supporting documentation may be in the form of a photocopy of the person's current valid official

benefits card or a copy of an eligibility verification confirmation received from the Department's

Electronic Medicaid Eligibility Verification System (EMEVS), which system includes information

with respect to persons eligible for Home Relief and additional payments, or other verifiable

documentation acceptable to the Department which establishes that the person has met the income

and resource standards for Home Relief on the date the services were provided.
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A "disproportionate share hospital" for purposes of receiving additional disproportionate

share payments under this provision is any hospital which furnishes medical or remedial care to a

qualified low-income person without expectation of payment from the person due to the patient's

inability to pay as documented by his or her having met the income and resource standards for

Home Relief benefits as set forth above, and meets the requirements of State Plan Amendment 94-

26. In addition, a "disproportionate share hospital" (except hospitals serving an in-patient population

predominantly comprised of persons under 18 years of age and hospitals which did not offer

non-emergency obstetrical care on or before December 21, 1987) must have at least two obstetricians

with staff privileges who have agreed to provide obstetrical care and services to Medicaid-eligible '

patients on a non- emergency basis.

The amount of this disproportionate share adjustment will vary by hospital and reflect the

dollar amount of payments either from the State directly, or through an intermediary, to the hospital

for services provided to low income patients. For each hospital such adjustments shall be paid in

the normal Medicaid payment process; or . intermediary payment process, and according to

established rates or fees, for fee-for-service program 'services or by the intermediary for its services.

To receive payment of this adjustment each hospital must submit a claim in the form and manner

specified by this Department, or the intermediary; as appropriate.

Disproportionate share payments under this plan., cannot exceed the State disproportionate

share allotment calculated in accordance with the provision 'of the MedicaidVoluntary , Contribution

and Provider Specific Tax Amendments of 1991 (P L 102-234), as set forth at. 42..CFR Sections

447.296 through 447.299, and cannot` exceed: the facility specific disproportionate share: payment

limits required by the Omnibus Budget Reconciliation Act.of 1993.
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Examples of the Application of the Severity Offset to the Case Mix Penalty

The FLHEP-4E and 4EE contracts specify that any increase in severity, on an individualhospital basis, will be offset against the creep component of the -case mix oenalty.

Suppose that the case mix penalty for a given FLAHC hospital for 1992 was 2%. Once theseverity data for 1992 has been analyzed, the increase in severity from 1987 to 1992 will beused to reduce this case mix penalty. Three different examples are described below toillustrate the three situations which can arise in the relationship between the case mix penaltyand the change in severity.

1. Suppose that the severity of illness of the discharges from the hospital increases by 0.5%from 1987 to 1992. Then the case mix penalty will be reduced by the 0.5% to 1.5%:

2.0% - 0.5% = 1.5%

2. Suppose the severity of illness increases by 3 % from 1987 to 1992. Then the case mixpenalty will be reduced to 0%, since the increase in severity is greater than the case mixpenalty.

2.0% - 3.0% = -1.0%

Since this is negative the case mix penalty is set at zero.

3. Suppose the severity change from 1987 to 1992 is negative. Then there is no adjustmentto the,case mix penalty.

2.0% - 0% = 2.0%

q9®, ,.9,c ^^z

	

AUG 3
TN

-:'3nd:,..-S

	

y-0`^Su e1^^. ^
am -



v

	

r 4.19-A
Part V

HOSPITAL EXPERIMENTAL PAYMENT PROGRAM - (1988-1990) ' %.,
TITLE XIX (MEDICAID) STATE PLAN AMENDMENT

	

88

This State Plan amendment is contingent upon an approved contract
among the HEP participating hospitals, the Rochester Area Hospitals'
Corporation (RAHC), and the contracting payors.

Effective January 1, 1988, Medicaid hospital inpatient
reimbursement for all HEP-III participating hospitals will be through.
a ORG-based case payment methodology similar to the case payment
methodology for the rest of. the State. However, the Medicaid case
payment rates for the HEP-III participating hospitals will be based on
their 1987 HEP-E payment bases (which were the original 1978 HEP cost
bases trended forward and adjusted). The 1987 total payment base for
each hospital is allocated to non-Medicare patients using 1987
utilization data and then trended to 1988 by an inflation factor. The
non-Medicare inpatient .acute port-i-on of each hho-spittal'-s 1988 payment
base is then converted to an inpatient Medicaid case payment rate for
each ORG. There is a blending of the hospital specific case payment
rate and a group pricing component, in proportions identical to those
followed by hospitals in the rest of the State. Medicaid Alternate
Level of Care (ALC) patients will be reimbursed at the regionel nursing
home per diem rate, according to the same methodology as under the
State's overall system.

Whereas, in most respects, the Medicaid inpatient reimbursement
methodology in the proposed HEP-III system is the same as that for the
rest of the hospitals in the State, there are unique features of the
system. The chief of these is the; development (in 1988) and
implementation (in 1989 and 1990) of a completely new system to provide
financial incentives for quality patient care which may be able to be
used in the future on a wider scale if its feasibility is demonstrated
among the HEP-III hospitals. The quality'assurance system will use the
MEDISGRPS severity classification system and develop standards against
which each hospital's inpatient care will be assessed. The hospital
will face financial incentives (within limitations) to assure that
these standards are met.

The HEP-III hospitals will also continue to pool capital costs,
medical education and physician coverage costs (through the concept of
levelling).
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Methods and Standards for Establishing Payment Rates

Out of State Services

I.

	

Inpatient Hospital Care

New York rcimbu reimburses out of state hospitals at the facility's Medicaid rate
established by the State in which the institution is located; or when no such rate exists, at the lowest
of the following charges:

1. the Medicare rate set for the hospital; or
2. the hospital's customary charge for public beneficiaries; or
3. the maximum New York State Title XIX rate for similar inpatient care.

Reimbursement for those days where recipients are awaiting placement to an alternate level
of care (ALC) while they are inpatients at out of state hospitals will be at the facility's approved
Medicaid ALC rate.

II.

	

Additional Disproportionate Share Payment

The State's methodology used to take into account the situation of disproportionate share
hospitals also includes additional payments to meet the needs of those facilities which serve a large
number of Medicaid eligible, low income and uninsured patients, including those eligible for Home
Relief, who other providers view as financially undesirable. These payments are available to
hospitals on behalf of certain low-income persons who are described below.

These additional payment adjustments are made either by the Department or through an
intermediary to disproportionate share hospitals whewhich have provided services to persons
determined to be low-income by reason of their having met the income and resource standards for
the State's Home Relief program. These persons must have demonstrated to a local social services
district or the Department that their household income and resources do not exceed the income and
resources standard established by the Department, which standards vary by household size and take
into account the household's regularly recurring monthly needs, shelter, fuel for heating, home
energy needs, supplemental home energy needs and other relevant factors affecting household needs.
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Each hospital, or an intermediary making a payment to a hospital, will determine which
patients qualify as low-income persons eligible for additional payments by a verifiable process
subject to the above eligibility conditions. Each hospital must maintain documentation of the

	

patient's eligibility for additional payments and must document the amounts claimed for additional

	

payments. The supporting documentation must include written verification from a local social
services district or the Department attesting to the person's eligibility for Home Relief. Such

	

supporting documentation may be in the form of a photocopy of the person's current valid official
benefits card or a copy of an eligibility verification confirmation received from the Department's
Electronic Medicaid Eligibility Verification System (EMEVS), which system includes information
with respect to persons eligible for Home Relief and additional payments, or other verifiable
documentation acceptable to the Department which establishes that the person has met the income
and resource standards for Home Relief on the date the services were provided.

A "disproportionate share hospital" for purposes of receiving additional disproportionate
share payments under this provision is any hospital which furnishes medical or remedial care to a
qualified low-income person without expectation of payment from the person due to the patient's
inability to pay as documented by his or her having met the income and resource standards for
Home Relief benefits as set forth above, and meets the requirements of State Plan Amendment 94-
26. In addition, a "disproportionate share hospital" (except hospitals serving an in-patient population
predominantly comprised of persons under 18 years of age and hospitals which did not offer
non-emergency obstetrical care on or before December 21, 1987) must have at least two obstetricians
with staff privileges who have agreed to provide obstetrical care and services to Medicaid -eligible
patients on a non- emergency basis.

The amount of this disproportionate share adjustment will vary by hospital and reflect the

	

dollar amount of payments either from the State directly, or through an intermediary, to the hospital
for services provided to low income patients. For each hospital such adjustments shall be paid in
the normal Medicaid payment process, or intermediary payment .process , and according to
established rates or fees, for fee -for-service program, I services or by the ° internaediary for its services.
To receive payment of this adjustment each hospital must submit a claim in the form and manner
specified by this Department or, the intermediary, as. appropriate:
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Attachment. 4.19-A, Part VII

Rate Setting and financial Reporting

(a)

		

For the purpose of this section, the following definitions shall

apply:

(1) Specialty Hospital or "Facility" shall mean that program and

site for which 'OMRDD has issued an operating 'certificate,

pursuant to Mental Hygiene Law Article 16, to operate as a

Specialty Hospital, and for which the New York State Department

of Social Services has issued a Medicaid provider agreement[ .]

and which is subject to the special rule described in section

1923(e) of the Social Security Act_

(2) "Provider" shall mean the individual, corporation, partnership

or other organization to which the OMRDD has issued an

operating certificate, pursuant to Mental Hygiene Law Article

16, to operate a Specialty Hospital, and to which the New York

State Department of Social Services has issued a Medicaid

provider agreement for such facility.

(3) "Alternate Care Determined Client" or "ACD Cli-ent" shall mean

a client who has been determined not to require specialty

hospital .care after completion of an independent utilization

review, pursuant to 14 NYCRR Section 680.9.

(4) A "newly certified facility" shall mean a facility which has

been in operation less than two years and has not yet submitted

a cost report which covers a full 12 months of operation for

any rate period January 1 to December 31 or any other 12-month

period designated by the commissioner according to Section

(b)(1)(ii)(b).

"Actual cost" shall mean the costs that were audited and

stepped-down by OMRDD or its agent for the specialty hospital

and which are taken from the financial reports filed annually

	

in accordance with Section (b)(1)(-ii) and which cover a full

12-month period of operation beginning 24 months prior to the

effective date of the rate period in question. For the rate

period from June 10, 1988 to December 31, 1988, as stated.

in Section (d)(3),"the actual costs defined in the preceding

sentence shall be taken from the annual financial information

filed by the provider for the calendar year 1985 with Blue

Cross/Blue Shield of Greater New York.
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(6) Budget costs shall mean the financial information submitted by a
provider in accordance with section (b) (1) (i) .

(7) Reimbursable costs shall mean those actual or budget coats which are
determined, based on a line item review/desk audit process by office of Mental
Retardation and Developmental Disabilities or Blue Cross /Blue Shield of Greater
New York, to be allowable in accordance with section(d)(8).

(8) "Operating costs" shall mean a facility' s costs, other than capital costs or
start-up costs, which include personal service costs, administrative and general
services costs, and other than personal service (OTPS) costs. Where applicable.
operating costs must be in accordance with subdivision (i) General''RiUles for
Capital Costs and Costs of Related Party Transactions in the ICE/M portion of
this Plan, and subdivision (k) Glossary. also in the ICF/DD nortinn^of this Plan.

(i) Personal service costs include coats such as salaries, fringe benefits and
accrued vacation costs for employees of the specialty hospital; and costs
of, persons. performing services under contract -to the specialty hospital.
Services refers to the provisions of routine and ancillary, care of
clients admitted to the specialty hospital in accordance with the

provisions of this Part.

(ii) Administrative and general service;coets'refer to de artments, divisions or
other units which are operated for the benefit of the'specilty.hospital'as
a whole, and includes' activities such as`'RDAa

	

t<houaek
dietary	n i'•;

	

P04-
laundry,

	

ry services and, operation andmairitenance of rounds and
physical plant.

ep^eciation" and tmnre blot'
reimburses m"bi it'.i

	

' •.,r

(b)

	

Reporting requirpmente.

(1)

	

Financial reports shall include

(i)

(a)

	

Each provider intending to operate aspecialty.'-
hospital ° shall include:budget'reports in its.
application-,.,to receive an operating certificate..

TN

Supersedes TINJ
rip-' l ra,! Date mu'. 1

Eftective Date®ct o I I

	

0 1 2001



Attachment 4.19-A, Part VII

(b) The budget report shall cover a 12-month period

from January 1 to December 31 unless another time

frame is specified by the commissioner.

(c) If a facility has undergone a change in its site

specific certified capacity, the commissioner may,

at his discretion, request the provider to submit a

budget report subject to requirements listed in

subsection (b) (1) (i) (b) and (b) (3) (iii) .

(ii) Financial and Statistical Reports

(a) Each provider that operates a specialty hospital

certified by OMRDD shall, on an annual basis,

complete and file with the OMRDD and/or Blue

	

Cross/Blue Shield of Greater New York, annual

financial

	

reports

	

and

	

related

	

statistical

information in the form and format supplied by the

OMRDD and/or Blue Cross/Blue Shield of Greater New

York.

	

{

(b) Such report shall cover a 12-month period from

January 1 to December 31, unless another time frame

is specified by the commissioner.

(c) Each such report shall be forwarded so that it is

received no later than 120 days after the last day

of the period which it covers, except as stated in

Section (b) (4) (i) and Iii).

(d) If a facility has undergone a change in its site

specific certified capacity., the commissioner may,

at his discretion, request the facility to submit

the incremental/decremental cost data associated

with the capacity change. Such data shall*comply

with the requirements of Section (b)(3)(i).

(2) Statistical reporting requirements for specialty hospitals

shall include but not be limited to the following:

	

(i) Each provider shall submit with its annual financial

report, statistical data relevant to program

utilization and in the form and format supplied by

OMRDD or its agent, Blue Cross/Blue Shield of Greater

New York. Such data shall include a roster of clients

	

and their utilization review status for the financial

	

reporting period.in question, a listing of- the actual

number of client days for the specialty hospital and a

- 3 -
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a listing by client of the 
total number of days any cl

ient was on alternate

care determination status a
s defined in section(a) (3)

. This data will

correspond to the identical
 time period of the financi

al report.

(ii) Each provider shall, upon t
he request of OMRDD, submit

 statistical

data relevant to the admini
stration and operation of t

he program as

determined by the commissio
ner. Such data shall be submitted within the

time frames specified in th
e request.

	

(3) Requirements for certificat
ion of financial reports an

d related statistical

information.

(i)

	

Each _provider shall complete the
 required financial reports

 in

accordance with generally a
ccepted accounting principl

es, unless other

principles are specified by
 this subpart or the Medica

re Provider

Reimbursement Manual, commo
nly referred to as HIM-15, 

published by the U.S.

Department of Health and Hu
man Services Health Care Fi

nancing Administration

(HCFA). The HIM-15 document
 is available from:

Health Care Financing Admin
istration

Div Sion of Publicatio Manage%e=-SLL-12-15

'500 Security Boulevard

Baj_timore. MD 21244-185Q

(ii) The Medicare Provider Reimb
ursement Manual may be revi

ewed in person

during regular business hours at the:

(a) NYS Department of State, 99 Washington Avenue, Albany, NY

12231; or by appointment at the

(b) NYS Office of Mental Retard
ation and Developmental

Disabilities, Division of R
evenue Management, 44 Holland Avenue.

Albany NY 12229-00Q1.

(iii) Financial reports inf
ormation shall be certified

 for their compliance

with section(b) (3) (i)by t
he provider's executive dir

ector or officer and by

an independent licensed pub
lic accountant or certified

 public accountant

who is not on the staff of 
the provider, on the staff 

of a program operated

by the provider, and who ha
s no financial interest in 

the nrevider nor is

Can - 4 -
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affiliate in the program operated by the provider;] a re

	

arty as defined
in subdivision (j) General Rules fOr CARital Costs and Costs of Related

	

v
Transactions in the ICF/DD portion of this Plan. and(k) Glossary also in the
ICF/DD portion of this Plan: and include a statement of the findings and opinion
of the certified public accountant or licensed public accountant.

(iv) Budget reports shall be certified for their fair representation of
anticipated expenditures by the provider's executive director or'
officer.'1 11

(4) Failure to file require,4 financial and statistical reports.

(i) The commissioner may grant an extension of time of up to 30 days for
filing the required reports if OMRDD receives a written request for

	

an extension from a provider, at least 15 days prior to the initial
due date. Such request for extension shall document in writing that
the provider cannot file the report by the due date for reasons
beyond its control, and shall include an explanation of such reasons.

(ii) The commissioner may grant an additional extension of 30 days if the
provider applies for an extension in accordance with the procedure
stated in section(b)(4)(i) above. The maximum allowable extension

'.';that maybe granted will not exceed 60 days in' total. unless the
commissioner,;,,upon investigation, finds that failure toreport is
beyond, the control pf ;the provider and/or enforcemen t. • of the
reporting time frame is uirem to; would jgppardize ,trio, prop am 's
operat'ion'<

?rovide fa '1's^a:

	

r'

	

, o ;file

	

rye 64 ^ad ,repoxb$,y; lp for: before the
duet';dates, taking,ia^x to accou t' ;airy, gig' Lied extensions, the
commissioner . may,- at his^or her diseretion, reduce the specialty
hospital's exist ing•rate, exclusive of State -paid••items, by five
percent for a period beginning on the first , day of the month

"• following the. due date of the required reports and continuing until
the last day of the calendar month in which the required information
is received.

(iv) In the event that the rate for a specific rate period cannot be
developed so that it will be effective on the first day of the rate
period, due to the facility'.s -not submitting the required reports by
the due date. the rate:..in existence on the last day of the rate
period (i.e., the length of time as determined by the commissioner
that an approved rate is valid) prior to the subject rate period,
will be in effect until such
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time as OMRDD can develop a new rate.
 The rate in

existence on the last day of the rate p
eriod may be

reduced by five percent according to the 
provisions of

section(b) (4) (iii) .

	

(v) When OMRDD develops a new rate for a speci
alty hospital

for which a rate was paid in accordance with

section(b) (4) (iv) above, the rate developed will be

	

effective on the first day of the first mo
nth following

receipt of the required reports. The commissioner may,

at his discretion and based upon his fin
ding that the

factor(s) causing the delay has/have been correct
ed,

make the rate retroactive to the beginnin
g of the rate

period in question if the provider makes 
such a request

within 60 days subsequent to submission of. the

delinquent report.

(5)

		

Requirements for the revision of finan
cial reports shall

include the following:

(i) In the event that OMRDD determines that the required

financial report is incomplete, inaccurate, incorr
ect

	

or otherwise unacceptable, the provider shall have 30

days from the date of its receipt. of notification to

	

submit revised financial reports or addi
tional data.

Such data or reports shall be certified by the

provider' s executive director or officer and an

independent licensed public accountant or certified

public accountant pursuant to the. requirements

stipulated in section(b) (3).

(ii) If the revised data referred to in section
(b) (5) (i) is

not received within 30 days of the provi
der's receipt

of -notification, the facility' -s existing rate may be

reduced in accordance with section(b) (4)
 (iii) unless

the commissioner has granted an extensio
n pursuant to

section(b) (4) (i) or (ii) .

(iii) In the event the provider discovers that 
the financial

reports it has submitted are incomplete, 
inaccurate, or

incorrect prior to receiving its new rate
, the provider

must notify OMRDD that such error exists
. The provider

will have 30 days from the date such no
tification is

received by OMRDD to submit revised reports or

additional data. Such data or report shall meet the

certification requirements of the report being

corrected. If the corrected data or report is receiv
ed

within a reasonable time before the is
suance of the

- 6 -
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Attachment 4.19-A, Part VII

rate, OMRDD shall incorporate the corrected data or
report into its computation of the rate without the
provider having to file an appeal application.

(iv) If the revised data or report referred to in
section (b)(5)(iii) is not received within the time
periods set forth in section (b)(5)(iii) above, the
facility' s existing rate may be reduced in accordance
with section (b)(4)(iii).

(c)

	

Requirements of Financial Records

(1) Each provider shall maintain financial records which reflect

all expenditures made and revenues received for its

operations.

(2) Each provider shall complete and file with the New York State
Department of Health and/or its agent, annual financial and
statistical report forms supplied by the New York State

Department of Health and/or its agent.

(3) The financial records shall include separate accounts for

each type of expense and revenue included on the annual

	

budget or annual cost report. Such sub-accounts and control

accounts as are necessary for effective financial management

may be established by the specialty hospital. A separate

expense and revenue account shall be established to properly

identify the expense and revenues directly and indirectly

attributable to ACD clients.

(4) All. such financial records and any related records shall be

subject to audit by the commissioner or his agent, the Office
of the State Comptroller, the State Department of Social
Services and by agencies of the federal' government as.

provided by law.

Setting

	

A client day shall be the unit of measure denoting lodging
and services rendered to one client between the census taking

hours of the facility on two successive days; the day of
admission but not the day of discharge shall be counted. One
client day shall be counted if the client is discharged on
the same day that the client is admitted, providing that
there was an expectation that the admission would have at
least a 24-hour duration.

- 7 -
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Part VII Specialty Hospital

(2) • For each facility the commissioner shall have established rates of
reimbursement which are reasonable and adequate to meet the cost which must be
incurred by efficiently and economically operated facilities in order to
provide care and service in conformity with applicable State and federal
laws, regulations, and quality and safety standards.

(3) The rate period shall be from June 10, 1988 to December 31, 1988. Beginning
January 1, 1989 and every year thereafter, the rate period shall be from
January 1 to December 31.

(4) Rate calculation.

(i)

	

The rate for all non-ACD clients, and for ACD clients when the
commissioner has determined that the occupancy of certified beds for
the facility and the region is 80 percent or more (beds occupied by
ACD clients shall not be counted as occupied beds), shall be
determined as follows:

(a)

	

For a newly certified facility,. or any facility: which has
undergone. -a change of 10 percent` or, imore:- in its site -specific
certified capacity. and for. which the commissioner has:; exercised
.his or her discretion according -to `sectiof,,660'.12 (b).(1) t(•i). (c).
ot'. this Part, the reimbursable budget costs shall . be ,di`; • c ed by
the' higher of actual proj ected ;.cl `ent daty t or; calculated ; .
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i rr}(.

	

\n•:i: S ;

	

ubp`3ra':ra ,^ ; ^the't -^,^'^H^• `abl

	

1actua costs shall be
first . trended' to • the';rate d year r} "''.'then". divided by the higher
of either , the;;:a tual. /reported?. client days, or the product of
the certif,}et capacity, as listed on the provider agreement,
multiplied:by'365 days and a utilization factor of 95 per cent.
The trend factojr4jutilized shall be that figure developed by the
New York State: Office of_Mental Retardation and Developmental
Disabilities .[Heath-' Systems Management .based upon the price
movement for voluntary operated, nonteaching hospitals located
in New'-York City.]
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For any ACO client, when the commissioner has determined

that the occupancy of certified beds for the facility

and the region is less than 80 percent (beds occupied

by ACO clients shall not be counted as occupied beds)

and when the provider has demonstrated in accordance with

its utilization review plan as required byu section 680.9

that no alternate care bed at the appropriate level is

available, the rate shall be the average payment rate

of all intermediate care facilities for the

developmentally disabled (ICf/DOs). The average payment

rate shall be the statewide average ICF/DD rate as of

July 1, prior to the rate period in question.

(a) Reimbursement of an all-inclusive, 24-hour ICF/DD
rate wi 11 be decreased by the day program component

of the ICF/DD rate for those ACO clients who attend

an outside day program and. for which separate day
program reimbursement has been sought or is

provided.

(b) The specialty hospital shall be responsible for

ensuring that no duplicate billing for clay program

services occurs.

(c) The actual-level of care provided for ACO clients

shall be in accordance with the recommendations

of an OMRDD-approved utilization review team and

delivered pursuant to the. regulations applicable

to the recommended level of care.

9
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(iii) There shall be no reimbursement for the following ACO

clients:

(a) Those for whom the provider has not made the

required showing with respect to an appropriate.

alternate care bed in accordance with its

utilization review plan as required by section

680.9. An exception may be made if the provider

has taken steps to transfer a client to an

appropriate alternate care bed and a challenge as

allowed in regulation has been made on behalf of

the client.

(b) Those for whom the alternate care determination

does not indicate that a Medicaid funded program

is the appropriate level of care.

Total reimbursable budget or actual operating costs utilized

to calculate a rate shall be subject to [base-to-base] cost

limitation principles as follows:

(i)

	

Newly certified facilities

(a) Year 1 - Provider submits a budget. Rate is

established from reimbursable budget costs and

projected client days in-accordance with section

(d)(4) (i) (a) •

(b) Year 2 - Year 1 reimbursable operating costs of

the budget rate are trended with property costs

added after trending.

(c) Year 3 - Rate is established as the lower of

either:

The reimbursable operating component of the

actual costs, as defined in section (a)(5),'

for the Year 3 rate period trended to the

rate period with the property costs added

after trending, or

4*
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(2)

	

The Year 2 rate, excluding property, trended

	

with the property costs from the latest ful l
year cost report added after trending.

(d)

	

Year 4 - Rate is established as the lower of
either:

(1) The reimbursable operating component of the
actual costs, as defined in section (a)(5)
for the Year 4 rate period trended to the
rate period with the property costs added
after trending, or

(2)

	

The Year 3 rate, excluding property, trended

	

with the property costs from the 1 atest ful 1
year cost report added after trending.

(ii) Other than newly certified facilities

(a)

	

Year 1 - Provider submits actual costs as defined
in section (a)(5). A rate is established by
trending the reimbursable operating costs and
adding the property costs after trending.

(b)

		

Year 2 - Rate is established as the lower of
either:

(1) The reimbursable operating component of the
actual cost, as defined in section (a)(5),
for the Year 2 rate period trended to the
rate period with the property costs added
after trending, or

(2) The Year 1 rate excluding property, trended
with the property costs from the latest full
year cost report added after trending.

(c)

		

Year 3 - Rate is established as the lower of
either:

(1) The reimbursable operating component of the
actual cost, as defined in section (a)(5),
for the Year 3 rate period trended to the
rate period with the property costs added
after trending, or

(2) The Year 2 rate, excluding property, trended
	with the property costs from the latest full

year cost report added after trending.

- 11 -
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(d) Year 4-rate is established as the low
er of

either:
(1)_ the reimbursable operating component 

of

the actual cost, as defined in sectio
n

(a) (5), for the Year 4 rate period with the

property costs added after trending; 
or

(2) the Year 3 rate, excluding property,

trended with the property costs from 
the latest

full -year cost report added after tren
ding.

(e) The rate shall be equal to the reimbu
rsable

operating costs and appropriate appea
l

adjustments contained in the Year 4 -r
ate

calculated pursuant to 5(i)(d) and tr
ended in

accordance with Section (d) (4) (i) (k) of this

gam. Appropriately approved property
 shall be

added to this amount.

(6) Payments attributable to a newly admi
tted client are subject

to the commissioner's approval of tha
t client's admission pursuant

to section (b). Continued payments fo
r each such client are

subject to the facility's having obta
ined the approval of the

commissioner on an annual basis for t
he retention of that client

at the specialty hospital level of ca
re.

(7) Reimbursement offsets.

If the costs of services not chargea
ble to the care of clients in

accordance with 14 NYCRR as stated h
erein or HIM-lSare

indeterminable and there is revenue 
derived therefrom, this

revenue shall offset allowable cost.

(8) To be considered allowable, costs mu
st be properly

chargeable to necessary client care 
rendered in accordance with

the requirements contained herein

- 12 -
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(i) Except where specific rules 
concerning allowability of

costs are stated herein, or in pubdivision (j) Genera
l Rules

for Capital Costs and Costs o Relate
d Party Transactio in the

T F/pD portion of this Plan.
 and subdivision (k) Glossary, al

so in

the ICFIDD portion of this Plan.OMRDD shall use as its 
major

determining factor in decidi
ng on the allowability of 'Costs,the

Medicare Provider Reimbursem
ent Manual (HIM-1?).

(See section(b) (3) (1) .) Wh
ere specific rules stated her

ein

or in HIM-15 are silent conc
erning the allowability of

costs, the commissioner shall determine allowability of

costs based on reasonablenes
s and relationship to client

care and generally accepted
-accounting principles.

(ii) A monetary value assigned to
 services provided by a

religious order and for ser
vices rendered by an owner 

and

operator of a facility shall
 be considered allowable sub

ject

to review by OMRDD for reaso
nableness.

(iii) As determined by the commiss
ioner, expenses or

portions of expenses reported by an individual fa
cility that.

are not reasonably related- 
to the efficient and economi

cal

provision of care in accorda
nce with the requirements

contained herein because of 
either the nature or amount 

of

the item, shall not be allow
ed.

(iv) As determined by the commiss
ioner, costs which

principally afford diversion, entertainm
ent or amusement to

owners, operators or employe
es of the facility shall not b

e

allowed.

(v) As determined by the commis
sioner, costs for any

interest expense related to
 funding expenses in excess

 of a

facility's approved reimbursement rate,
 except as provided

for in section (d) [ (8) ) (2) (xii), or for any penalty imposed by

governmental agencies or courts or for the costs of

insurance policies obtained solely to insure against such

penalty shall not be allowed. OMRDD
will not pay interest on

the final dollar settlement resulting from the retrospective

impact of rate appeals. OMR
DD will not reimburse inter

est

expense incurred to meet fun
ded depreciation requirement

s,

pursuant to section (d)((10)](2).

- 13 -

AUG 17 2001

0 ®

	

Approval Date
TN

Supers e d e s TN

	

E

	

V

	

Iv
OCT 0 1 2000



New York Attachment 4.19-A

Part VII Specialty Hospital

(vi) Costs of contributions or other payments to political
parties, candidates or organizations shall not be allowed.

(vii) As determined by the commissioner, only that portion
of the dues paid to any professional association which has
been demonstrated to be attributable to expenditures other
than for lobbying or political contributions shall be
allowed.

[(viii) Except as limited below, any reasonable cost
incidental to and including the cost of the sale'-purchase,
alteration, construction, rehabilitation and/or-,'.renovation
of a physical plant shall be considered allo4ible up to the,

amount approved by the commissioner and t1 ie= di2±otor of the
Division of the Budget.]

(viii)((a)] For any. transaction resulting ina,changeof
ownership, the valuation of the asset (s)

	

b limited to
the lesser of the allowable acquisition;eQsI;o `tke' asset(s)
to the first owner of record who has • reeei red"Medicaid
payment for the asset (s) in question on or after July 18,
1984, minus any ; ,paid ; depreciation' (i . e . se3.ler!,s net book
value)t, or?,.the acquisi ion cost of .the asseis"• tot,the new
.owner .

- 13a -
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((h)

	

osts (including legal fees, accounting and
administrative costs, travel costs, and the costs of
feasibility studies) attributable tothe negotiation or
settlement of the sale or purchase of any capital
asset (by acquisition or merger) for which any payment
has been previously made under Medicaid, shall-not be
allowable for reimbursement.

(C)

	

If a facility's real property assets are' sold or
leased, or subject to any other transaction which
results in a net decrease in the real property cost to
the.provider, the real property cost portion of a
facility's rate shall be prorated accordingly. For the
purpose of this section, real property assets refers
to buildings, building improvements and fixed
equipment. Real property costs are the costs directly
related 'to real property assets.

(ix);.. Afacility,;sii annual rental payments for real property may be
,P.,

	

-all.oiuable cost subject to the following
041tioris ri

:The; leasis re iewad. by and acceptable to Off ice of
Me to RetardationAand'DeveloL?mental Disabilities and,_;:

.Aifsytlerigth:;tran,aton iequirement may be waived
_the'`commissioner upon application for those

orporations holding title to the specialty hospital's
hysical plant created pursuant to the Not-for-Profit

(3) With, respect to a partnership, each
partner thereof.

(20 With respect to a corporation, each
officer, director, principal stockholder
and.;controlling person thereof.

- 14 -
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(1)

		

with respect to a natural person, each member of
said person's immediate family or each
partnership and each partner of such person or
each corporation in which said person or any
affiliate of said person is an officer,.
director, principal stockholder or controlling
person.

(r.,L For the purposes of this section, controlling
person of any corporation, partnership or other entity
means any person who by reason of a direct or indirect
ownership interest (whether of record or beneficial)
has the ability, acting either alone or in concert
with others with ownership interest, to direct or
exert a controlling influence on the direction of the
management -policies of said corporation, partnership
or other entity. Neither the commissioner, nor any
employee of the OMRDD, nor any member of a local

	

legislative body of a county or municipality, nor any,
county or municipal official except when acting as the
administrator of a facility, shall by reason of his or
her official position be deemed a controlling person
of any corporation, partnership or other entity. Nor
shall any person who serves as an executive director,
officer, administrator, principal employee or other
employe of any corporation, partnership or other
entity or as a member of a board of directors or
trustees of any corporation be deemed to be a
controlling person of such corporation, partnership or
other entity solely as a result of of such position or
his or her official actions in such position.

(1)

	

For the purposes of this section, immediate family
means brother, sister, grandparent, grandchild, first
cousin, aunt or uncle, spouse,, parent or child of such
person whether such relationship arises by reason of
birth, marriage or adoption.

(g)

	

For the purposes of this section, principal
stockholder of a corporation means any person who

	

beneficially owns, holds or has the power to vote, 10
percent or more of any class of securities issued by
said corporation.

(11)

		

The rental amount is comparable to similar leases for
properties with similar functions in the same
geographic area.

- 15 -
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(j) If the above criteria are not met ,/ reimbursement for
lease costs will be determined in accordance with
section(d) (8) (x) and (xii).

(i) Lease options to renew shall not be exercised without
review and approval of the parties listed in section
(d) (8)(ix)(a). Such review and decision shall occur
whenever possible more than 30 days before the last;,
date .the option may be exercised, the date of which-..
the' facility. has notified OMRDD in accordance with
.section (d) (8) (ix) (k).

($), Request' for, approval of lease renewals shall be
submitted whenever.possibl^ at least 120 days prior to

	the last date.,for•.the exercise of the lease renewal
option.

00

(g):;' Unlesni i `an, exception is made, by the; cottmm)issioner; • '

	

''
the useful•.•life shall' be the higher, of, the reported
useful ^ife, or those , from;.the Estimate ' seful. I^'a re,
or vepreCiaD.Le Hospitalsl:As ets . (191831, tio^Y) , ;
pub3ishet b}y' t ie xmerican;;Hospital isp.1p'" ; tt Yin

k;an `Pt!2±:r,caf^c. ao r aua+^pfa ,vvYtV:

' approved byp OMRDD 'may be3a

e: depreciation :;i thc^'used shall

	

the
straight. iipet.ihethcd.

(^)

	

In the. evemt that the historical, cost 'of the facility, '.
cannot 'be.`adequately determined by the, coimnissioner,;

deprecciation. The appraisal- shall, proSiuce a' value
appz'b,dmating the cost of .reproductzg '•'substantially
identical assets of.'like type, qua1 ity:',and quantity, at
a ' price level in a' reasonably competi tive market as':' of
the date of acquisition. Such appraisal shall'be
conducted by. an appraiser"approved by OMRDDrand
pursuant to a method approved by OMRDD and-the:-`cost of
that appraisal is also allowable.

- 16 -

TN 00-49

	

Approval.Date

	

17 poor
Supersedes TNItA Effective Date wT_q

	

tam

an-'appraisal value' shall. be the basis'' for.'



New York Attachment 4.19-A

Part VII Specialty Hospital

(xi) Costs related to moveable equipment, furniture and fixtures may be
considered an allowable cost subject to the following:

(a) Depreciation based upon historical cost of moveable
equipment,. furniture and fixtures is considered an allowable'
cost. The useful life shall be the higher of the reported
useful life, or those from the Estimated Useful Lives of
Depreciable Hospital Assets (1983 edition), published by the
American Hospital Association and available by writing to
the American Hospital Association, 840 Lake Shore Drive,
Chicago, IL 60611. On an exception basis, a useful life that
is based upon historical experiences as shown by documentary
evidence and approved by OMRDD may be allowed.

(2)

	

The facility shall use the straight -line, double-declining
balance or sum-of-the--year's-digits depreciation method. The
depreciation method utilized must remain consistent
throughout the useful life of an asset.

(r.) Lease payments may be an allowable cost if the payments are
made under a lease which is an arm's-length transaction as'
described in section (d)(8)(ix)(b).

(d) Any personal property and equipment transactions shall be
through a multiple bid process and entered into at a fair
market value price.

(g,)

	

If lease payments are not made pursuant to an arm's-length
agreement, allowable costs will include allowable
depreciation, the associated interest expense, if any, and
other related expenses, including but not limited to
maintenance costs.

(xii) Interest cost may be considered an allowable cost subject
to the following:

(a)

	

Interest for capital indebtedness, where the capital
indebtedness does not exceed the current office of
Mental Retardation and Developmental Disabilities
approved value of the property, will be considered
allowable.

(b)

	

An interest rate shall not be in excess of the amount a
prudent borrower would pay at the time the loan was
incurred.
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(2) The loan agreement must be entered into between parties
not related through control, ownership, affiliation, or
personal relationship as defined in section(d) (8) (ix) (d),
unless this provision is waived by the commissioner. Such
waiver shall be based on, but not limited to, a
demonstration of need for the program and cost savings
resulting from the transaction.

(d)

	

Interest income generated from the facility 's revenues
for the. operation of the facility shall be used to offset
interest expense incurred during the same reporting
period.

Notwithstanding the foregoing, a facility is not
required to use the following, to offset interest expense:
income earned on qualified pension funds, income from
gifts or grants which is donor -restricted, or income
earned on secure investments pursuant to section (d) (10) .

(r.)

	

Interest on working capital indebtedness in accordance
with standards contained herein will be considered
allowable. In the event that a loan is not in accordance
with the standards listed above, the approval of the
commissioner is required.

(xiii)

	

Costs of related organizations, other than costs incurred
puruant to a lease, rent or purchase of real property, may be
considered an allowable cost subject to the following:

(a)

	

A "related organization" means any entity of which the
provider is in control or which the provider is
controlled by (subject to the limitations in section
(d) (8)(ix)(e), either directly or indirectly, or where a
common ownership or financial interest exists in an
entity which supplies goods and/or services to the
facility.

(12)

	

The costs of goods and/or services furnished to a
facility, within the course of normal business
operations, by a related organization are allowable at
the cost to the -related organization, or the market price
of comparable goods and/or services available in the
facility' s region, whichever is lower.]
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((xiv)I ix Restricted funds are funds expended by the facility which

include grants, gifts, and income from endowments,

whether cash ortherwise, which must be used only for a

specific purpose as designated by the donor or grant

instrument. Restricted funds are to be deducted from the

designated costs when determining allowable costs. The

commissioner may waive the provisions of this section at

his discretion only in those instances where the provider

makes a reasonable showing that the imposition of the

requirements of this section would have a material

adverse effect on the facility's capability to operate in

an efficient and economical manner.

((9)I (2-0) All rates, and any adjustments to a facility' s rates, shall not

be considered final unless approved - by the director of the

Division of the Budget.

((10)] 0111 For any rate period during which the reimbursement attributable

to depreciation on a facility's real property, excluding

equipment, exceeds the provider's principal repayment

obligations on indebtedness attributable to such real property,

such provider shall fund depreciation by depositing such

difference in an interest -bearing checking account or other

secure investment. If the provider operates more than one

facility governed by section (d)((10))(2), the provider may

maintain one funded depreciation account for two or more

facilities. The provider shall not commingle such funded

depreciation account(s) with other monies of the provider. The

provider shall not be required to fund depreciation

attributable to the provider's equity in such real property.

The provider may expend the funds in such account, including

accrued interest, to retire all or a portion of the

indebtedness attributable to such real property, or for

building improvements - and/or fixed equipment necessary to the

Facility.

(e)

	

Rate Appeals

	

(1)

	

First Level Rate Appeals

The commissioner shall consider first level rate appeals

applications for revisions to the rate, if brought within 120

days of the provider's receipt, of the initial rate computation

sheet. However, if the appeal is to the ACD rate calculated in

accordance with section(d) (4) (ii), the appeal must be from the

ACD rate for a group of individuals residing in a physically

distinct wing, unit or part of the facility, receiving similar

services, having similar characteristics, and for whom the

provider can identify discrete costs.
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appeal, the provider must demonstrate that the rate requested in the
affpg is necessary to ensure e fficient and economic operation of the facility. If
app3ai pursuant to this section is to the ACD rate, the provider must also show that
the clots to whom the appeal pertains require care for which the necessary cost
of providing client care exceeds the ACD rate.

First Level rate revision appeal applications shall be made in writing to the
commissioner.

(a) The application shall set forth the basis for the appeal and the issues of fact
Appropriate documentation shall accompany the application and OMRDD
may request such additional docu mentation it deems necessary.

(b) Actions on first level rate appea. -applications will be processed without
unjustifiable delay.

	

(iv) A rate revised by OMRDD pursuant to an appeal shill not be considered final
unless and until [ the appeal is granted by OMRDD and] approved by the State
Division of the Budget.

Except as providedin item (vi) below, at the conclusion of the, first level app
process. OMRDD shall notify the peci

	

Hospital of any or_oposed revs ed rate
denial of same. OMRDD shag inform the facility that the facil' m either

4cce oposed revised we or request second level appeal in accordance
with Tide 14 NYCR_R section 602.9 in the event that the pm sed revised rate fails
to grant s

	

Qr afi of the relief reouested.

[There shall be a formal not ification of the final decision on the provider's rate
appeal. However,] At no point in the first level appeal process shag the provider
have a right to any form of interim report or determination made by OMRDD or
Division of the Budget.

[(6)] [Such formal notification shall be sent to

	

provider by certified mail, return receipt
requested.)

If OMRDD approves the revision to the rate and State Division of the Budget
denies the revision, the provider shall have no further right to administrative
review pursuant to this section.

Any rate revised in accordance with section (d) shall be effective accor ding
to' the dates indicated in the. approval of rate appeal notification. Such
r,tification shall be sent to the orovider by certified a0. return receipt

[(9)] viii Any additional reimbursement received by f ity, pursuant to a rate
revised in accordance with section (e), shall be restricted to the specific
purpose set forth in the final appeal decision.

.20°
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[(10) If OMRDD denies an appeal to the rate in whole or in part, the facility shag have the
right to a hearing in accordance with 14 NYCRR Part 602.1

on I ml rat aima&

a
in the A290-W& provide for in this section of the State Plan sh i be final.
unless the facility guests a second IRY-eJ appeal t the- commilliQ0firia
w f r r

Second level peals shal be bro

	

and determined in accordance with
tfLe anpl t le rovision of Title 14 CRR Part 602.

A rate revised by OAARDD pursuant to a second level appeal shall not be
considered final unless and anti!

	

roved by the State Division of the
Budm-
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(i) At the conclusion of the audit, the provider shall be afforded a_
opportunity to submit additional documentation to the commissioner
After the receipt and review of such additional documentation, a copy o
the audit findings shall, within 120 days, be sent to the provider -b-
certified mail, return receipt requested. In order to have the additiona
documentation considered, the provider must submit the documentation
within the time specified.

The audit findings shall become final unless within 30 days of receip
thereof, the provider requests an administrative review of the audi
findings.

(iii)

		

Request for administrative review and audit findings shall be sent to tht
commissioner by registered or certified mail.

(iv) Such requests shall contain a detailed statement of the provider'.
objections to the findings, along with copies of any documentation tilt
facility wishes to submit.

(v) The provider shall be notified in writing of the determination of thost

	

items to which the provider objected, including a statement of the reason
therefor. The audit findings, as adjusted in accordance with tilt
determination after administrative review, shall be final.

(g) Effective [April 16, 1992] April 4. 1996, [the amount of the provider of servict
assessment included in the rate is equal to eighty percent of the total assessmen
amount] the rate shall include 5.4 percent of the base costs used to determine tht

	

costs associated with the 6 percent provider of services assessment. a tax imposes
on providers of service in accordance with Public Law 102-234 the Medicaic
Voluntary Contribution and Provider Specific Tax Amendments of 1991. The
Medicaid reimbursed portion of the provider of service assessment is limited b,
and correlated to the volume of Medicaid services rendered compared to the Iota
volume of all services rendered.
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g. Additional Disproportionate Share Payment

The State's methodology used to take into account the situation of disproportionate share

hospitals also includes additional payments to meet the needs of those facilities which serve a large

number of Medicaid eligible, low income and uninsured patients, including those eligible for Home

Relief, who other providers view as financially undesirable. These payments are available to

hospitals on behalf of certain low-income persons who are described below.

These additional payment adjustments are made either by the Department or through an

intermediary to disproportionate share hospitals whewhich have provided services to persons

determined to be low-income by reason of their having met the income and resource standards for

the State's Home Relief program. These persons must have demonstrated to a local social services

district or the Department that their household income and resources do not exceed the income and

resources standard established by the Department, which standards vary by household size and take

into account the household's regularly recurring monthly needs, shelter, fuel for heating, home

energy needs, supplemental home energy needs and other relevant factors affecting household needs.

Each hospital, or an intermediary making a payment to a hospital, will determine which

patients qualify as low-income persons eligible for additional payments by a verifiable process

subject to the above eligibility conditions. Each hospital must maintain documentation of the

patient's eligibility for additional payments and must document the amounts claimed for additional

	

payments. The supporting documentation must include written verification from a local social

services district or the Department attesting to the person's eligibility for Home Relief. Such

supporting documentation may be in the form of a photocopy of the person's current valid official

benefits card or a copy of an eligibility verification confirmation received from the Department's

Electronic Medicaid Eligibility Verification System (EMEVS), which system includes information

with respect to persons eligible for Home Relief and additional payments, or other verifiable

documentation acceptable to the Department which establishes that the person has met the income

and resource standards for Home Relief on the date the services were provided.
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A "disproportionate share hospital" for purposes of receiving additional disproportionate

share payments under this provision is any hospital which furnishes medical or remedial care to a

qualified low-income person without expectation of payment from the person due to the patient's

inability to pay as documented by his or her having met the income and resource standards for

Home Relief benefits as set forth above, and meets the requirements of State Plan Amendment 94-

26. In addition, a "disproportionate share hospital" (except hospitals serving an in-patient population

predominantly comprised of persons under 18 years of age and hospitals which did not offer

non-emergency obstetrical care on or before December 21, 1987) must have at least two obstetricians

with staff privileges who have agreed to provide obstetrical care and services to Medicaid-eligible

patients on a non- emergency basis.

The amount of this disproportionate share adjustment will vary by hospital and reflect the

	

dollar amount of payments either from the State. directly, or.through an intermediary, to the hospital

for services provided to low income patients. For each hospital such adjustments shall be paid in

the normal Medicaid payment process, or intermediary payment process and according to

established rates or fees, for fee for-service program services or by the intermediary for its services.

To receive payment of this adjustment each hospital must submit a claim in the, form and manner

specified by this Department, or the intermediary, as appropriate.

Disproportionate share payments: under<this plan cannot exceed the State disproportionate

share allotment calculated in accordance with the provision of the Medicaid Voluntary Contribution

and Provider Specific Tax Amendments of-41.991.: (1'.L.102-234), as set forth. at 42 CFR Sections

447.296 through 447.299 and cannot exceed xle :facility specific disproportionate share payment

limits required by the Omnibus Budget Reconciliation: Actof 1993.
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Rehabi-litative Services

7he fee

	

services provided

	

a
Calendar malth. A mininmrn Of two
services; nust, be provided within the
mmth in cmder to claim reimt^ rs Ignmyt.
The

	

y fee is made up of 1) direct
Costs, perscnal service costs and other

costs assocl t.-

	

with ths direct provision of service, 2)
indirect costs, a percent of those OCsts
inM=Ied as part of Cperaticns, and 3)
evaluation costs,

	

cne twelfth of the
annual cost of condb=ting an evaluation.
7be sum of the three ompammits was

	P3 J ad by the average

	

y
frequency to dDtain the

	

y fee.

fee covers services provided during a
calendar month. A minimum of two
services nust be , provided within the
motith in order t o clam reinbLmmenent.

monthlyThe

	

fee is made up of 1) direct
personalCosts,

	

service costs and other
	than personal service costs associated

with the direct prwisicn of service, 2)
indirect costs, a pezx:ent -of those costs
incurred as part of

	

, and 3)

	

evaluation costs, one twelfth of the
arnial cast of

	

tinq an evaluaticn.
The sum of the three ocxp

	

III Is was
	multiplied by the average

	

y
fce

	

to obtain the monthly fee. .

LUM Services

7be fee

	

provided during a
cal.

	

with. A minimum of two
services

	

within the
math in crder to

	

.
thly fee is made up of 1) direct

costs, personal servicet costs and other
than personal service
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with the direct provision of service, 2)
costs,kdirect a percent of those costsir=zried as part of operations, and 3)

	

evaluation cwts,,' one twelfth of the

	

amual cost of cmxhmting an evaluation.
7he sum of the three

	

was
tiplied by

	

monthlythe average

	

freobtain the pm.

The fee covers services provided c2uring a
calendar math. A minimum of two
services must be provided within the
manth in order to claim

	

.
monthlyThe

	

fee is made ^ up of 1) direct
costs, pew. service costs and other
than personal service costs assoe^iated
with the. direct provision of service, and
2) indite casts, a percent of those
costs

	

as part of

	

.
7he sum of the two q .

	

s was
wil tiplied, by the

	

monthlyaverage
fregaency to obtain the monthly fee.
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7he fee covers services provided during a
calendar month.

	

A m; nbm.

	

of two

providedservices nust be
month in order to claim

	

.
The =nthly fee is made up of 1) direct
costs, persat-Al service costs and other
than personal service costs associated
with the direct. ea andserviz
2) indirect cwts,, a percent of those
its

	

as part of cperatiCais.
Ths sum of the two cou4? was
multiplied by the average monthly
fre*mIqj to obtain the monthly fee.
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Rehabilitative Services

) '10gical

	

tii

fee is fee-for-service

	

is
up of 1) direct costs, personal service
costs arxi other than personal
costs associ ted with the direct
pxvv:Lsicm of service, arxi 2) indirect

	

costs, a percent of those costs incurred

	

as part of operations. The sum of the
two ccmpmm*s is the evaluation fee.

servilow
The traz o3tiotl fee is fee-for-
service and is made up of 1) dirwt
costs.. personal service costs and other
than personal service costs

	

a ted
with the direct provision of service and
2) indirect costs, a percent of those
costs incurred as part of

	

.
The sum of the two compmmits is the fee.

Evaluations

7he fee
direct

f
ey

for`-service and .i
n
s m̂ade up

of 1) direct costs, p

	

a. service

costs aid other than persaial service
costs

	

associated with the direct.
provision of service, and 2) indirect

	

costs, a percent of eme costs incurred
	as part of operations. The sum of the

two - -rig .I Im is the evaluation fee.

Evaluatiow

7he medical evaluation fee and
s °idli?ed medical eevaluaticn fee
fee-for-service and are made up of 1)

personaldirect costs,

	

service costs and
other than personal s
associated with the direct pr^ion of
service,, and 2) indirect costs,, -a percent
of those costs incurred as part of

tiaa.1s.

	

The sum of the t ao
ccx

	

is the evaluation fee.

	

The
i al i zed medical evaluation fee is

r^inbnmable

	

when the servim is
provided by a physician spec ia~li st

to and upon the written
of the provider of a

medical evaluation.
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The fee, covers services Provided dLzing a
calendar month.

	

A minimum of two

	

servlces mist be provided within the
mmith in order to claim reinbmmement

monthlyThe fee is made up of 1) direct
costs. personal service costs and other
than personal service costs associated
with the direct provision of service, 2)

	

indirect costs, a percent, of those costs
incurr8d as Pert of operations, and 3)
evaluation costs,

	

one twelfth of the
arrml oast of conducting an evaluation.

sum of the three

	

was
mxmiltiplied by the , average

	

y
frequency to obtain the mm*hly fee.

The fee

	

a
calendar

	

. A min=um of two
services mist be provided within the
month in order to claim reimbtn se nt.

monthlyMis

	

fee is made up of 1) direct

	

costs, personal service costs and other
than Personal serviDe costs associated
with the direct provision of service, 2)
indirect costs,, a percent of those costs
incurred as part of cperaticr , and 3)
evaluation costs,

	

one twelfth of the
annual cost of

	

sting an evaluation.
7he sum of the

	

was
multiplied by the average mthly-
frequency to thtain the monthly fee.

pathaegy Services

The fee covers services provided during a
calendar month. A minimum of b
services must be provided within the
month in order to claim reii I 11,,

	

.
monthlyThe

	

fee is rade up of 1) direct
costs, personal service costs and other
than

	

al service
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with the direct Provision Of service, 2)
indirect costs, a percent of those costs
inmzrad as part of operations, and 3)

	

evaluation costs, one twelfth of the
mmual cost of conducting an evaluation .
The sum Of the three ompamartis was
m"tiplied by the average

	

y
frequency to

	

monthlyd:tain the	fee.

The fee covers services provided during a
calendar month. A miniumn of two
services mist be provided within the
month in order to Claim

	

I

	

.
The mm*hly fee is made up of 1) duct
costs, al service costs and other
than personal service costs associated
with the direct provision of service, and
2) indirect costs, a percent of those
costs

	

as part of operations.
The sum of the two c=pmxn

	

wass
miltip3ied by the average

	

y
cy to

	

monthlyobtain the

	

fee.

Mis fee covers services provided during a
calendar with.

	

of two

	

services mist be provided within the
nonth in order to claim .
The monthly fee is made up of 1) direct
costs, personal service costs and other
personal costs associated with
the direct provisiai of service, and 2)
indirect costs, a percent of those costs
incurred as part of n1parations. Me sum
of the two ""RE. itsnts was multiplied by
the average mmAhly frequency to obtain
the

	

y fee.
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The fee is f fa

	

is
up of 1) direct costs, personal service
costs and other than personal service

assoociated with the direct
provision of service, and 2) indirect
costs, a percent of those costs incurred
as part of operations. ' rota of the
two

	

s is the evaluation fee.

The transportaticn fee is fee-for-service
and is rade up of 1) direct costs,
personal service costs and other than
personal service costs associated with
the direct provisi an of service and 2)
indirect costs, a percent of those costs
incurred as part of opexation:s. The sum
of the two

	

tts is the fee.

The fee is fee-for-service and is up
of 1) direct casts, personal service
costs and other than persa al service
costs associated with the direct
provision of service, and 2) indirect
costs, a percent of those costs incurred
as .part of c rations. The sum of the
two

	

ants is the evaluation fee.

Cal Evaluations

The

	

cal

	

evaluation fee and
ized mediml eevaiuatJ= fee are

fee-fie and are made up of 1)
direct costs, personal service costs and
other than personal service costs
associated with the direct provision of
service, and 2) indirect costs, a percent
of those costs incurred as part of
operations. The sum of the two

g,rarrts is the evaluation fee. The
specializes

	

evaluation fee is
r r1xrsable only when the service is
provided by a physician

	

ist
subsequent, to and upon the written

r3ation of the provider of a
medical evaluation.
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Type of Service

Case Management Services
Target Group B:

Persons enrolled in Medical Assistance who:

(1) Have a documented diagnosis of mental retardation or a developmental disability
as defined in New York Mental Hygiene Law §1.03, and

(2)

		

Are in need of ongoing comprehensive service coordination rather than incidental
service coordination, and

Have chosen to receive the services, and

Do- not reside in intermediate care facilities for the developmentally disabled;
State operated developmental centers; small residential unit (SRU); nursing
facilities, or hospitals or any other medical assistance institutional settings that
provide service coordination, and

Are not concurrently enrolled in any other comprehensive service coordination
service funded under Medical Assistance.

METHOD OF REIMBURSEMENT

The method of reimbursement shall be a monthly fee established by OMRDD in
conjunction with the New York State Department of Health and approved by the
New York State Division of the Budget.

(5)
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z or S VI

Came Management Services

Target Group D:

Medicaid eligible individuals who are served by the New York State
Office of mental Health's Intensive Case Management Region and who

(i) are seriously and persistently mentally ill and

(ii) require intensive, personal and proactive intervention to help
them obtain service, which will permit or enhance functioning
in the community and

(iii) either have symptomatology which is. difficult to treat in the
existing mental health care system or are unwilling or unable
to adapt to the existing mental health care system.

NZTHOD OF

	

VRS

For payment to Intensive Cas® Management providers in New York State a

prospective cost based monthly rate shall established for each provider.

Providers may bill for the monthly'rate only if the Medicaid eligible,adUlt

client has been seen by the casd manager a minimum of four times during

the month.
in the 191 nroaram nroviders may bill for the monthly rate only if the case
manager ac eves a minimums of three face-to-face contacts with the client
and =9 fourth face-to-face contact mav be with either the client or a

collateral as defined in 14 NYCRR Part 87.4(a)(3).

Rates of payment shall

	

effective for the annual period ending June

30, for providers in N York City and for the annual period ending December

31, for the reminder of the State. Rates of payment for programs operated

	

by state psychiatric centers shall be effective for the annual period ending

March 3Y.

	

-

1. Monthly payments to individual ICM providers is at regional fees

approved by the Department of Social Services.

2. The National Institute of Mental Health has approved a grant to the
NYS Office of Mental Health to evaluate the effects, if any, of the method

of reimbursement on the activities of case managers and the implications, if

any, on client interactions and outc omes. The experimental reimbursement

methodology provides fee-for-service reimburse ment for individual and group

face -to-face contacts between Intensive Case Manager and enrolled client as

an alternative to the monthly payments paid to other 1CM providers. This

reimbursement methodology will be in place for the Visiting Nurse service

only for the period January 1,1 1992 through December 31, 1992.
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TYPE O'- SERVICE

Case Management Services
Target Group D 1:

Medicaid eligible individuals who are served by the New York State Office ofMental Health's Intensive Case Management Program and who:

(i) are seriously and persistently mentally ill and

(ii) require intensive, personal and proactive intervention to help them obtainservice, which will permit or enhance functioning in the community and

(iii) either have symptomatology which is difficult to treat in the existing mental

	

health care system or are unwilling or unable to adapt to the existing mentalhealth care system.

METHOD OF REIMBURSEMENT

For payments to Flexible Intensive Case Management providers in New YorkState a monthly fee shall be established for each provider and approved by the Divisionof the Budget. Providers may bill for the monthly rate only if the Medicaid eligible adultICM client has been seen by the case manager a minimum of two times during the month.Clients who appear to be ready for disenrollment from the program can be deemed to bein transitional status, and the program can bill during that period if the client receives aminimum of c-.-. visit, but in no instance may a client remain in transitional status formore than two months.

The program as a whole must provide in the aggregate four visits times thenumber of Medicaid recipients per month per case manager. For seriously andemotionally disturbed children's programs/providers, up to 25% of the total requiredaggregate visits may be made to collaterals as defined n 14NYCRR Part 587.

^, proval Date ! 2 7
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TYPE OF SERVICE

NEW YO R . Page 10-3b
Attachment 4.19-B

Case Management Services
Target Group D2:

Medicaid eligible individuals who:

(i) are seriously and persistently mentally ill, and

(ii) require intensive, personal and proactive intervention to help them obtain service,

which will permit or enhance functioning in the community, and

(iii) either have symptomatology which is difficult to treat in the existing mental

health care system; or are unwilling or unable to adapt to the existing mental

health care system; or need support to maintain their treatment connections and/or

residential settings.

METHOD OF REIMBURSEMENT

Each Flexible and Blended Case Management program will receive a regional rate

approved by the Division of the Budget determined by its staffing combination (i.e., the number

of Intensive Case Managers and Supportive Case Managers on a particular team). No bill can be

generated for a particular client unless that client has received at least two face-to-face contacts

during the month. [However, in order to bill] The program as a whole is required to [must]

provide in the aggregate four visits times the number of Medicaid recipients per month per

Intensive Case Management staff and two times the number of Medicaid recipients per month

per Supportive Case Manager. For seriously emotionally disturbed children's programs or

providers, up to 25% of the total required aggregate Intensive Case Management visits may be

made to collaterals'as defined in 14 NYCRR Part 587. For those programs which do not achieve

the required number of contacts, billings associated with the difference between the required

number of contacts and achieved number of contacts shall be withheld pursuant to a schedule

furnished to the provider by the Office of Mental Health. Clients who appear [to be] ready for

disenrollment from the program can be placed into transitional status. The program can bill for

the individual in transitional status during that ,[period] month if the client receives a minimum of

one visit, but in no instance may a client remain in transitional status for more than two months.
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TYPE OF SERVICE
Case Management Services
Target Group: F

METHOD OF REIMBURSEMENT

The targeted group consists of the

	

Provider-specific rates are replacedcategorically needy or medically

	

with a regional rate structure.needy who meet one or more of the
following criteria.

Certain individuals residing in areas of
New-YotkState designated as underserviced
and economically distressed through the
State's Neighborhood Based Alliance (NBA)
Initiative. Under Chapter 657 of the Laws of
1990, the NBA is targeting state money, resources
and services to designated

	

in order to alleviate The following are the direct servicethe pervasive and detrimental effects of poverty, components of the rate:
lack ofaccess to services and lack of services.
Case management targeted individuals are those
residents of the NBA areas who experiencing
chronic or significant individual or family
dysfunction's which might be ameliorated through
effective case management referral and
monitoring of service provision. Such
dysfunction's are assessed as chronic or significant
by the case manager in accordance with an
assessment tool approved by the Office of
Children and Families. The assessment will
determine chronic or significant dysfunction
on the following categories or characteristics:
(i) school dropout
(ii) low academic achievement
(iii) Poor school attendance
(iv) Foster care placement
(v) Physical and/or mental abuse or neglect
(vi) Alcohol and/or substance abuse
(vii) Unemploymentlunderemployment
(viii) Inadequate housing or homelessness
(ix) family court system involvement
(x) criminal justice system involvement
(xi) poor health care
(xii) family violence or sexual abuse

The'rate structure is based upon the
identification of direct service
components and incorporates a
percentage allowance for indirect
costs, based upon historical data.

Personal Services: Case Manager
salary.

Fringe Benefit: Rates were
established at the average fringe rate
for New York City, Greater
Metropolitan and Upstate New York.

Other cost percentage will constitute
a percentage of allowable costs other
than case manager salary and fringe
benefits such as equipment, rentals,
utilities, etc.

The Rate Calculation Formula:

Direct costs/% Direct cost (%)

Billable Hours/4=quarter Hour Rate.

Billable hours

	

defined as the total
of all case managers time attributable
to direct client service in the various
components of case management e. g.
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_MHOD OF REIMBURSEMENT

Jn ake/sereening, assessment,
reassesstnertt, monitoring, follow-up
of crisis intervention.

Regionally calculated percentages
have been determined for New York
City, Greater Metropolitan New
York and Upstate New York.

Trend Factor.

The rate will be adjusted by
application of a trend factor
approved by the Division,of the
Budget.
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Target Group G - Early Intervention

Existing rates of reimbursement, for approved early intervention services provided on andafter December 1, 2002, shall be increased by three percent. The Commissioner ofHealth is authorized to require any early intervention provider, with the exception of self-employed early intervention providers, to submit a written certification attesting that such

	

funds were or will be used solely for the purpose of recruitment and retention of earlyintervention service providers during the 2002 -03 state fiscal year.
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New York

TYPE OF SERVICE
Case M anagement Services
Target Groups: A& E

Attachment 4.19-B
Page 11

METHOD OF REIMBURSEMENT

A.

	

Categorically or medically needy

	

Provider-specific rates are replacedPersons under age 21, pregnant

	

with a regional rate structure.Parenting or at risk of pregnancy

The rate structure is based upon the
identification of direct service
components and incorporates a
percentage allowance for indirect
costs, based upon historical data.

E.

	

Categorically or medically needy
women of child-bearing age who
are pregnant, and infants under one
year of age.

Personal Services: Case manager
salary.

Fringe Benefit: Rates were
established at the average fringe rate
for New York City, Greater
Metropolitan and Upstate New York.

Other cost percentage will constitute
a percentage of allowable costs other
than case manager salary and fringe
benefits such as equipment, rentals,
utilities, etc.

The Rate Calculation Formula:

Direct costs /%Direct cost
(%)/Billable hours/4=Quarter Hour
Rate.

The following are the direct service
components of the rate:

wi ^y r

	

C1 1 _ `^ .



New York

Attachment 4.19-B
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METHOD OF REIMBURSEMENT

Billable hours are defined as the total of all
case managers time attributable to direct
client service in the various components of
case management e.g. iniake/screening,
assessment, reassessment, monitoring,
follow-up of crisis intervention.

Regionally calculated percentages have been
detennined for New York City, Greater
Metropolitan New York and Upstate New
York.

Trend Factor:

The rate will be adjusted by application of a
trend factor approved by the, Division of the
Budget.
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Type of Service
se management Services

Target CLauP: C

c. Categorically or medically
needy women of child-bearing
age, clients of C mmrdty
Services Programs or Ccemmirdty
Based Program, children and
adolescents through 20 years
of age who are HIV+ and
categorically or medically
needy wtn with children who

	

are of negative or unknown
serostatus, but who are at
risk of HIV infection as a

	

result of their personal
activities or the activities
of a sexual partner.

t • 1

Method of Reimbursement

The proposed methodology includes
the following characteristics:

o Provider-specific rates are
replaced with a regional rate
structure;

o Economics of scale associated
with larger programs are
accounted for;

o Direct service components are
established with a fixed
percentage allowance for
indirect costs.

o An annual trend factor
approved by the State Division
of the Beset is applied in
subsequent years;

o Billable hours cornices to be
used as the basis for
billing. The procedure used
to calculate billable hours is
modified to recognize rnci-
billable responsibilities and
to encourage improved service
quality.

Regional Rate

	

Reimbursement amounts will be
established for New York City
Metropolitan area and for the rest

	

of the state based on the expectpd
costs in those areas of each
direct services.

	

Z
New York City mettWolitan region

	

will consist of the folk
counties:

	

Nassau,

	

Suffolk,
Rockland, W

	

r and the five
borcx ghs - of New York City.

Program Size Differential

The rate structure will reflect
the economy of scale produced by
larger programs. Reimbursement
for larger programs will decrease

D^Z
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based upon the

	

following
criteria:

Rate A: For provider with 0 to 6
billable FTE staff.

Rate B: For providers with more
than 6 to 12 billable staff.

Rate C: For providers with more
than 12 FTE billable staff.

Direct Service Components

The rate structure is based 'upon
the identification of direct
services

	

ocxponents

	

and
incorporates

	

a

	

percentage
allowance for indirect oasts.

The following are the direct
service c onents of the rate.

Personal Services: Case manager
salary,

	

case

	

management
technician salary,

	

cszity
follow-up worker salary and the
program director salary at 50%
FIE.

Fringe Benefits: Rates uwe
established at the average fringe
rate for the metropolitan and
rest of state regia .

Other -Direct Costs: Quality
Assurance Consultant Service,
training cost for Chi staff,
travel cost for direct staff,
conference registration costs for
AIDS Institute conference, crisis
intervention

	

service costs,
escort costs - security.

Indirect Cost Peroentac^e

Direct service will 'tutee
72% of the total allowable costs
with the remainir 28% available
for indirect 'casts such as
equipment, rentals, utilities,
etc.

SFP i 9 1994
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The Rate Calculation For;rula :

Direct cots/% Direct cost (72%) /
Billable Hours/4 = Quarter Hour Rate

(Billable hours are defined as the

	

total of all case managers time
attributable

	

to direct client
service in the various components of
case

	

management

	

e.g.
intake/screening , assessment,
reassessment, monitoring, follow-up
of crisis intervention.)

Trend Factor:

The rate will be adjusted annually
by application of a trend factor
drawn from the U.S. Depart ne t . '_of
Labor Statistics Econamic Coot Index
for civilian workers by .in ustry
division, services line; 12 months
ending June 1993, and that future
year rates be based on this trend
factor.
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TYPE OF SERVICE

Case Management Services
Target Group H:

	

The target group consists of medical
assistance eligibles who are served by the
Office of Mental Health's Supportive Case
Management Program and who:

are seriously mentally ill; and

require personal and proactive
intervention to help them obtain and
maintain services, which will permit
or enhance functioning in 'the
community; and,

either have symptomology which is

	

difficult to treat in the existing mental

	

health care system or need support to'.
maintain their treatment connections
and/or residential settings.

These individuals include:

(1) heavy service users who are known to
staff in emergency rooms, acute
inpatient units, and psychiatric centers
as well as to providers of other acute
and crisis services, who 'may have
multiple disabilities including drug
abuse, alcohol abuse or developmental
disabilities; or

Page 11-D
Attachment 4.19b

METHOD OF REIMBURSEMENT

Provider Reimbursement for Target Group H

For payment to Supportive Case Management
providers in New York State, monthly fees
shall be established for each region for SCM
Medicaid programs which are not OMH
operated and Statewide fees for SCM
Medicaid programs operated by OMH.
Providers may bill for the monthly fee only if
the medicaid eligible recipient has been seen
by the case manager a minimum of two times
during the month. Clients ready for

	

disenrollment may be placed into
"transitional" status for a period not to exceed
two months, and during that period the
program/provider can bill for a maximum face
to face contact of one visit per month. The
minimum amount of time required for a client
encounter to be credited for the purpose of
Medicaid reimbursement is 15 minutes.

The fees for SCM providers will be
recommended by OMH, and approved by the
State Division of the Budget (DOB). OMH
will consult with DOH and DOB regarding
any changes to the regulations.

1.

	

The regional fees for SCM Medicaid

	

providers which are not OMH operated shall
be based upon OMH approved expenditures
per SCM in each OMH region and the
maximum caseload per SCM approved by
OMH for the individual provider. These
regional fees shall be developed as follows:

(i)

(ii)

(2) persons with recent hospitalizations in
either state psychiatric centers or acute
care general hospitals; or,
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(3) mentally ill who are homeless and live
on the streets or in shelters; or,

(4) seriously emotionally disturbed
children and adolescents whose
disability disrupts their ability to
function in educational, social,
vocational and interpersonal spheres
and who may, without intervention, be
institutionalized, incarcerated or
hospitalized; or,

	

(5) people in need of ongoing mental
health support in order to maintain or
enhance community tenure.

The aim is to benefit these recipients by
reducing hospitalization and reliance on
emergency psychiatric services, as well as
increasing employment, encouraging better
medication management and generally
improving the individual's quality of life
within the community.

Page 11-E
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METHOD OF REIMBURSEMENT, con.

a) Each SCM provider shall be approved
for maximum monthly caseloads per
SCM employed by the provider of
either 20 or 30 enrolled clients.

The regional monthly fee for SCM

	

providers approved for 20 clients shall
be the OMH approved expected
expenditures per SCM in the region
divided by the product of 20 x 12
months x 90%.

The regional monthly fee for SCM
providers approved for 30 clients shall
be the OMB approved expected
expenditures per SCM in the region
divided by the product of 30 x 12
months x 90%.

2. The State monthly fees for SCMs
employed directly by OMH in either
free standing or shared staff

	

arrangements with caseloads of 20
clients or 30 clients shall be the lesser
of fees established using the
methodology described in 1, above, or
fees prescribed by DOB.
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TYPE OF SERVICE:

	

Attachment 4.19-B
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Case Management Services
Target Group I:

Reimbursement for services provided to Target Group 1, as described in Supplement I to
Attachment 3.1A, pages I-1 thru I-18..

METHOD OF REIMBURSEMENT

Reimbursement for case management services provided to children under the New York SSHSP
and PSHSP shall be at fees established by the Department of Health and approved by the Director
of the Budget.

gl ^
A.pprovdi Date



law Y& K State NYS Schoo l 5u^ oriive Health Se"ices Ere r

	

SSHSP
rhich became effective can

f9EC 14 20'O

JUL 0 1 2
10



NOIJ-03-2010 06 :11

	

CMS, ADM I N UNIT

11(g)

Case Manaaeme,t Taet Croup M MgtRd of Reimbursement:

	

Attachment 4.19-a
(10/09)

Rate M e^noagtv^yy or Targeted Case nee :es for First- 'Newborns
M

rsa-m Mot

Visit-based rates have been calculated for Targeted Case Management services for the First-Time Mothers/Newborn Program. The rates will allow for costs of nurses, supervisors, fringe benefitsand overhead related to providing targeted case management services only. Rates are based on a twoVW0and one-half year program cycle. The maximum length of a visit is sixty

	

m nutes and is billed infifteen-minute increments with a maximum of two-hundred and sixty Increments.
Allowable nursing and nursing supervisor salaries are determined based on a time study and ananalysis of registered nurses' salaries in the counties in the state that will be providing targeted casemanagement services. The allowable number of supervisors for reimbursement purposes is based on atime study and is to not exceed one supervisor per seven nurses. The allowable number of nurses forreimbursement purposes is based on a time study and is to not exceed one nurse per 24 clients. Fringebenefits are capped at thirty percent (30%) of salaries of agency nurses and supervisors, and agencyoverhead is capped at twenty-five (25%) of agency nurse and supervisor salaries and fringe benefits,

The total percentage of fringe costs is calculated by dividing the fringe benefit amount by thetotal amount of agency nurse and supervisor salaries and is capped at 30% of the salaries of agencynurses and supervisors. The total percentage of agency overhead costs is calculated by adding the totalsof all other agency administrative and overhead costs (agency costs exclusive of nurse salaries,supervisor salaries and fringe benefits), and then dividing this amount by the total of agency nurses andsupervisors salaries and allowable fringe benefit expenditures and is capped at 25 % of the allowablesalaries and fringe benefits of agency nurses and supervisors.

Hourly rates are calculated by dividing total allowable agency expenditures by the total numberof nurse-hours in one year. This amount is divided by four (4) to determine the 15-minute incrementalunit-of-service in which the visit will be billed,

The agency's rates were set as of May 1, 2009 and are effective for services on or after thatdate. Ali rates are published in, the various program manuals and are also available upon request fromthe State agencies involved. Except as otherwise noted in the plan, state developed fee schedules ratesare the same for both governmental and private providers.
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New York Actachmenz

Page 12-2

Downstate

W5000*	Well Child Healthy New Bo& Children	18 years $44.00
$36.00

W5000*

	

Class I Ccniitia

	

$39.00
$33.00

W5000*

	

'cation: Admi n i s tia

	

$37.00
$31.00

W5000*	Generally Healthy Children 1721

	

$50.00
$42.00

W5000*	Class II Ct itiotl<

	

$44.00
$37.00

W5000*

	

Gynecological

	

Females wxIer 21 years

	

$45.00
$38.00

W5000*

	

R vii tive - all patients males or females under 21

	

$44.00

$37.00
w/repr

W5000* -Class III Ccnditicn

	

, $45.00
$38.00,

W5000*

	

ammotherapy

	

$83.00

$69.00

W5000*

	

Class IV Oonditicn

	

$53.00

$44.00

W5000*

	

Class V Cbndi

	

$42.00

$36.00

W5000*

	

Ophthalmology

	

$34.00

$29.00

wow
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New York attachment 4.i9-3

Page 12-3

W5000*	Default - used when, there is scme minor iinformatIon
$34.00 missies frcm a valid claim

W5004* Emergency Rom Visit
$30.00

(OB/)
W5000

	

1st Prenatal - females under 21 years
$67.00 with omfi2id pregnancy

W5000

	

P r e n a t a l r e v i s i t s - females under 21 years
$40.00

	

with confirmed pregnancy

W5000

	

pregnantPostpartum

	

files under 21 years (revised 1/94)
$50.00

	

$42.00

$29.00

$36.00

$48.00

$83.00

oval Date

Date

	

APR 01 1991
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Page 12-4

59400

	

Global Fee

or Cesarean

59420

	

Amtepartum care only

initial visit

W0003

	

Antqpartm cam only
sib

	

visit

59430 '

	

Posqmztum carte only

	$1440.00

	

$ 960.00

	

$ 69.00

$ 59.00

$ 59.00

TN 9 7 1
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NW P

99384

	

Initial history and exmmination relate

	

$29.00
to the healthy irxiivid.]al, b-cluding
anticipatory guidance; adolescent (age
12 through 17 years)

99383

	

late childhood (age 5 through 11 years)

	

$29.00

99382

	

early childhood (age 1 through 4 years)

	

$29.00 -

99381

	

infant (age

	

1 year)

	

$29.00

99381

	

not listed separately PrOCeduM code 99831
should be used.

FSTARLISHF'.D PATlWr

99394

	

, .>

	

Interval history . examination related	$29.00
to the healthy it li

	

, including
anticipatory guidw=; periodic type of
examination; awl

	

(age 12 through
17 years)

99393

	

late childx)od (age 5 through 11 years)

	

$29.00

99392

	

eirly childhood (age 1 through 4 years)

	

$29.00

99391

	

infant (age wx1w 1 year)

	

$29.00

1997

TN

	

:., rcv! date

S upe rsedes , N

	

..__ ^..,

	

eat
PA 01 1911



New York
Attachrr,e

	

4. i;-3
Page 12-6

Hgnlth

	

ti ()

	

trio

Section 6306.3 re

	

that data on

	

'cal

	

''sic servicesand
be given.

Health maintenance Organizations with Section 1903 (m) Medicaid contractsmust offer medical benefit pac3oges that include	trio and cbstretrical
services which, at a m; n n , mist be equal in scope and

	

ibility, as
that available to the

	

's are prospectively

	

t^3,

	

y capitationrates whiff represent ppayment in full for all the services provided by the
's to

	

Medicaid

	

rsh p.their

Thle capitation rates are developed by a rotionally

	

l
firm, and are capped at a p

	

ge of historical Medicaid fee for service
costs, which are trended and adjusted to retlect current

	

'caid cost
experience, including the cots of obstetrical and pediatric services. In
many cases the

	

'S themselves have ctxrAn to pay their health care
practIticners the same rates of paymmrt or use the sane payment metlogy
for service members . Thus the

	

ility of pediatric and obstetrical
services W Medicaid rsciPimts enrolled in

	

's is equal to that available
to the, Hib 's general

'^+TN --- ^- 'T-T^ Approval Date
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II

III

V

R=160 N

I

	N York S

	

of Social Services

	

icns

	

D

	

C:s

Allegany

	

Geresee

	

.6.

Cat

	

Niagara
C: auta

	

. Orleans
Erie

	

WY= UM

Chenzq

	

Seneca
Leiviton

	

Steuben
Monroe

	

Wayne
Ontario

	

Yates
Schuyler

Broome

	

Madison
Cayuga

	

Oneida
Ch
Cortland Oswego

St. Lawrerce,Herkimer
Jefferson

	

Tioga
Lewis

	

TaTkirns

Albarzy

	

Mon

	

r/

Cl l nton

Columbia	Renssela
Delaware

	

Saratoga
Esswc

	

Scheractady
Franklin

	

Schc arie
Fulton

	

Warren
G

	

Washington
Hamilton

Ditchess

	

Suffolk
Nassau

	

Sullivan
oran9a

	

ulster
putrm

	

Westchester
Rockl

York City
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Page 13

TYPE OF SERVICE ME7HOD OF

	

MROU

Emergency Services for Illegal

	

Reimbursement for treatment of
Aliens

	

margm-f-Y medical conditions for
aliens not lawfully admitted for
permwwj^ resi r y or otherwise
permanently residiM in the United
States under color of law shall be
in the same amount (fee or rate
c .rient on provider type) as for
all other Medicaid eligibles.

NOV : ass,
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Attachment 4.1913
(02/00)

Clinic Services for Federally Qualified Native American Health Centers not subj ect to
licensure under Article 28 of the State Public Health Law

Reimbursement for federally qualified health centers located on Native American
reservations and operated by Native American tribes or tribal organizations pursuant to
applicable Federal Law and for which State licensure is not required will be established
consistent with the methodology applicable to freestanding diagnostic and treatment centers,
including federally qualified health centers which are licensed under Article 28 of the State
Public Health Law. The reimbursable base year administrative and general costs of a provider,
excluding a provider reimbursed on an initial budget basis, shall not exceed the statewide
average of total reimbursable base year administrative and general costs of diagnostic and
treatment centers. For the purposes of this provision, reimbursable base year administrative
and general costs shall mean those base year administrative and general costs remaining after
application of all other efficiency standards, including, but not limited to, peer group cost

	

ceilings or guidelines. The limitation on reimbursement for provider administrative and general
expenses shall be expressed as a percentage reduction of the operating cost component of the
rate promulgated for each diagnostic and treatment center with base year administrative and
general costs exceeding the average. Prospective all inclusive rates of payment will be
calculated by the Department of Health, based on the lower of allowable average operating
costs per visit or the group ceiling trended to the current year as permitted by law, except that
rates of payment for the period ending September 30, 1995 shall continue in effect through
September 30, [2000] 2003. The facilities will be compared with other facilities offering similar
types of services. The rates will include a capital component which is not subject to ceiling
limitations. Rates are subject to approval of the Division of the Budget. The facilities will be
required to forward to the Department of Health on an annual basis any necessary financial and
statistical information.

The provisions of this section pertaining to reimbursable base year administrative and
general costs of a provider of services shall be deemed to be in full force and effect through

	

March 31, 1999, and from July 1, 1999 through March 31, 2000, and on and after April 1, 2000
through March 31, 2003.

The facility specific impact of eliminating the statewide cap on administrative and
general costs, for the period April 1, 1999 through June 30, 1999 shall be included in rates of
payment for facilities affected by such elimination for the period October 1, 1999 through
December 31, 1999.

JUN06200"

^`i JAN 0 1 2000
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Attachment 4.19B
9/99

Methods and Standards for Establishing Payment Rates for Indian Health Service and
Tribal 638 Outpatient Facilities

0

	

Indian Health Service outpatient facilities are paid the outpatient per visit rate published
in the Federal Register.

®

	

Tribal 638 outpatient facilities are paid using the outpatient per visit rate published in the
Federal Register.

®

	

Indian Health Service outpatient facilities are paid using the same methodologies and
standards as non-IHS facilities of the same type.

Tribal 638 outpatient facilities are paid using the same methodologies and standards as
non-Tribal facilities of the same type.

®

	

Indian Health Service outpatient facilities are paid using the methodology described
below:

Tribal 638 outpatient facilities are paid using the methodology described below:

Tribal 638 outpatient facilities, operating as diagnostic and treatment centers and designated
by the Department as eligible facilities, are paid using the outpatient per visit rate published
in the Federal Register, as an all inclusive rate for medical services as otherwise provided by
diagnostic and treatment centers licensed under Article 28 of the Public Health Law.

DEC 6 149

_ Approval Date
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Attachment 4..19-
1/06)

Reimbursable Assessment on Ambulatory Care Services

[Assessments]

Effective January 1, 1997, rates of payment for outpatient services provided by
general hospitals. including referred ambulatory services and emergency services, and
diagnostic and treatment centers providing a comprehensive range of primary health
care services or ambulatory surgical services shall be increased by 5.98 percent to
reimburse an assessment on net Medicaid patient service revenues. For services
provided on and after July 1, 2003, the percentage shall be increased from- 5.9.8% to
6.47%.

Effective October 1, 2000, reimbursement of the [5.98%] assessment on
Medicaid net patient service revenue received for referred ambulatory clinical laboratory
services of hospitals and diagnostic and treatment centers will be discontinued.

Effective January 1, 2006, an assessment on net patient services revenue for the
ambulatory care services identified above that are rendered to Medicaid beneficiaries
shall be considered an allowable cost and reimbursed through an adjustment to
Medicaid services rates of payment.
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TYPE OF SERVICE

	

METHOD OF REIMBURSEMENT

Primary Care Case Management PCCMs may be reimbursed on a
capitated or fee-for-service basis and
may be paid case management fees.
If capitated, the capitation will cover
primary care services routinely
provided in a primarycare
practitioner's office.

TN NO. 00-43
Supercedes
TN
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Attachment 4.19-B
(01/04)

Hyperbaric Oxygen Therapy (HOOT)

The Department of Health will continue to conduct a pilot reimbursement program for a period

of three additional years to study and determine the efficacy of funding certain outpatient HBOT

services provided by select hospitals in New York State.

(a) Hospitals will be ;elected based upon their experience in providing outpatient HBOT services

and pending appr!als to establish specialty outpatient HBOT rates of reimbursement,. which

were submitted to the Department no later than January 25, 2001). In order to participate

in the program, such hospitals will be required to submit quarterly reports to the

Department that include specific measurable outcomes in order to determine the

effectiveness of the program.

(b) Outpatient HBOT services covered by Medicaid in this pilot program include only those listed

in Section 35-1OA of the Medicare Coverage Issues Manual published by the [Health Care

Financing Admini.;tration) C*?nters for Medicare And Medicaid Services.

(c) The payment rate for outpatient HBOT services provided in accordance with Section 35-10A

of the Medicare Coverage Issues Manual shall be the current Medicare APC rate paid

through the hospital outpatient prospective payment system.

,•,,,•^,'i ,! ate UNP*
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Attachment 4.19-B

Page 17

Type of Service

	

Method of Reimbursement

Program of All-Inclusive Care

	

The Department uses the following

for the Elderly (PACE)

	

process in establishing rates:

The Department will determine a fee-for-

service equivalent per member per month cost

for State Plan approved services provided to an

equivalent non-enrolled population group. This

information; and/or any information iteceived

from the PACE provider, such as the provider's

anticipated enrollment, projected utilization of

services and costs, cost experience, and

indirect/overhead costs; and/or any other

relevant information, will be used by the

Department to determine a per member per

month capitation rate for the provider that is

less than the fee-for-service equivalent per

member per month cost determined by the

Department.
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Attachment 4.19-B
(10/09)

Yoe of Service

Early and Periodic S

	

ning. Diagnostic and Treatment rgndces

Early and Periodic Screening, Diagnostic and Treatment services for individuals under 21 years
of age, and treatment of conditions found.

Reimbursement Methodologies for Early and Periodic Screening, Diagnostic and Treatment
... -ice.. pr_vi_

	

s the School _

	

_ rtiv Health Services

	

Pre-School Su ..rtive

Health Services (PSSHS) P rams

School Supportive Health Services (SSHS) and Pre-School Suooortly-e Health Services (PSSHS)

are delivered by or through a school district, a Section 4201 school, a count in the State or the
City of New York and include the following Medicaid services as described in Appendix Ito
Attachment 3.1-A and B of the Medicaid State Plan under Item 4.b. EPSDT.

1. Physical Therapy Services

2. Occupational Therapy Services

3. Speech Therapy Services

4. Psychological Counseling

Skilled Nursing Services

6. Psychological Evaluations

7 Medical Evaluations

8. Medical Specialist Evaluations

I Audiological Evaluations

10. Special Transportation

Effective or-

	

of rvi

	

r after

	

m r 2

	

nts-to

	

l -i ri a

Section 4201 school, a county in the State or the City of New York for School Supportive Health

Services

	

Pre-School Suppoffive Health rvi s shall be based on fees established b the

Department of Health,

Approval Date
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Effective Date
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Attachment 4.19-8
(10/09)

Fees will be established for each service or procedure and, except for Special Trans or tion,
such fees shall be set at 75% of the 2010 Medicare fee schedule for the Mid Hudson Region.

Fees shall be published on the Department of Health's website on the State Education
Department's website on the eMedNY website and shall be issued in policy and billing §uidance
distributed to school districts, Section 4201 schools, and counties in the state and the City of
New York.

cesPhysical Therapy Send

Fees for physical therapy services and procedures shall be set at 75% percent of the 2010
Medicare fee schedule for the Mid Hudson Region.

Fees shall be published on the Department of Health's website on the State Education
Department's website, on the eMedNY website and shall be issued In_poligy and billing
cluidance for school districts. Section 4201 schools counties in the State and the City of
New York.

2. occupationa l Therapy

Fees for occupational therapy services and procedures shall be set at 75% of the 2010
Medicare fee schedule for the Mid Hudson Re iq on

Fees shall be published on the Department of Health's website on the State Education
Department's website on the eMedNY website and shall be issued In policyand billing
guidance distribut

	

school districts, Section 4201 schools counties in the state and the
Cityof New York.

TIN #09-61

Supersedes TN Now
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Effective Date
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I Sgoech Thera Servkm

New York
17(g)

	

Attachment 4.19-B
(10/09)

Fees for speech therapy services and procedures shall be set at 75% of the 010 Medicare

fee schedule for the Mid Hudson region.

Such fees shall bepublished on the Department of Health's website, on the State Education

	

Departrngnt's website. on the eMedNY website and shall be Issued in policy and billing

guidance distributed to school districts, Section 4201 schools, counties in the State and the

City of New York.

4, Psychological Counseling

Fees for psychological counseling services shall be set at 75% of the 2010 Medicare fee

schedule for the Mid Hudson Region.

Such fees shall be published on the Department of Health's website, on the State Education

Department's website, on the eMedNY website and shall be issued in policy and billing .

guidance distributed to school districts, Section 4201 schools, counties in the State and the

City of New York.

Skilled Nursing SepYices

Fees for skilled nursing services shall be set at 75% of the 2010 Medicare fee schedule for

the Mid Hudson Region.

Such fees shall be j2utlished on

	

D

	

nt of Health's

	

on the State Educatign

	

Depaartment's website, on the eMedNY website and shall be Issued In poles and billing

guidance distributed to school districts, Section 4201 schools, counties in the State and the

City of New York.
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6. chologiical valuations

Fees for gsychol gical evaluations shall be set at 75% of the 7010 Medicare fee schedule

for the Mid Hudson Region.

Such fees shall

	

li h on the Dep_4 rtment of Hea lth's websit-e- on the State EdUcation

Department's website, on the eMedNY website and shall be Issued in policy and billing

guidance distributed to school distri , Section 4201 schools, counties In the State and the

City of New York.

7. Medical Evaluations

Fees for mi levaluations

	

I be set at 75% of -the2010 Medicare fee schedule forthe

Hudson Region.

Such fees shall be published on the Department of Healthy website, on the State Education

Department's website, on the eMedNY website and shall be issued in policy and billing

guidance distributed to school districts. Section 4201 schools, counties in the State and the

City of New York.

8. Medical S

	

li Evaluations

Fees for medical specialist evaluations shall be set at 75% of the 2010 Medicare fee

schedule for the Mid Hudson Region.

Such fees -sha ll be bl

	

d on the

	

n of Health's w i on -the State Education

Department's website, on the eMedNY website and shall be Issued in policy and billing

guidance distributed to school districts, Section 4201 schools counties in the State and the

City of New York.
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OFFI.PrIA.-
Audiolgawcal Evaluations

Fees for audiological evaluations shall be set at 75% of the 2010 Medicare fee schedule for
the Mid Hudson Reolon.

Such fees shall be published on the Department of Health's website, on the State Education
Department's website, on the eMedNY website and shall be issued in policy and billing
guidance distributed to school districts, Section 4201 schools, counties In the State and the
City of New York.

10. Special Transportation

One way rates of payment for special transportation services have been set based on a
statistically valid cost study that was conducted in 1999 to establish round trig
transportation rates. Such rates have been trended forward based on changes in the
Consumer Price Index from 7/99 through 8/09 and converted to one way rates.

Such rates shall be published on the Department of Health's website, on the State
Education Department's website, on the eMedNY website and shall be issued in policy and
billing guidance distributed to school districts, Section 4201 schools, counties in the State
and the City of New York.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

MEDICAL ASSISTANCE PROGRAM

State. N£7 YORK

Description of the Policy and the Me
thods

to be Used in Establishing Payment Ra
tes

Attachment 4.19-B

ig

The Division of Health Economics of 
the New York State Department of

Health has been charged with the res
ponsibility of studying and determin

ing

fees for providers of medical and par
amedical care.

In pursuit of these fee studies, the
 Division of Health Economics meets

with the representative professional
 groups, studies published and unpub

lished

fee surveys, makes comparisons with 
schedules of insurance carriers and 

Workmen's

Compensation, and conducts informal 
surveys as the occasion demands.

When the Division of Health Economic
s develops a fee schedule which

approximates average prevailing fees in theState, a fee schedule and supp
orting

position paper are sent to all member
s of the Interdepartmental.-Committee

 on

Health Economics. This Committee is composed of repres
entatives from the

Departments of Education (Division of
 Vocational Rehabilitation,' Social S

ervices,

Health, Mental Hygiene, Correction, 
Civil Service, Insurance, Workmen's 

Compen-

sation and the Division of the Budge
t. The Committee may approve the sch

edule

as presented or make modifications. The schedule is then recommended to 
the

Commissioner of Health who, if in ag
reement, recommends approval to the 

Director

of the Division of the Budget. The B
udget Director may then approve and 

promul-

gate the schedule.

Promulgated schedules apply to all S
tate programs except Workmen's

Compensation, and supersede all exis
ting schedules including those previ

ously

promulgated by the Department'of Edu
cation, Health and Social Welfare.

Fees contained in the schedules are 
to be considered full payment of

the services rendered. Under the Med
ical Assistance Program, which is ad

minis-

tered by local welfare distri-cts, th
ese fees represent maximum allowances

 for

purposes of State reimbursement. Eac
h local welfare district may determi

ne the

fees paid to practitioners for servi
ces to eligible recipients.

Fees for services or procedures whic
h are not included in the-fee.

schedule may be determined on an ind
ividual basis by the appropriate pub

lic

agency. However, such determinations must be
 reported promptly to the Division

of Health Economics which reviews th
e fee for the given procedure and su

bsequently

recommends a fee for approval by the
 Interdepartmental Committee on Heal

th Econo-

mics and for possible incorporation 
in the fee schedule.
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Attachment 4l19-

( /03)

Ph clan Servil

Fee Schedules are developed by the Department of Health and approved by the Division of the
Budqet

For primary care and specialty physicians meeting the eligibility and practice criteria of and
enrolled in the HIV Enhanced Fees for Physicians (HIV-EFP) program, and the Preferred
Physicians and Children's program (PPAC), fees for visits are based on the Products of
Ambulatory Care (PAC) structure: fees are based on recipient diagnosis, service location and visit
categories which reflect the average amount of physician time and resources for that level of
visit The PAC fee structure incorporates a regional adjustment for upstate and downstate
physicians. Reimbursement for the initial and subsequent prenatal care and postpartum visit for

	MOMS is [the same as PPACJ based on the Products of Ambulatory Care (PAC) rate structure.
Reimbursement for delivery only services and total obstetrical services for physicians enrolled in
MOMS is fixed at 900j0 of the fees paid by private insurers. Ancillary services and procedures
performed during a isit must be claimed in accordance with the regular Medicaid fee schedule
described in the first paragraph above. HIV-EFP, PPAC and MOM: fees were developed by the
Department of Health and approved by the Division of the Budget. For servi_ provided on and
after )rue 1, 2003. a single fee, regionally adiusted tut Late and downstate and based on

for the HIV-EFP and PPAC LiU11C

respectively, and shall be paid for each visit Visits for these programs shall be categorized
according to the evaluation and management codes within the CPT-4 coding structure.

c avers e cost er visit_shall be110ro s peciEram lishe ms

!^
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Statewide P atient Centered Med ical Home - Physicians and/or Nurse

Practitioner;;

Fee schedules developed by the Department of Health and approved bathe Division

of Budget will be augmented by incentive payments to physicians and/or nurse

practitioners certified by the Department as patient centered medical homes.

Effective for periods on and after December 1, 2009 the Commissioner of Health is

authorized to cartify certain physicians' and nurse practitioners' practices as patient

centered medical homes to improve health outcomes and efficiency through patient care

continuity and :oordination of health services. Certified providers will be eligible for

incentive payments for primary care services provided to recipients eligible for Medicaid

Fee-For-ServicL F S

To im rove access to high quality primary care services, the statewide Medicaid

Patient Center !d Medical Home initiative will provide incentive payments to providers who

meet "medical -come" standards established by the Department. Those standards will be

consistent wit the National Committee for Quality Assurance's Physician Practice

Connections ® -- Patient Centered Medical HomeTM (PPC®R -PCMH TM) Recognition Program.

Physicians and for nurse practitioners achieving NCQA PPS-PCMH TM recognition will be

eligible for incentive payments for providing services to Medicaid FFS patients.

Per viii: incentive payments will be made to physicians' and/or nurse practitioners'

practices that meet the Department standards for certification as a patient centered

medical homes` consistent with the NCQA PPC®-PCMHTM Program . There are three levels

of "medical home" recognition: Levels 1, 2 and 3. Eligible providers will receive a per visit

incentive payrr ent commensurate with their level of "medical home" recognition. Incentive

payments will 1)e added to claims from NCQA recognized providers for visits with evaluation

and managem,nt codes identified by the Department as "primary care."

T et ermine appropriate incentive payment amounts, the NY Medicaid Program

conducted a review of "medical home" incentive payments nationally. Most programs

paid medical home incentive payments on a per member per month (PMPM) basis. To

work in the fe;-for-service payment context, PMPM benchmark amounts used by

programs in sEveral other states ($2, $4, and $6) were converted to per-visit payment

amounts by first multiplying the PMPM payment by twelve (12) to calculate an annual

per member p;iyment, and then dividing the annual amount by the average number of

annual primary care visits to practitioners' offices to arrive at a per-visit incentive

payment amoc nt for each level of medical home recognition
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Except

	

otherwise noted in the plan, state-developed fee schedule rates are the

	

same for both gDvernmental and private providers recognized as patient centered medical

homes. The ag^upcy's fee schedule rates were set as of December 1, 2009 and are

effective for ser!ices provided on or after that date. All rates are published on the State

Department of Health's website.

Once a p ysician and/or nurse practitioner practice advances to a higher level of

"medical home" recognition he/she will no longer be eligible for the lower level incentive

payment per Evaluation and Management visit. A physician and/or nurse practitioner

practice may on y receive one level of incentive payment at a time for each eligible vim.

Medical home incentive payments are only applicable to claims when Medicaid is the primary

payer.

To maintain eligibility for incentive payments physicians' and/or nurse practitioners'

	

practices must: 'a) renew their "patient centered medical home" certification at a frequency

determined by tie Commissioner; and b) provide data to the Department of Health to permit

the Commissioner to evaluate the impact of patient centered medical homes on quality,

outcomes and cost.
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Adirondack Medical me M i i or Pro T m * Physicians and or Nurse
Practitioners

Fee schedules developed by the Department of Health and approved by the Division of
the Budget will be augmented by incentive payments to physicians and/or nurse practitioner
practices certified by the Department as participants in the Adirondack Medical Home Multi a o_r
Program.

Effective for periods on and after December 1, 2009, certain clinicians and clinics in the
upper northeastern reg ion of New York State will be certified as health care homes to improve
health outcomes and efficiency through patient care continuity and coordination of health
services. Certified providers will be eli Bible for incentive a yments for services provided to
recipients eligible for Medicaid fee-for -service; enrollees eligible for Medicaid managed care; and
enrollees eligible for and enrolled in Family Health Plus organizations pursuant to Title 11-D of
Article 28 of the Public Health Law PHL .

The Adirondack Medical Home Multipayor Program is a primary care medical home
collaborative of health care service providers including hospitals, diagnostic and treatment
centers and private practices serving residents and eligible recipients in the counties of Clinton,
Essex, Franklin, Hamilton, Saratoga and Warren. Incentive payments to physicians and/or

	

nurse practitioner practices that meet "medical home" standards will be established jointly by
	the State Department of Health, participating health care service providers and payors. Medical

	

home certification includes, but is not limited to, existing standards developed by national
accrediting and professional organizations, including the National Committee for Quality
Assurance (NCQA) Physician Practice Connections® - Patient Centered Medical HomeT M (PPC®-
PCMHTM) Recognition Program.

	

Under this program incentive payments will be made for one year to participating
providers to support conversion of physicians and/or nurse practitioner practices to certified

	

medical homes. Within one year, providers in the Multipayor Program must achieve either Level
2 or Level 3 including additional criteria (referred to as Level 2 Plus and Level 3 Plus) as
determined by the program participants in order to continue to receive the incentive payment.
Eligible providers will receive the same incentive payment commensurate with the following

	

levels cif "medical home" designation: conversion support; Level 2 Plus; or Level 3 Plus. There
will be no incentive payment for Level 1 designation. Incentive payments will be added to
claims from program physicians and/or nurse practitioner practices for visits with Evaluation and
Management codes identified by the Department of Health as "primary care."
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The incentive amount was determined b y the Department of Health and artici atin.
payors based on a market analysis of the cost to support the conversion of a practice to provide
"medical home" patient care and management information systems related to meeting the
objectives of this initiative. The participating payors agreed to a per member per month
(PMPM) incentive payment of $7. To calculate the per-visit incentive payment amount the
PMPM was multiplied by twelve (12) to calculate an annual per member payment ($84) and
then this annual amount was divided by the average number of annual primary care visits to
clinics and practitioners' offices to arrive at a per visit incentive payment. The average annual
visit rate, based on two years of claims data (January 1, 2007 - December 31, 2008) for a
specific list of providers who agreed to participate in the Multipavor Program, was 3 visits per
year. Therefore, the per visit incentive payment is $28. The incentive amount will be approved
by the Division of the Budget.

Except as otherwise noted in the plan, state-developed fee schedule rates are the same
for both governmental and private providers of primary care "medical home" services in the
Mutlipayor Program. The agency's fee schedule rate was set as of December 1, 2009 and is
effective for services provided on or after that date. All rates are published on the Department
of Health public website.

Patient and health care services participation in the Adirondack Medical Home Multipayor
Program is on a voluntary basis. While physician and/or nurse practitioner practices are
participating in the Mutlipayor Program they are precluded from receiving incentive payments
from the statewide Patient centered medical home grogram established pursuant to section
354-m of the Social Services Law.

E-prescription

An e-prescription financial incentive will be paid to physicians for the purpose of
encouraging the electronic transmission of prescriptions and fiscal orders for select over-the
counter medications prescribed and dispensed in accordance with State and federal
requirements. Reimbursement is determined by the State Department of Health at 80 cents per
electronic prescription/fiscal order dispensed.
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An e-prescription financial incentive will be paid to physicians for the purpose of encouraging the

electronic transmission of prescriptions and fiscal orders for select over -the counter medications

prescribed and dispensed in accordance with State and federal requirements.. Reimbursement is

determined by the State Department of Health at 80 cents per electronic prescription/fiscal order

dispensed.
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An e-prescription financial incentive will be paid to dentists for the purpose of encouraging the

electronic transmission of prescriptions and fiscal orders for select over-the counter medications

prescribed and dispensed in accordance with State and federal requirements. Reimbursement is

determined by the State Department of Health at 80 cents per electronic prescription/fiscal order

dispensed.
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An e-prescription financial incentive will be paid to podiatrists for the purpose of encouraging the

electronic transmission of prescriptions and fiscal orders for select over -the counter medications

prescribed and dispensed in accordance with State and federal requirements. Reimbursement is

determined by the State Department of Health at 80 cents per electronic prescription/fiscal order

dispensed.
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An e-prescription financial incentive will be paid to optometrists for the purpose of encouraging the

electronic transmission of prescriptions and fiscal orders for select over-the counter medications

prescribed and dispensed in accordance with State and federal requirements. Reimbursement is

determined by the State Department of Health at 80 cents per electronic prescription/fiscal order

dispensed.
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An e-prescription financial incentive will be paid to nurse midwives for the purpose of encouraging the

electronic transmission of prescriptions and fiscal orders for select over -the counter medications
prescribed and dispensed in accordance with State and federal requirements. Reimbursement is

determined by the State Department of Health at 80 cents per electronic prescription /fiscal order
dispensed.
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An e-prescription financial incentive will be paid to nurse practitioners for the purpose of encouraging

the electronic transmission of prescriptions and fiscal orders for select over -the counter medications

and supplies prescribed and dispensed in accordance with State and federal requirements.

Reimbursement is determined by the State Department of Health at 80 cents per electronic

prescription/fiscal order dispensed.
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Method gf Reimbursement

e^atalServices

	

Payme nts are limited to the..chiding dentures)

	

lower of t e usual and customar y c^aroeto the publ _: or the tee schedu_=
developed b:• the Department of -calmand approved by the Division of the
Budget,

Fee schedule developed by the 'epart-entof Health and approved- by-"the Li vs n
of the Budget.

Fee schedule developed by the Departmentof Health and approved by the Divisionof the Budget.

•-h iropractor' s

	

Fee schedule developed by. theServices

	

Department of Health and approved by theDivision of the Budget.

Nurse Midwives

	

Fee schedule developed by the Depart-._n:of Health and approved by the Divisionof the Budget.

Nurse Practitioners

	

Fee schedule developed by.the Departmentof Health and approved by the Divisionof the Budget.

::her ._a_:_ticner Services

clinical ?sychologists

	

Fee schedule developed by the Departmentof health and approved by the Divisionof the Budget. -

.t patient Hospital Services /Emergent-: Room Services

Tor -- hose Iff ac___ti es certified ,^n4_er yr cle ...8 of t heo___ .._ _t.. r.a w. The Department o -calf.. orcmu gates= spec--

	

_ inclusive rates based upon reported histor ic'-7; __osts. :owabie operating costs p.er :•isit are held toegislati:.ly established ceiling limitations. Reportedistorical operating costs on a per visit basis, which are belo..-or limited by ceilings, are deemed reimbursable and trendedforward

	

_he c'rrent rate period to adjust for inflation. t`icn--oerating costs such as capital costs! are not subj=ect to the:egislati•:ely'established ceiling and are added to the product_-eimbursable operating costs times the roll factor

?oa_ at r_ _ s

Optometrists
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(two year trend movement) on a per visit basis, except that commencing April 1, 1995 throughMarch 31, 1999 and on and after July 1, 1999 through March 31, 2000 and on and after April 1,2000 through March 31, 2003, and on and after April 1, 2003 through March 31, [2007] 2009,for rates of payment for patients eligible for payments made by state governmental agencies,the capital cost per visit components shall be adjusted by the Commissioner to exclude suchexpenses related to 1) forty-four percent of the costs of major moveable equipment and 2) staffhousing. A return on equity is recognized in those instances where the hospital is organizedunder the auspices of proprietary sponsorship. MMTP services may be reimbursed on a uniformfixed weekly fee per enrolled patient basis. Renal dialysis services are reimbursed on the lowerof a facility's actual cost or statewide ceiling of $150.00

	

per procedure. Payment rates for renaldialysis services are adjusted to reflect utilization patterns for CAPD, CCPD, hemodialysis andextended peritoneal dialysis services. Effective October 1, 1995, the rate for primary care clinicservices provided in primary care hospitals, shall be a per visit rate based on allowablereportable operating costs subject to a cap on operating costs of $67.50 per visit. For dates ofservice beginning on December 1 2 008 through March

	

31, 2010, primary care clinic and renaldialysis services shall be reimbursed using the Ambulato Patient Grou classification andreimbursement system. Allowable reportable capital costs will be reimbursed on a per visitbasis not subject to a ceiling on reimbursement, provided however that for the period October1, 1995 through March 31, 1999 and on and after July 1, 1999 through March 31, 2000 and onand after April 1, 2000 through March 31, 2003, and on and after April 1, 2003 through March31, [2007] 2009 , the capital cost per visit components shall be adjusted by the Commissioner toexclude such expenses related to 1) forty-four percent of the cost of major movable equipmentand 2) staff housing. A return on equity is recognized in those instances where the hospital isorganized under the auspices of proprietary sponsorship.

Effective October 1, 1995, the rate for emergency services provided in primary carehospitals, shall be a per visit rate based upon allowable reportable operating costs and limitedto a cap on operating costs of $95 per visit provided however, that for the period January 1,2007 through December 31, 2007 the maximum payment for the operating component shall be$125 per visit; and during the period January 1, 2008 through December 31, 2008, themaximum payment for the operating cost component shall be $140 per visit; and during theperiod January 1, 2009 through [December] March 31, [2009] 2010 [and for each calendar yearthereafter, the maximum payment for the operating cost component shall be $150 per visit]emergency department services shall be reimbursed through the Ambulato Patient Group(APG) classification and reimbursement system. Allowable reportable capital costs will bereimbursed on a per visit basis not subject to a ceiling on reimbursement,.provided however,that for the period of October 1, 1995 through March 31, 1999 and on and after July 1, 1999through March 31, 2000, and on and after April 1, 2000 through March 31, 2003, and on andafter April 1, 2003 through March 31, [2007] 2009, the

	

capital costs per visit components shallbe adjusted by the Commissioner to exclude such expenses related to 1) forty-four percent ofthe cost of major movable equipment and 2) staff housing. A return on equity is recognized inthose instances where the hospital is organized under the auspices of proprietary sponsorship.
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For outpatient services provided by general hospitals as noted in the proceeding
paragraphs of this Section, beginning on and after April 1, 2006, the Commissioner of Health
shall apply a trend factor projection of 2.25% attributable to the period January 1, 2006
through December 31, 2006. Upon reconciliation of this trend factor, in accordance with the
previously approved state methodology, the final 2006 trend factor shall be the U.S. Consumer
Price Index (CPI) for all Urban Consumers, as published by the U .S. Department of Labor,
Bureau of Labor Statistics, minus 0.25%.

All rates are subject to approval by the Division of the Budget. For emergency room
services only, a retrospective adjustment may be made if it is determined that patients requiring
general clinical services are provided such services in the emergency room for the sole purpose
of maximizing reimbursement.

Designated Preferred Primary Cam Provider for Hospital-Based Outpatient Clinics
and Hospital-Based Speciality Clinic

Hospital-Based clinics seeking reimbursement as designated preferred primary care
providers are required to enter into a provider agreement with the New York State Department
of Health. Providers seeking reimbursement for certain outpatient specialty clinic services are
required to document in writing and through site inspection or records review that they are in
fact organized as and providing specialty services.

Reimbursement for providers designated as preferred primary care providers or for
hospital based programs providing specialty clinic services is prospective and associated with
resource use. patterns to insure that ambulatory services are economically and efficiently
provided. The methodology is based upon the Products of Ambulatory Care (PAC) classification
system.

Under the reimbursement method, facility specific payment rates are established for
each of the PAC groups. For each service, a rate is established to cover all labor, ancillary
services,
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medical supplies, administrative overhead, general and capital costs. The rates are regionally
adjusted to reflect differences in labor costs for personnel providing direct patient care and
clinic support staff. The rates have been. set prospectively by applying an economic trendfactor.

outpatient services ov ed general os is beginning n and aftgr

	

i 12006, the pm issio er of Health all .aggly a treh- d fa or o'e 'on o 2-.25% attributablethe period January 1,2006 through December 31-2006- Upon reconciliation of this trendfac r, in accordance with the oreyiousy approved state - methodology, the final 2006 trendfactor shall be the U.S. Co sumer Price de CPI for I r a Co um

	

as ubli edthe U,S. Department of Labor, Bureau of Labor Statistics, minus O.25%.

For services provided on or after April 1, 1995'by providers designated as prefierred
primary care providers, rates of payment may be established pursuant to the reimbursement
payment methodology described in this section only for services provided by providers whichsubmitted bills prior to December 31, 1994 based on the reimbursement payment methodologydescribed In this section, or by a general hospital designated- as a financially distressed hospital,which applied on or before April 1, 1995 for designation as a.preferred primary care provider..
The reimbursement methodology described in this section Is an alternative to the prospectiveaverage cost per visit reimbursement method used for non-participating hospitals. There are
unique features present in the reimbursement program designed to encourage provider
participation and foster quality of care. The most notable of these is the financial responsibility
of providers for selected laboratory and other ancillary procedures and Medicaid revenue
assurances. Financial incentives are employed (within limitations) under this system to assurethpt these and other features are complied with.

Or4gred Ambulatory Services (specific services performed by a hospital on an
am t^latory basis upon the order of a qualified physician, physician's assistant,
dentist or podiatrist to test, diagnose or treat a recipient or specimen taken from a
recipient)

Fee schedule developed by the Department of Health and approved by the Division of
the Budget for each type of service, as appropriate.

Payment for these services will, not exceed the combined
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payments received by a provider from beneficiaries and carriers or intermediaries for providing
comparable services under Medicare.

Trend Factors

Notwithstanding any inconsistent provision of this state plan, effective April 1, 2000, in

	

those instances when trend factors are used in determining rates of payment for hospital
outpatient services, diagnostic and treatment centers unless otherwise subject to the rate
freeze set forth herein, certified home health agencies, and personal tare services, the
Commissioner of Health shall apply trend factors in accordance with the following:

(1) For rate periods on and after April first, two thousand, the Commissioner shall establish
trend factors for rates of payment for state governmental agencies to project for the effects
of inflation except that such trend factors shall not be applied to services whose rate of
payment are established by the commissioners of the department of mental hygiene. The
factors shall be applied to the appropriate portion of reimbursable costs.

(2) In developing trend factors for such rates of payment, the Commissioner shall use the most
recent Congressional Budget Office estimate pf the rate year's U.S, Consumer Price. Index
for all urban consumers published in the Congressional Budget office Economic and Budget
outlook after June first of the rite year prior to the year for which rates are being
developed.

(3) After the final U.S. Consumer Price Index (CPI) for all urban consumers is published by the
United States Department of Labor, Bureau of Labor Statistics, for a particular rate year,
the Commissioner shall reconcile such final CPI to the projection used in number two of this
section and any difference will be included in the prospective trend factor for the current
year.

Nothing in this section is intended to produce a change in any existing provision of law
establishing maximum reimbursement rates.
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Effect i^ve for periods on and after December 1, 2009, the Commissioner of Health is
authorized to + rtifi y certain clinics as patient centered medical homes to improve health
outcomes and efficiency through patient care continuity and coordination of health
services. Certil led-providers will b eligible L or incentive a ments for service s r vid
recipients eligible for Me icaid fee-for-service (FFS).

	

Clinic shall mean a general hospital providing out a^tient care or a freestanding
diagnostic and treatment center licensed under Article 28 of the Public Health Law._

To improve access to high quality primary care services, the statewide Patient
Centered Medi ald Medical Home initiative will provide incentive payments to Clinics
meeting 'medical home" standards established by the Department. Those standards will. be
consistent with the National Committee for Quality Assurance Physician Practice
Connections C - Patient Centered Medical HomeTM (PPC®-PCMH r"') Recognition Program.
Clinics achieving NCQA PPC®-PCMH TM recognition will be eligible for incentive payments
for providing services to Medicaid FFS patients.

Per visit incentive payments will be made to Clinics that meet the Department
standards for :ertification as a patient centered medical homes, consistent with the NCQA
PPC®-PCMHTProgram. There are three levels of "medical home" recognition: Levels 1.2
and 3. Eligible Clinics will receive a per visit incentiv payment commensurate with their
level of "medic al home" recognition. Incentive payments will be added to claims from NCQA
recognized Clinics for visits with evaluation and management codes Identified by the
Department as "primary care."

To de ermine appropriate incentive payment amounts, the NY Medicaid Program
conducted a rE view of "medical home" incentive payments nationally. Most programs
paid medical h Mme Incentive payments on a per member per month (PMPM) basis. To
work in the feE!-for-service payment context, PMPM benchmark amounts used by
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programs In s veral other states ($2. $4 and $6) were converted to per-visit payment
amounts by fist multiplying the PMPM payment by twelve (12) to calculate an annual per
mernber payment, and then dividing the annual amount by the average number of annual
primary care'iIsits to general hospitals providing outpatient care, free standing diagnostic
and treatment: centers and Federally Qualified Health Canters to arrive at a per-visit
incentive pav,rPrit amount for, each level of medical home recognition.

E cep as otherwise noted in the plan state-developed fee schedule rates are the
same for both governmental and private providers recognized as patient centered medical
homes. The gency's fee schedule rateswerset as of December 1. 2009 and are
effective for s 2rvices provided on or after that date. All rates are published on the State
Department o - Health's website..

The " edical home" recognition for clinics is site-specific Once a Clinic advances to a
higher level of "medical home" designation it will no longer be eligible for the lower level
incentive

	

ignt per Evaluation and Management visit. A Clinic may only receive one level of
incentive pay nent at a time for each eligible visit. Medical home incentive payments are only
applicable to claims when Medicaid is the' primary paver.

To mai stain eligibility for incentive payments Clinics must: (a) renew their "patient
centered medical home" certification at a frequency determined by the Commissioner: and (b)
provide data to the Department to permit the Commissioner evaluate

	

a of a
centered medical homes on quality, outcomes and cost,
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Adirondack Medical Home Muiltinavor Pra ram - Freestanding clinics

EffectivE, for periods on and after December 1, 2009, the Commissioner of Health is
authorized to c^rtifv certain clinicians and clinics in the upper northeastern region of New York

	

as health carer omes to improve health outcomes and efficiency through patient care continuity
and coordination of health services Certified providers will be eligible for incentive payments
for services pro Tided to recipients eligible for Medicaid fee-for-service; enrollees eligible for
Medicaid managed care; and enrollees eligible for and enrolled in Family Health Plus
organizations pursuant to Title 11-D of Article 28 of the Public Health Law (PHL).

Clinic shall mean a general hospital providing outpatient care or a free-standing
diagnostic and treatment center licensed under Article 28 of the Public Health Law that is
designated as a Federally Qualified Health Center pursuant to Section 1861(aa) of the Social
Security Act,

The Adirondack Medical Home Multipayor Program is a primary care medical home
collaborative of health care service providers including hospitals, diagnostic and treatment
centers and private practices serving residents and eligible recipients in the counties of Clinton
Essex, Franklin, Hamilton, Saratoga and Warren. Incentive payments to clinics that meet
"medical home" standards will be established jointly by the State Department of Health,
participating he Rh care service providers and payors. Medical home certification includes, but
is not limited to existing standards developed by national accrediting and professional
organizations, including the National Committee for Quality Assurance's (NCQA) Physician
Practice Connec;ions® - Patient Centered Medical HomeTM (PPC®-PCMHTM Recognition
Program.

Under this program, incentive payments will be made for one year to participating
providers to support conversion of these clinic practices to certified medical homes. Within one
year, providers in the Multipayor Program, must achieve either Level 2 or Level 3 including
additional criteria (referred to as Level 2 Plus and Level 3 Plus) as determined by the program
participants. Eligible providers will receive the same incentive payment commensurate with the
following levels )f "medical home" designation: conversion support; Level 2 Plus; or Level 3
Plus. There will be no incentive payment for Level 1 designation. Incentive payments will be
added to claims from program clinics for visits with Evaluation and Management codes
identified by the Department of Health as "primary care."
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The incentive amount was determined by the Department of Health and participating
payors based on a market analysis of the cost to support the conversion of a practice to provide
"medical home' patient care and management information systems related to meeting the
objectives of tE'is initiative. The participating payors agreed to a per member per month (PMPM)
incentive paym ept of $7. To calculate the per-visit incentive payment amount, the PMPM was
multiplied by twelve (12) to calculate an annual per member payment ($84) and then this
annual amount was divided by the average number of annual primary care visits to clinics and

	

practitioners'o^•fices to arrive at a per visit incentive payment. The average annual visit rate,
based on two years of claims data (January 1, 2007 - December 31, 2008) for a specific list of
providers who .agreed to participate In the Multipayor Program, was 3 visits per year.
Therefore, the oer visit incentive payment is $28. The incentive amount will be a roved b
the Division of :he Budget.

Except is otherwise noted in the plan, state- developed fee schedule rates are the same
for both govern mental and private providers of primary care "medical home" services in the
Muitipayor Protram. The agency's fee schedule rate was set as of December 1, 2009 and is
effective for se vices on or after that date. All Medicaid rates are published on the Department
of Health's public website.

Patient and health care services participation in the Adirondack Medical Home Muitipayor
Program is on ii voluntary basis. While clinics and clinicians are participating in the Multipay r
Program, they a re precluded from receiving incentive payments under the statewide patient
centered medical home program established pursuant to section 364-m of the Social Services
Law.
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State ide Patient Centered Medical Home - Federally Qualified Health Centers

Effective for periods on and after December 1, 2009, the Commissioner of Health is
authorized to certify certain clinics as patient centered medical homes to improve health
outcomes and efficiency through patient care continui and coordination of health
services. Certified providers will be eligible for incentive payments for services provided to
recipients eligible for Medicaid fee-for -service (FFS).

	

A Federally Qualified Health Center shall mean a general hospital providing
outpatient care or a free standing diagnostic and treatment center licensed under
Article 28 of the Public Health Law that is designated as a Federally Qualified Health
Center pursuant to Section 1861(aa) of the Social Security Act.

To improve access to high quality primary care services, the statewide Medicaid
Patient Centered Medical Home initiative will provide incentive payments to Federally
Qualified Health Centers that meet "medical home" standards established by the
Department. Those standards will be consistent with the National Committee for Quali
Assurance's SAL Physician Practice Connections 0 - Patient Centered Medical Home„"

	

(PPC(g)-PCMH TM Recognition Program. Federally Qualified Health Centers achieving
NCQA PPC(^)-PCMH TM recognition will be eligible for incentive payments for providing
services to Medicaid FFS patients.

Per visit incentive payments will be made to Federally Qualified Health Centers that
meet the Department standards for certification as a patient centered medical homes,
consistent with the NCOA_PP R_-PCMHT"' Program. _ There are three levels of "medical
ome7 rec 11.2 and 3 e Federall ualified Health Center will receivegibrn Lev3o Lion

a per visit incentive payment commensurate with their level of "medical home" recognition.
Incentive payments will be added to claims from NCQA recognized Federally Qualified
Health Centers for visits with evaluation and management codes identified by the
Department as "primary care."
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To determine appr oriate incentive payment amounts, the NY Medicaid Program
conducted a review of "medical home" incentive payments nationally. Most 12rograms
paid medical home incentive payments on a per member per month (PMPM) basis. To
work in the fee-for-service payment context, PMPM benchmark amounts used by
programs in several other states 2 4 and 6 were converted to r-visit payment
amounts by first multiplyingthe PMPM payment by twelve (12) to calculate an annual
per member payment, and then dividing the annual amount by the average number of
annual primary care visits to general hospitals providing outpatient care, free standing
diagnostic and treatment centers, and Federally Qualified Health Centers to arrive at a
per-visit incentive payment amount for each level of medical home recognition.

Except as otherwise noted in the plan, state -developed fee schedule rates are the
same for both governmental and private providers recognize as patient centered medical
homes. The agency's fee schedule rates were set as of December 1, 2009 and. are
effective for se ices 12 rovided on or after that date. All rates are blished on the State
Department of Health's we site.

The "medical home" recognition level for Federally Qualified Health Centers is site-
specific. Once a Federally Qualified Health Center advances to a higher level of "medical
home" recognition it will no longer be eligible for the lower level incentive payment per
Evaluation and Management visit. A Federally Qualified Health Center may only receive one
level of incentive payment at a time for each eligible visit. Medical home incentive payments
are only applicable to claims when Medicaid is the primary paver.

To maintain eligibility for incentive payments. Federally qualified Health Centers must:
(a) renew their "patient centered medical home" certification at a frequency determined by
the Commissioner; and (b) provide data to the Department of Health to permit the
Commissioner to-evaluate the effect of patient centered medical homes on quality.out
and cost.
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Adirondack Medical Home Mul i avor Pg„r m - Federally Qyalified Health Centers
F K sl

Effective For Periods on and after December 1, 2009, the Commissioner of Health is
authorized to certify certain clinicians and clinics in the upper northeastern region of New York
as health care homes to improve health outcomes and efficiency through patient care continuity
and coordination of health services, Certified providers will be eligible for incentive payments
for services pros ded to recipients eligible for Medicaid fee-for-service; enrollees eligible for
Medicaid manage=,d care; and enrollees eligible for and enrolled in Family Health Plus
orctanizations pu suant to Title 11-D of Article 28 of the Public Health Law (PHL)

Fe er • illy Qualified Health Center shall mean a general hospital providing
outpatient care cr a free-standing diagnostic and treatment center licensed under Article 28 of
the-Public Health Law that is designated as a Federally Qualified Health Center pursuant to
Section 1861(aa' of the Social Security Act.

The Adirc ridack Medical Home Multipayor Program is a primary care medical home
collaborative of f' ealth care service providers including hospitals, diagnostic and treatment
centers and private practices serving residents and eligible recipients in the counties of Clinton,
Essex, Franklin, Hamilton, Saratoga and Warren. Incentive payments to FQHCs that meet
"medical home": itandards will be established jointly by the State Department of Health,
participating hea th care service providers and payors. Medical home certification includes but
is not limited to, existing standards developed by national accrediting and professional
organizations, ins:lulling the National Committee for Quality Assurance's (NCQA) Physician
Practice Connect ons ® - Patient Centered Medical Home TM (PPC®-PCMHTM) Recognition
Program.

Under thi; program, incentive payments will be made for one year to participating
providers to supnnort conversion of the FQNC practices to certified medical homes. Within one
year, providers iri the Muitipaypr Program, must achieve either Level 2 or Level 3 including
additional criteria (referred to as Level 2 Plus and Level 3 Plus) as determined by the program
participants. Elic ible providers will receive the same incentive payment commensurate with the
following levels cf "medical home" designation: conversion support; Level 2 Plus; or Level 3
Plus. There will

	

no incentive Uayment for Level 1 designation, Incentive payments will
added to claims from program FQHCs for visits with Evaluation and Management codes
identified by the Department of Health as "primary care."
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The incentive amount was determined by the Department of Health and participating
payors based on a market analysis of the cost to support the conversion of a practice to provide
"medical home" patient care and management information systems related to meeting the
objectives of thi!; initiative The participatingpayors agreed to a per member per month (PMPM)
incentive paym

	

of $7. To calculate the per-visit incentive payment amount, the PMPM was
multiplied by tw;lve (12) to calculate

	

annual per member Payment ($84) and then this
annual amount wvas divided by the average number of annual primate care visits to clinics and
practitioners` offices to arrive at a per visit incentive payment. The average annual visit rate,
based on two years of claims data (January 1, 2007.-- December 31, 2008) for a specific list of
providers who a )reed to participate in the Multipayor Program, was 3 visits per year.
Therefore, the per visit incentive payment is $28. The incentive amount will be approved by
the Division of the Budget.

Except a, otherwise noted in the plan, state- developed fee schedule rates are the same
for both governrnental and private providers of primary care "medical home" services in the
Multipayor Program. The agency's fee schedule rate was set as of December 1, 2009 and is
effective for services on or after that date. All Medicaid rates are published on the Department
of Health's public website,

Patient and health care services participation in the Adirondack Medical Home Multipayor
Program is on a voluntary basis. While FQHCs are participating in the Multipayor Program, they
are precluded from receiving incentive payments under the statewide patient centered medical
home program °stablished pursuant to section 364-m of the Social Services Law.
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Freestanding Clinic Services (diagnostic and treatment facilities) Facilities Certifiedtinder Article 28 of the State Public Health Law

Prospective, all inclusive rates calculated by Department of Health, based on the lowerof the allowable average cost per visit or the group ceiling trended to the current year. Forpurposes of establishing rates of payment for diagnostic and treatment centers for servicesprovided on or after April 1, 1995 through March 31, 1999, and on or after July 1, 1999 throughMarch 31, 2000, and on and after April 1, 2000 through March 31 2003, and on and after April1, 2003 through March 31, [2007] 2009, the reimbursable base year administrative and generalcosts of a provider, excluding a provider reimbursed on an initial budget basis, shall not exceedthe statewide average of total reimbursable base year administrative and general costs ofdiagnostic and treatment centers. For the purposes of this provision, reimbursable base yearadministrative and general costs shall mean those base year administrative and general costsremaining after application of all other efficiency standards, including, but not limited to, peergroup cost ceilings or guidelines. The limitation on reimbursement for provider administrativeand general expenses shall be expressed as a percentage reduction of the operating costcomponent of the rate promulgated for each diagnostic and treatment center with base yearadministrative and general costs exceeding the average. Facilities offering similar types ofservices and having similar regional economic factors are grouped and ceilings are calculated onthe cost experience of facilities within the group taking into account regional economic factorssuch as geographic location. Costs at or below these ceilings have been determined to bereasonable. The facility-specific impact of eliminating the statewide cap on administrative andgeneral costs, for the period April 1, 1999 through June 30, 1999 shall be included in rates ofpayment for facilities affected by such elimination for the period October 1, 1999 throughDecember 31, 1999.
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The rates include a capital cost component. For fiscal year ending March 31, 1994, suchrates are trended and extended to September 30, 1994. Commencing October 1, 1994 andthereafter, such rates shall be calculated as above for fiscal years beginning October 1, and
ending September 30 except that rates of payment for the period ending September 30, 1995,shall continue in effect through September 30, [2007] 2009, provided however that, effectiveMay 1, 2005, such rates may be adjusted to include additional capital costs not previously
included in the corresponding rate. MMTP services may be reimbursed on a uniform fixedweekly fee per enrolled patient basis. For the period October 1, 2004 through December 31,2004, freestanding clinic MMTP services shall be reimbursed on a uniform weekly fee perenrolled patient at the rate of $173.13. For the period beginning on January 1, 2005 andthereafter, the uniform fixed weekly fee for MMTP services will equal 100% of the weekly ratefor hospital based MMTP service providers. Payment rates for renal dialysis services of $150.00per procedure are adjusted to reflect utilization patterns for CAPD, CCPD, hemodialysis and
extended peritoneal dialysis services. A single price per visit for day health care services
rendered to patients with acquired immunodeficiency syndrome (AIDS) and other human
immunodeficiency virus (HIV) related illnesses is determined based on reasonable projections ofnecessary costs and utilization and trended to later rate years. Price components may be
adjusted for service capacity, urban or rural location and regional differences. Rates are subjectto approval of the Division of the Budget.

Additional Funding for Diagnostic and Treatment Centers for the period October 1,1999 through Decem ber 31, 1999

Rates for diagnostic and treatment centers for the period October 1, 1999 through
December 31, 1999 shall include, in the aggregate, the sum of fourteen million dollars
($14,000,000) which shall be added to rates of payment based on an apportionment of such
amount using a ratio of each individual provider's estimated Medicaid expenditures to total
estimated Medicaid expenditures for diagnostic and treatment centers, as determined by the
Commissioner, for the October 1, 1999 through September 30, 2000 rate period.

Additional Funding for Diagnostic and Treatment Centers Providing Services toPersons With Developmental Disabilities

For the period July 1, 2000, through March 31, 2001 and annual state fiscal periods
thereafter, fee-for-service rates of payment for medical assistance services provided to patientseligible for federal financial participation under title XIX of the federal social security act by
diagnostic and treatment centers licensed under article 28 of the public health law that provideservices to individuals with developmental disabilities as their principal mission, shall be
increased by
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New York

1(d)(i)

annual amounts of two million two hundred eighty thousand dollars ($2,280,000) in the

aggregate. Each such diagnostic and treatment center shall receive a proportionate share of

these funds based upon the ratio of its medical assistance units of service to.the total medical

assistance units of service of all such facilities during the base year. The base year shall be the

calendar year immediately proceeding each annual period. There shall be no reconciliation of

the amount added to rates of payment pursuant to this section to reflect the actual number of

Medicaid units of service for affected providers for the period July 1, 2000 to March 31, 2001
--- - -- --------- ---
and annual state fisca' penods thereafter:

Facilities Certified Under Article'28 of the Public Health Law As Freestanding

Diagnostic and Treatment Centers

Services for medically supervised chemical dependence treatment and medically

supervised withdrawal services

For dates of service beginning on July 1, 2002, facilities providing these services shall be

reimbursed at their existing rate forprovision of comprehensive diagnostic and treatment center

services as described in the paragraphs of the section of this plan titled Freestanding Clinic

Services (diagnostic and treatment facilities) Facilities Certified Under Article 28, of the State

Public Health Law; Including Federally Qualified Health Centers.

Designated Preferred Primary Care Provider for Freestanding Diagnostic and

Treatment Centers

Freestanding Diagnostic and'treatment centers seeking reimbursement as designated

preferred primary care'providers are required to enter into.a provider agreement with the New

York State Department of Health.

Reimbursement for providers designated as preferred primary care providers is

prospective and associated with. resource use patterns to insure that ambulatory services are

economically and efficiently provided. ''The methodology is based upon the Products of

Ambulatory Care (PAC) classification system.

Under the reimbursement method, facility specific payment rates are established for

each of the PAC groups. ' For each service a rate is established to cover all la bor, ancillary

services, medical supplies, administrative overhead, general and capital costs. A supplemental

capital add-on is available to facilities participating in the preferred primary care program which

finance capital acquisitions through:public authorities, 'The per visit rate add-on is calculatedby

dividing the related capital cost by current patient visit volume.
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	The rates are regionally adjusted to reflect differences in labor costs for personnelproviding direct patient care and clinic support staff. The rates have been set prospectively byapplying an economic trend factor, except that rates of payment for the period endingSeptember 30, 1995, shall continue in effect through September 30, [2007] 2009, provided

	

however that, effective May 1, 2005, such rates may be adjusted to include additional capitalcosts not previously included in the corresponding rate. A supplemental bad debt and charitycare allowance will be established annually for diagnostic and/or treatment centers approved aspreferred primary care providers and paid as an addition to the facility's rate of payment. Eachfacility's allocation shall be based on its losses associated with the delivery of bad debt andcharity care and computed on the basis of projected and allowable fiscal and statistical data,adjusted to actual, submitted by the facility. The amount paid per visit shall be based on eachfacility's allocation divided by projected Medicaid threshold visits adjusted to actual visits. Thissupplemental bad debt and charity care allowance shall be in effect until December 31, 1996.

For services provided on or after April 1, 1995, by providers designated as preferredprimary care providers, rates of payment may be established pursuant to the reimbursementpayment methodology described in this section only for services provided by providers whichsubmitted bills prior to December 31, 1994, based on the reimbursement payment methodology

	

described in this section, or by a diagnostic and treatment center operated by a general hospitaldesignated as a financially distressed hospital, which applied on or before April 1, 1995, fordesignation as a preferred primary care provider. The reimbursement payment methodologydescribed in this section is an alternative to the prospective average cost per visitreimbursement method used for non-participating diagnostic and treatment centers. There areunique features present in the reimbursement program designed to encourage provider

	

participation and foster quality of care. The most notable of these is the financial responsibilityof providers for selected laboratory and other ancilla ry procedures and Medicaid revenueassurances. Financial incentives are em ployed (within limitations) under this s ystem to assurethat these and other features are complied with.
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For dates of service beginning December 1, 2008, for hospital outpatient clinic and ambulatory

surgery services, and beginning January 1, 2009, for emergency department services, through

March 31, 2010, the operating component of rates for hospital based outpatient services shall

be reimbursed using a methodology that is prospective and associated with resource utilization

to ensure that ambulatory services are economically and efficiently provided. The methodology

is based upon the Ambulatory Patient Group (APG) classification and reimbursement g mm.

This methodology incorporates payments for the separate covered Medicaid benefits In

accordance with the payment methods for these services. Reimbursement for the capital

component of these rates shall be made as an add-on to the operating component as described

on Page 1(k) of this section.

The Ambulatory Patient Group patient classification system is designed to explain the amount

and type of resources used in an ambulatory visit by grouping patients with similar clinical

characteristics and similar resource use into a specific APG. Each procedure code associated

with a patient visit is assigned to an APG using the grouping logic developed by 3M Health

Information Systems. When evaluation and management codes are coded, the APG grouping

logic also uses the diagnosis code to make the APG assignment. Ultimately, the procedures and

diagnoses coded for a patient visit will result in a list of APGs that correspond on a one-for-one

basis with each procedure coded for the visit.

The following is a list of definitions relating to the Ambulatory Patient Grouo

reimbursement system.

Allowed APG Weight shall mean the.rel 've resource utilizabi ova given PG after

adjustment for-bundling. i2ackaging, and discounting.

Ambulatory Patient Group (APG) shall mean a group.of outpatient procedures,

encounters or ancillary services, which' reflect similar patient characteristics and resource

utilization and which incorporate the use of ICD-9-CM diagnosis and -HCPCS procedure codes,

as defined below. APG are defined under 3M Health Information Systems' grouping logic

outlined In the APG Definitions Manual version 3.1 dated March 6, 2008 and as subsequently

amended by 3M;

APG Relative Weight shall mean a numeric value that reflects the relative expected average

resource utilization (cost) for each APG as compared to the expected average resource

utilization for all other APGs.
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APG Software shall mean the New York State-specific version of the APG computer software

	

developed and published by (3M) Health Information Systems Inc. (3M) to process HCPCS/CPT-4 and

ICD-9-CM code information In order to assign patient visits, at the procedure code level, to the

appropriate APGs and apply appropriate bundling, packaging, and discounting logic to in tum calculate

	

the final APG weight and allowed reimbursement for a patient visit. Each time the software Is updated.

3M HIS will automatically send updated software to all license holders. Providers and other interested.

parties that do not purchase the grouper software, can perform the computations by accessing the APG

definitions manual which is available on the 3M web site.

Base Rate shall mean the dollar value that shall be multiplied by the allowed APG weight for a given

APG, or by the final APG weight for each APG on a claim to determine the total allowable Medicaid

operating payment for a vises

Case Mix Index is the actual or estimated average final APG weight for a defined group of APG

Coding Improvement Factor is a numeric value used to adjust for more complete and accurate

coding for visits upon Implementation of the APG reimbursement system. The current coding

improvement factors are 1.05 for emergency department. 1.085 for outpatient hospital, and 1.01 for

ambulatory surgery.

Consolidation/ Bundling shall mean the process for determining if a single payment amount is

appropriate in those circumstances when a patient receives multiple APG procedures during a single

patient visit. In some cases, a procedure will be considered part of a more complicated procedure. In

this case the payment for the less complicated procedure will be included in the payment for the more

complicated procedure and the claim line for the less complicated procedure will show zero payment for

that procedure. Consolidation logic is defined in the 3M Health Information Systems' APG Definitions

Manual version 3.1 dated March 6, 2008 and as subsequently amended by 3M:

Current Procedural Terminology-fourth edition (CPT-4) is the systematic listing and coding of

educes and services provided by physicians or other related health care providers. It Is a subset of

ealth mmon Procedu :.odina System (HCPCS). The CPT-4 is maintained by the American

Medical Association and HCPCS are maintained by the Centers for Medicare and Medicaid Services.

Both coding stems are updated annually.

Discounting shall mean the reduction in APG payment that results when related procedures or

ancillary services are performed during a single patient visit.

Final APG Weight shall mean the allowed APG weight for a given visit as calculated by the APG

software using the logic in the APG definitions manual, including all adjustments applicable bundling,

packaging, and discounting.
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"HCPCS Codes" are from the Healthcare Common Procedure Coding System, a numeric

coding system maintained by the Centers for Medicare and Medicaid Services (CMS) and used

to identify services and procedures for purposes of billing public or private health Insurance

programs. CPT (Common Procedure Terminology) codes are a subset of the HCPCS coding

ss m

International Classification of Diseases, 9th Revision -Clinical Modification (ICD-9-

CM) is a comprehensive coding system maintained by the federal Centers for Medicare and

Medicaid Services in the US Department of Health and Human Services. It is maintained for the

purpose of providing-a standardized, universal codina system to identify and describe pati ent

diagnosis, symptoms, complaints, condition and/or causes of'injury or illness. It is updated

annually.

Packaging shall mean those circumstances in which payment for routine ancillary services or

drugs shall be deemed as included in the applicable APG payment for a related significant

procedure or medical visit. There is no packaging logic that resides outside the software.

"Peer Group" shall mean a group of providers or services that share a common APG base

rate. Peer groups may be established based on a geographic region, service type, or

categories of patients. The six hospital peer groups are outpatient department - upstate,

outpatient department - downstate, ambulatory surgery - upstate, ambulatory surgery -

downstate, emergency department - upstate, and emergency department - downstate.

"Region" shall mean the counties constituting a peer group that has been defined, at least in

part, on a regional basis. The downstate region shall consist of the five counties comprising

New York City, as well as the counties of Nassau, Suffolk, Westchester, Rockland. Orange.

Putnam, and'Dutchess: The upstate region shall consist of all other counties In New York State.

"Visit" shall mean a unit of service consisting of all the APG services performed for a patient on

a single date of service, provided, however, that services provided in an emergency department

which extend into a second calendar date may be treated as one visit for reimbursement

purposes.
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Reimbursement Methodology

Attachment 4.19
®

	

(10/08)

The initial calculation of the APG relative weights were developed using line level
of

charges from 2005 New York Medicaid claims converted to cost usinqthe-ratio

cost to charges methodology. The line level costs were brought up to the APG level

to determine the average cost of each APG.

The APG relative weights shall be updated at least annually. These APG, and weights are set as

of December 1, 2008, and are effective for specified services on and after that date. The APG's

and their relative weights are published on the NYS Department of Health website at:

	

http://www.health.state.ny.us/health_care/medicaid/rates/apg/docs/proposed regulations.pdf

a. The APG relative weights shall be reweighted prospectively. The initial

reweighting will be based on Medicaid claims data from the December 1. 2008

through April 30, 2009, period. Subsequent reweightings will be based on

Medicaid claims data from the most recent twelve month period and will l

based on complete and accurate line level procedure and charge data and ratio

of cost to charge data.

b. The Department shall correct material errors of any given APG relative weight.

Such corrections shall make use of benchmarking data consisting of payment

information from other payers (including Medicare) reimbursing comparable

services. Corrections to material errors in individual APG relative weights shall

be made on a prospective basis.

H.

	

Case mix index is an expression of the average paid APG weight for a given peer

group after consolidation, packaging, and discounting. Case mix indices shall be

calculated by running applicable claims data through the latest version of the APG

software to determine the average final APG weight of the visits. Outlier claims or

claim lines may be excluded from this calculation to assure overall accuracy of the

final case mix. The initial recalculation of case mix indices will be based on Medicaid

data from the December 1, 2009, through April 30, 2009, period. Subsequent

recalculations will be based on Medicaid claims data from the most recent twelve

month period.
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III. The APG base rates shall be updated at least annually. The initial update will be based on daims

	

data from the December 1, 2008 thrush April 30, 2009 pgriod, and subsequent updates will be

based on Medicaid claims data from the most recent twelve month, and will be based on

comp lete and accurate bil l ing data,

	

base rates sha ll

	

re

	

relative

weights are reweighted,

	

a If It is determined-by the Department that an APG base rate is materially incorr

Department shall correct that base rate prospectively so as to align aggregate

reimbursement with total available funding. APG payments shall also reflect an investment

of $178 million on an annualized basis. The case mix index shall be calculated using 2005

claims data.

tV̂ For the period December 1, 2008 to December 31, 2009, the APG base rates shall be calculated

using the total operating reimbursement and the associated number of visits for services moving to

	

APG reimbursement for the period January 1, 2007 to December 31, 2007. APG payments shall

also reflect an investment of $178 million on an annualized basis. The case mix index shall be

calculated using 2005 claims data.

a. For all rate periods subsequent to December 31, 2009. estimated total operating

	

reimbursement and the estimated number of visits shall be calculated based on historical

	

claims data. The initial reestimation will be based on claims data from the December 1

2008 through April 30, 2009 period, and subsequent reestimations will be based on

Medicaid claims data from the most recent twelve month period, and will be based on

complete and accurate data.
The estimated case mix index shall be calculated using the appropriate version of the 3M

APG software based on claims data. The initial reestimation will be based on claims data

from the December 1, 2008 through April 30, 2009 period, and subsequent reestimations

	

will be based on Medicaid claims data from the most recent twelve month period, and will

be based on complete and accurate line level procedure and charge data and ratio of cost

to charge data.

Rates for new facilities during the transition period

	

General hospital outpatient clinics which commence operation after December 31, 2007,

and prior to January 1, 2012, and for which rates computed pursuant to Public Health Law

§2807(2) are not available shall have the capital cost component of their rates based on a

budget as submitted by the facil' and as approved by the Department and shall have the

operating component of their rates computed in accordance with the following:

	

For the period December 1, 2008 through December 31, 2009, 75 % of such rates shall

reflect the historical 2007 regional average payment per visit as calculated by the

Department, and 25% of such rates shall reflect APG rates as computed In accordance with

this Subpart:
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for the period January 1, 2010 through December 31-2010, 50% of such rates

shall reflect the historical 2007 regional average payment per visit as calculated

by t hg Department and 50% of such rates shall reflect APG rates as computed

t accordance with this Subpart:

S for the period January 1. 2011 through December 3 1, 2011, 25% of such ratan

shall reflect the historical 2007 regional average payment per visit as calculated

oartment and %o'

in accordance with this Subpart
evectra m

e De

LSJ for periods on and after January 1 2012, 100% of such rates shall reflex ARG

rates as computed In accordance with this Subpart:...

for the purposes of this subdivision, the histo cal 2007 regional average

payment per visit shall mean the result of dividing the total facility sp9tfic

Medicaid reimbursement paid for general hospital outpatient clinic daims POW d In

the 2007 calendar year In the applicable upstate or

	

rggkon for all rate

codes reflected in the APG rate-setting methodology except those specifically

excluded pursuant to §86-8.10 of this Subpart divided by the total visits

claims paid under such rate codes,

U The phase-in described in the preceding paragraphs (2) through t5) is also

gable to hospital based ouWatlentc1l
2008-
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APG Rate Computation

The following is a description of the methodology to be utilized in calculating rates of payment
under the Ambulatory Patient Group classification and reimbursement system.

I. Claims containing ICD-9-CM diagnostic and CPT -4 procedure codes are submitted to the
Department on appropriate forms or in the accepted electronic format.

II. Claims are reviewed electronically to assign each valid procedure code to the
appropriate APG using the APG software logic. Invalid codes will be assigned to an error
APG and not given further consideration in the payment process.

M. Each valid APG on the claim is assigned a relative weight. At this time the software logic
also determines an allowed weight based upon whether each APG on the claim is to be
paid in full, packaged, consolidated, or discounted.

IV. The allowed weights for each valid APG on the claim are then summed to arrive at the
final weight for this claim. This final weight is multiplied by an operating base rate that
is specific to the peer group to which the claim has been assigned resulting in the APG
operating cost reimbursement amount for this claim. For hospital outpatient and
emergency services, capital will continue to be paid as an add-on using the existing
previously approved methodoloav. The capital cost component for ambulatory surgery

	

services shall be the result of dividing the total amount of capital cost reimbursement

	

paid to such facilities pursuant to the current-Products of Ambulatory Surgery (PAS)
system for the 2005 calendar year for the Upstate Region and for the Downstate R ion
and then dividing each such regional total amount by the total number of claims paid
through the PAS system within each such region for the 2005 calendar year.

V. A separate base rate calculation shall be calculated for each deer group, established by
the Department. All Medicaid reimbursement paid to facilities for services moving to
the APG reimbursement system (e.g., outpatient departments ambulatory surgery, and
emergency department services) during the 2007 calendar year will be added to an
investment of $178 million on an annualized basis to form the numerator. The Deer
group specific case mix index multiplied by the coding improvement factor and the
2007 base year visits will form the denominator resulting in a base rate for that peer
group..
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The following is an example of a sample APG base ra te lculation:

A, 2007 Peer Group Reimbursem

	

$51,000,000

b. Additional Investment

	

$25,000,000

,, Case Mix Index

	

8.1610

d. Coding Improvement Factor

g, 2007 Base Year Vis]

	

so,

f 51.000,000 + $25,000,000) I (8.1610 x' 1.05 * 50,000) _

	

(Base Rate)

VI. During the transition period, reimbursement for hospital based outpatient depa

services shall consist of a blend of each facility's average 2007 Medicaid rate and th e

	

APG calculation for that visit. The average 2007 Medicaid rate lbrXurposes of blending

is computed by dividing the amount paid In calendar year 2007 for all rate codes

reflected In the APG rate setting methodology, by the total visits paid through those

codes for the same time period. In the initial phase (endiingpecember 31, 2009) 25%

of the operating payment for each visit will be based upon the APG reimbursement

methodology and 75% will be based upon-the pr vig der ss fic average operating

	

payment for calendar year 02 07. Du g 2010, the blend will be 50/50. Durina 2011.

the blend will be 75/25. Hospital outpatient department payments will be based u o}n

100% of the APG operating component beginning an January 1, 2012. Both the

emergency department and ambulatory surgery services will move to 100%A PG

gagmen tupon Implementation with no transition period. Per the enabling gat ute. as

new services the Education APGs and the Extended Hours APGM are not subject to the

blend reguirement.
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The following shall be excluded from the APG reimbursem nit system:

Attachment 4.19-B

® Drugs and other pharmaceutical products and implantable family planning devices far

which separate and distinct outpatient billing and payment were authorized by the

Department as of December 21, 2007. and as set forth by the Department in written

billing instructions issued to rovQiders,

® HIV counseling and wing visits,, HIV counseling (no testing). posttest HIV counseling

visits (positive results), day health care service (HM.

® TB/directly observed therapy - downstate levels 1 and 2. TB/directly observed there

a Upstate _levels 1 and 2. AIDS clinic he gp bu •c visits In general hospital outpatient

clinics.
® Child rehabilitation services provided under rate code 2887 In general ospitat outpatient

clinics.

	

® Medicaid obstetrical and maternity se ices (MOMS) provided under rate code 1604.

® Visits solely for the purpose of receiving ordered ambulato ry services.

® Visits solely for the purpose of receiving pharmacy servicces.

• Visits solely for the purpose of receiving education or training se ces, except with

regard to services authorized pursuant to clause (A of subparagrap-h (11) of paragraph

(f) of subdivision 2-a of §2807 of the Public Health Law.

Visits solely for the purpose of receiving services from licensed social workers, except

with regard to psychotherapy services provided 11y Federally Qualified Health Centers or

Rural Health Centers choosing to participate in the APGsystem, or as authorized

pursuant to clauses (C) and (D) of subparagraph (ii) of paragraph (f) of subdivision 2-a

of §2807 of the Public Health Law.
® Visits solely for the purpose of receivnqgroup services, except with regard to clinical

group psychotherapy services provided by Federally qualified. Health Centers or Rural

Health-Centers choosing to participate in the APG system and provided, however, that

reimbursement such group

	

shall

	

accordance w

.Legu do
• Offsite services, defined as medical services provided by a facility's ouioatient staff at

locations other than those operated by and under the fa ility's iicensure under Artide 28

of the Public Health Law, or visits related to the provision such offs . services, except

with regard to offsite services provided by Federally qualified Health Centers or Rural

Health Centers.
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The following APGs shall not be eligible for reimbursement through the APGsystem:

RESPIRATORY THERAPY
PULMONARY REHABILITATION

CARDIAC REHABILITATION
HOME INFUSION
NUTRITION THERAPY

AR'JIFICIAL FERTILIZATION

FULL DAY PARTIAL HOSPITALIZATION FOR SUBSTANCE ABUSE

FULL DAY PARTIAL HOSPITALIZ&MN FOR MENTAL ILLNESS

HALF DAY PARTIAL HOSPITALIZATION FOR SUBSTANCE ABUSE

HALF DAY PARM HOSPITALIZATION FOR MENTAL ILLNESS

ACTIVITY THERAPY

CASE MANAGEMENT- MENTAL HEALTH OR SUBSTANCE ABUSE

ORTHODONTICS
BIOFEEDBACK AND OTHER TRAINING

CLASS I CHEMOTHERAPY DRUGS

CLASS II CHEMOTHERAPY DRUGS

CLASS III CHEMOTHERAPY DRUGS

CLASS IV CHEMOTHERAPY DRUGS

CLASS V CHEMOTHERAPY DRUGS

OBSERVATION
DIABETES SUPPLIES

MOTORIZED WHEELCHAIR

TPN FORMULAE
MOTORIZED WHEELCHAIR ACCESSORIES

DIRECT ADMISSION FOR OBSERVATION INDICCTOR

DIRE ADMISSION FOR OBSERVATION - OBSTETRICAL

DIRECT ADMISSION FOR OBSERVATION - OTHER DIAGNOSES

UNASSIGNED
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	The followingAPGs shall not be eligible for reimbursement when they are presented as the only

APG or APGs applicable to a patient visit or when the only other APGs presented with them are

one or more of the APGs listed in the list of APGs not eligible for reimbursemen :

?^QB VASCULAR RADIOLOGY EXCEPT VENOGRAPHY OF EXTREMTiY

284 MYELOGRAPI-IY

285 MISCELLANEOUS RADIOLOGICAL PROCEDURES WITH CONTRAST

286 MAMMOGRAPHY

287 DIGESTIVE RADIOLOGY

288 • DIAGNOSTIC ULTRASOUND EXCEPT OBSTETRICAL AND VASCULAR OF LOWER

EXTREMITIES

	

- -

VASCULAR DIAGNOSTIC ULTRASOUND OF LOWER EXTREMITIES

PET SCANS
BONE DENSITOMETRY
CAT SCAN - BACK
CAT SCAN - BRAIN

CAT SCAN - ABDOMEN

CAT SCAN - OTHER

ANGIOGRAPHY OTHER

ANGIOGRAPHY, CEREBRAL

LEVEL I DIAGNOSTIC NUCLEAR MEDICINE

LEVEL II DIAGNOSTIC NUCLEAR MEDICINE

LEVEL III DIAGNOSTIC NUCLEAR MEDICINE

ANESTHESIA

LEVEL I PATHOLOGY

LEVEL II PATHOLOGY

PAP SMEARS

BLOOD AND TISSUE TYPING

LEVEL I IMMUNOLOGY TESTS

LEVEL YI I iMUNOLOGY TESTS
LEVEL I MICROBIOLOGY TESTS

LEVEL II MICROBIOLOGY T.

LEVEL I ENDOCRINOLOGY TESTS

LEVEL II ENDOCRINOLOGY TESTS

LEVEL I CHEMISTRY TESL

LEVEL II CHEMISTRY TESTS

BASIC CHEMISTRY TESTS
ORGAN OR DISEASE ORIENTED PANELS

TOXICOLOGY TESTS

THERAPEUTIC DRUG MONITORING

	

330
331

	

332
M
3W

2Z
393
394
395
3.6

	

397

	

398
399
400
401
.Q

	

403
404
405
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LEVEL I CL=NG TESTS
407 , LEVEL II CLOTTING TESTS
408 LEVEL HEMATOLOGY TESTS
409 LEVEL U HEMATOLOGY TESTS
410 URINALYSIS
431 BLOOD AND URINE DIPSTICK TESTS
413 CARDIOGRAM
434 LEVEL I IMMUNIZATION AND ALLERGY IMMUNOTHERAPY
41

	

LEVEL IT IMMUNIZATION
416 LEVEL III IMMUNIZATION
435 CLASSY PHARMACOTHERAPY
436 CLASS II PHARMACOTHERAPY
4'3 CLASS PHARMACQTHERAPY
438 CLASS IV PHARMACOTHERAPY
43-9 CLASS V PHARMACOTHERAPY
451 S

System u ating

The following elements of the APG reimbursement system shall be undated no less freauentlv
than annually:

	

• the li g of reimbursable APGs and theme 1 tiv weight assigned to each APG•
• the ba rates:
• the aonlicable ICD-9-CM codes utilized in the APG software system;
• the a cable CPT-4/HCPCS codes utilized in the APG software system: and

the APG software system.
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455

	

457

	

474
47
472.
47

IMPLANTED TISSUE OF ANY TYPE
VENIPUNCTURE
OBS J L J KICAL
PAIN FILM
ULTRASOUND GUIDANCE
Cr GUIDANCE

MOKING CESSATION TREATMEN
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[responsibility of providers for selected laboratory and other ancillary procedures and Medicaidrevenue assurances. Financial incentives are employed (within limitations) under this system toassure that these and other features are complied with.]

Ordered Ambulatory Services (specific services perfo rmed by a free-standing clinicon an ambulatory basis upon the order of a qualified physician, physician'sassistant, dentist or podiatrist to test, diagnose or treat a recipient or specimentaken from a recipient).

Fee schedule developed by the Department of Health and approved by the Division of theBudget for each type of service, as appropriate. Payment for these services are in compliancewith 42 CFR 447.325.

AIDS/HIt Adult Day Health Care Services For
Diagnostic And Treatment Centers

Medical assistance rates of payment for adult day health care services provided on and afterDecember 1, 2002 to patients with AIDS/HIV by a free standing ambulatory care facility shall beincreased by three percent.

This increase to rates of payment will be for purposes of improving recruitment and retention ofnon-supervisory workers or any worker with direct patient care responsibility. Programs areprohibited from using the funds for any other purpose. The Commissioner of Health isauthorized to audit each program to ensure compliance with the purpose for which this fundingis provided and shall recoup any funds determined to have been used for purposes other thanrecruitment and retention.

To generate a threshold day care bill, the provider must ensure that clients receive a coreservice and be in attendance for a minimum of three hours, and over the course of the week,receive a minimum of three hours of health care services. Health care services are defined asboth the core services and health related services that are therapeutic in nature and directly orindirectly related to the core services, which must be identified on the client's comprehensivecare plan. Each visit must include a core service. A bill cannot be generated if these tworequirements are not met.

Core services include:

Medical visits
Nursing visits
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o Individual and group Mental Health services
® Individual and group Nutrition counseling services

Individual and group Substance Abuse counseling services
Medication group counseling
Activities of Daily Living

® Physical and Occupational Therapy services
• Case management services

Prevention/Risk reduction counseling
Any routine assessment performed by an appropriately credentialed staff person

Health related (non-core) services include:

Group exercise sessions
Acupuncture
Breakfast and/or lunch
Therapeutic massage

• Yoga

Pastoral care

Therapeutic recreation and structured socialization services
Tai-chi

For adult day health care services provided on and after January 1, 2007, medical assistance
rates of payment to diagnostic and treatment centers shall be increased up to an annual amount
of $2.8 million in the aggregate. Such amount shall be allocated proportionally among eligible
providers based on the medical assistance visits reported by each provider in the most recently
available cost report, as submitted to the Department of Health. Such allocated amounts will be
included as an adjustment to each providers daily rate of payment for such services.

Effective for adult day health care services rendered on and after January 1, 2007 through
December 31, 2009, and for adult day health care services provided to patients diagnosed with
AIDS on and after April 1, 2009 medical assistance rates of payments shall reflect trend factor
adjustments computed in accordance with the previously approved trend factor methodology.
Such adjustments shall be applied to the operational cost component of the rate.
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Hospital Based Ambulatory Surgery Facilities Certified Under Article28 of the Public Health Law

Case based rates of payment have been calculated for the Products of Ambulatory SurgeryPayment groups. All procedures within the same payment group are reimbursed at a single

	

discrete base price. The applicable base price for each payment group is adjusted for regionaldifferences in wage levels, space occupancy, and plant over-head costs. An economic trendfactor is applied to make the prices prospective. Rates of payment in effect on March 31, 2003,shall continue in effect for the period April 1, 2003 through [September 30, 2007] March 31,2009, provided however that, effective May 1, 2005, such rates may be adjusted to includeadditional capital costs not previously included in the corresponding rate.

Freestanding-Diagnostic and Treatment Centers

Facilities Certified Under Article 28 of the public Health Law as
Freestanding Ambulatory Surgery Centers

Case based rates of payment have been calculated for the Products of Ambulatory SurgeryPayment groups. All procedures within the same payment group are reimbursed at a single

	

discrete base price. The applicable base price for each payment group is adjusted for regionaldifferences in wage levels, space occupancy, and plant over-head costs. An economic trendfactor is applied to make the prices prospective. Rates in effect on March 31, 2003, shallcontinue in effect for the period April 1, 2003 through [September 30, 2007] March 31, 2009,

	

provided however that, effective May 1, 2005, such rates may be adjusted to include additional

	

capital costs not previously included in the corresponding rate. The agency may pay the usualand customary rates of such medical facilities or approved services but must not pay more thanthe prevailing rates for comparable services in the geographic area.
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Hospital Based Outpatient Department

Facilities Certified Under Article 28 of the Public Health La w

Services for • AIDS and HIV positive patients

Visit based rates of payment have been calculated for five discrete clinic servicesprovided to AIDS and HIV positive patients. For each service a discrete price has beenestablished. The prices have been regionally adjusted to reflect regional differences in laborand facility overhead costs and an economic trend factor has been applied to make the pricesprospective. For dates of service beginning on December 1, 2008 through March 31, 2010, thediscrete services for comprehensive initial visit, post-test HIV counseling (negative result., andmonitoring - asymptomatic HIV disease shall be reimbursed through the Ambulatory PatientGroup (APG) classification and reimbursement system.

For outpatient services provided by general hospitals, beginning on and after April 1,2006, the Commissioner of Health shall apply a trend factor projection of 2.25% attributable tothe period January 1, 2006 through December 31, 2006. Upon reconciliation of this trendfactor, in accordance with the previously approved state methodology, the final 2006 trendfactor shall be the U.S. Consumer Price Index (CPI) for all Urban Consumers, as published bythe U.S. Department of Labor, Bureau of Labor Statistics, minus 0.25%.

Freestandi ng Diagnostic and Treatment Centers

Facilities Certified Under Article 28 of the Public Health Law As Free standingDiagnostic and Treatment Centers

Services for AIDS and H positive patients

Visit based rates of payment have been. calculated for five discrete clinic servicesprovided to AIDS and HIV positive patients. For each service a discrete price has beenestablished. The prices have been regionally adjusted to reflect regional differences in labor andfacility overhead costs and an economic trend factor has been applied to make the pricesprospective, except that rates of payment for the period ending September 30, 1995 shallcontinue in effect through September 30, [2007] 2009, provided however that, effective May 1,2005, such rates may be adjusted to include additional capital costs not previously included inthe corresponding rate.
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Hospital Based Outpatient Department

Facilities Certified Under Article 28 of the Public Health Law

	

Services for medically supervised chemical dependence trea tment and medicallysupervised withdrawal services

For dates of service beginning on July 1, 2002, for those facilities certified under Article28 of the State Public Health Law, the Department of Health promulgates prospective, all-inclusive rates based upon reported historical costs. Allowable operating costs per visit are heldto legislatively established ceiling limitations. Reported historical operating costs on a per visitbasis, which are below or limited by ceilings, are deemed reimbursable and trended forward tothe current rate period to adjust for inflation. Non-operating costs (such as capital costs) arenot subject to the legislatively established ceiling and are added to the product of reimbursableoperating costs times the roll factor (two year trend movement) on a per visit basis, except thatcommencing April 1, 1995 through March 31, [20071 2009, for rates of payment for patientseligible for payments made by state governmental agencies, the capital cost per visitcomponents shall be adjusted by the Commissioner to exclude such expenses related to 1)forty-four percent of the costs of major moveable equipment and 2) staff housing. A return onequity is recognized in those instances where the hospital is organized under the auspices ofproprietary sponsorship., Effective October 1, 1995, the rate for primary care clinic servicesprovided in primary care hospitals, shall be a per visit rate based on allowable reportableoperating costs subject to a cap on operating costs of $67.50 per visit.

For outpatient services provided by general hospitals, beginning on and after April 1,2006, the Commissioner of Health shall apply a trend factor projection of 2.25% attributable tothe period January 1, 2006 through December 31, 2006. Upon reconciliation of this trendfactor, in accordance with the previously approved state methodology, the final 2006 trendfactor shall be the U.S. Consumer Price Index (CPI) for all Urban Consumers, as published bythe U.S. Department of Labor, Bureau of Labor Statistics, minus 0.25%.
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Hospital Based Outpatient Department

Facilities Certified Under Article 28 of the Public Health taw as Hospital-BasedOutpatient Depa rtments

Services for Pregnant Women

Visit based rates of payment have been calculated for three discrete clinic servicesprovided to pregnant women, for each service a discrete price has been established. The priceshave been regionally adjusted to reflect regional differences in labor and facility overhead costsand an economic trend factor has been applied to make the prices prospective.

For outpatient services provided by general hospitals, beginning on and after April 1,2006, the Commissioner of Health shall apply a trend factor projection of 2.25% attributable tothe period January 1, 2006 through December 31, 2006. Upon reconciliation of this trendfactor, in accordance with the previously approved state methodology, the final 2006 trendfactor shall be the U.S. Consumer Price Index (CPI) for all Urban Consumers, as published bythe U.S. Department of Labor, minus 0.25%.

Effective for services provided on and after January 1, 2007 and April 1 of each statefiscal year thereafter, the Commissioner of Health shall adjust prenatal care assistance programrates to effect a cost of living adjustment (COLA). This COLA will be calculated in accordancewith the general Trend Factor section of in this Attachment.

Freestanding Diagnostic and Treatment
Centers

Facilities Certified Under Article 28 of the public Health Law as Free standingDiagnostic and Treatment Centers

Services for pregnant Women

Visit based rates of payment have been calculated for three discrete clinic servicesprovided to pregnant women. For each service a discrete price has been established. Theprices have been regionally adjusted to reflect regional differences in labor and facility overheadcosts and an economic trend factor has been applied to make the prices prospective, exceptthat rates of payment for the period ending September 30, 1995 shall continue in effectthrough September 30, [2007] 2003, provided however that, effective May 1, 2005, such ratesmay be adjusted to include additional capital costs not previously included in the correspondingrate.
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Comprehensive Primary Care Services

Voluntary Non-Profit and Publicly Sponsored Diagnostic and TreatmentCenters Certified Under Article 28 of the Public Health Law

An allowance will be established annually and added to Medicaid rates ofpayment for certified z:genciesL which can demonstrate a financial shortfall as a result of.providing comprehensive primary care services to a disproportionate share of.uninsuredlow-income patients. Losses will be calculated, by applying the current Medicaidpayment rate to base year units of service to uninsured low-income patients, offset byrelated-out-of-pocket patient receipts, subsidy grants and State aid deficit financing topublicly-sponsored Facilities. An annual agency loss coverage will be established byapplying calculated losses to a nominal loss coverage ratio scale within the limits of poolallocations to public and non-public agencies. Notwithstanding any inconsistentprovisions of this paragraph, adjustments to rates of payment for dlagnostlc andtreatment centers determined in accordance with this paragraph shall apply only forservices provided on or before December 31, 1996.
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Adjustments to rates of payment made pursuant to this section may be added torates of payment or made as aggregate payments to eligible diagnostic and treatmentcenters and shall no be subject to subsequent adjustment or reconciliation.
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Transitional Supplemental Payments

For the periods February 1, 2002 through March 31, 2002, October 1, 2002 through December
31, 2002, October 1, 2003 through December 31, 2003, April 1, 2005 through June 30, 2005,
October 1, 2006 through December 31, 2006, and October 1, 2007 through December 31,
2007, the Commissioner of Health shall make supplemental medical assistance payments to
qualified voluntary not-for-profit health care providers that are: freestanding diagnostic and
treatment centers. (D&TCs) that qualify for distributions under the state's comprehensive
diagnostic and treatment centers indigent care program or indicate on the cost reports
submitted to the state that they receive funding under section three hundred thirty-three of the
Federal Public Health Services Act for health care for the homeless, freestanding diagnostic and
treatment centers that operate approved programs under the state Prenatal Care Assistance
Program, or licensed freestanding family planning clinics. These supplemental payments reflect
additional costs associated with the transition to Managed Care and are for services rendered to
Medicaid beneficiaries for the effective period. Payments made, as adjustments to fee for
service rates, shall not be subject to subsequent adjustment or reconciliation. These providers
will be eligible to receive a supplemental payment if the following criteria are met. The
provider's number of Medicaid visits in the base year (2000) equals or exceeds 25 percent of its
total number of visits and its number of visits for Medicaid Managed Care enrollees equals or
exceeds three percent of its total number of Medicaid visits during the base year. Providers
meeting these criteria shall receive a supplemental payment equal to a proportional share of the
total funds available not to exceed fourteen million dollars for the period February 1, 2002
through March 31, 2002, nine million eight hundred twenty-four thousand dollars for the period
October 1, 2002 through December 31, 2002, nine million eight hundred twenty-four thousand
dollars ($9,824,000) for the period October 1, 2003 through December 31, 2003, nine million
eight hundred twenty-four thousand dollars ($9,824,000) for the period April 1, 2005 through
June 30, 2005, twenty nine million four hundred seventy-two thousand dollars ($29,472,000)
for the period October 1, 2006 through December 31, 2006, and nine million eight hundred
twenty-four thousand dollars ($9,824,000) for the period October 1, 2007 through December
31, 2007. This share shall be based upon the ratio of a provider's visits from medical, assistance
recipients enrolled in Managed Care during the 2000 base year to the.total number of visits to
all such qualified providers by medical assistance recipients enrolled in managed care during the
base year. These amounts shall be divided by the medical assistance utilization data reported
in each provider's annual cost report for the period two years prior to the rate period. The
resulting amount will represent the per visit add-on to each eligible provider's fee for service
medical assistance rates of payment.
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Electronic Health Record Systems Supplemental- Payments

For the period October 1, 2008 through December 31, 2008, seven' million three hundred eighty eight
thousand dollars ($7,388,000) -shall be available to eligible covered providers as medical assistance
payments for services provided to Medicaid beneficiaries to reflect additional costs associated with the
development, training, maintenance, and support of electronic health record systems that meet such
standards no later than January 1, 2008, as established by the Commissioner of Health. The State

	

will conduct a survey and perform independent verification. Electronic health records standards are:

	

the exchanging of health information with other computer systems according to national standards;
be certified by the Certification Commission for Health Information Technology; be capable of and
used for supporting electronic prescribing; and be capable of and used for providing relevant
information to the clinicians to assist with decision making. Providers will be eligible to receive a
supplemental payment for the period October 1, 2008 through December 31, 2008, if this criterion is
met. In addition to meeting the electronic record standards criterion, a provider's number of Medicaid
visits for patient care services during the base year must equal or exceed twenty-five percent of its
total number of visits for patient care services in the base year or its number of Medicaid visits
combined with its number of uninsured visits for patient care services in the base year equals or
exceeds thirty percent of its total number of visits for patient care services during the base year.
Each qualified provider shall receive a supplemental payment equal to such provider's proportional
share of the total funds allocated, based upon the ratio of its visits from Medicaid recipients during
the base year to the total number of Medicaid visits to all such qualified providers during the base
year. The base year will be two years prior to the rate year, and the Commissioner of Health shall
utilize data to determine Medicaid and uninsured visits reported by covered providers on certified
2006 AHCF-1 cost reports submitted to the Department of Health for such base year.
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Supplemental Payments - Dental Clinic - February 1, 2002 through March 31, 2002

Notwithstanding the provisions of the preceding section, for the period February 1, 2002 through
March 31, 2002, facilities licensed under article twenty-eight of the public health law that are
sponsored by a university or a dental school which has been granted an operating certificate and
which provides dental services as its principal mission, shall receive up to five hundred thousand
dollars, in the aggregate, for use as supplemental payments pursuant to the preceding section.
These funds shall be allocated for distribution to such facilities pursuant to the statutorily defined
methodology contained in §364-j-2 of the Social Services Law. Payments may be added to rates of
payment or made as aggregate payments to eligible facilities for services rendered to Medicaid

	

beneficiaries for the effective period. Payments made, as adjustments to fee for service rates, shall
not be subject to subsequent adjustment or reconciliation.
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Supplemental Payments - Dental Clinic - October 1, 2002 through December 31,
2002, October 1, 2003 through December 31, 2003, April 1, 2005 through June 30,
2005, October 1, 2006 through December 31, 2006, and October 1, 2007 through
December 31, 2007, and October 1, 2008 through December 31, 2008.

Notwithstanding the provisions of the first paragraph of this section titled Transitional
Supplemental Payments, for the periods October 1, 2002 through December 31, 2002, October
1, 2003 through December 31, 2003, April 1, 2005 through June 30, 2005, October 1, 2006
through December 31, 2006, and October 1, 2007 through December 31, 2007, facilities
licensed under article twenty-eight of the Public Health Law that are sponsored by a university

	

or a dental school which has been granted an operating certificate and which provides dental
services as its principal mission, shall receive up to two hundred twenty-five thousand dollars in
the aggregate for the period October 1, 2002 through December 31, 2002, for the period
October 1, 2003 through December 31, 2003, up to two hundred twenty-four thousand dollars
in the aggregate, for the period April 1, 2005 through June 30, 2005, up to two hundred
twenty-four thousand dollars in the aggregate, for the period October 1, 2006 through
December 31, 2006, up to six hundred seventy-two thousand dollars ($672,000) in the
aggregate, and for the period October 1, 2007 through December 31, 2007, up to two hundred
twenty-four thousand dollars ($224,000) in the aggregate; and for the period October 1, 2008
through December 31, 2008, up to two hundred twenty-four thousand dollars ($224.000) in the
aggregate; for use as supplemental payments pursuant to the first paragraph of this section
titled Transitional Supplemental Payments. Forty percent of these funds shall be allocated for
equal distribution based upon the facilities losses reported from self-pay and free visits
multiplied by the facility specific Medicaid payment rate for the applicable year. This amount
shall be offset by any payments received from such patients during the applicable period. Sixty
percent, plus any funds allocated but not distributed under provisions of the previous sentence,
shall be allocated according to the following scale.

% of eligible BD&CC visits

	

% of nominal financial
to total visits

	

loss coverage
up to 15%

	

50%
15 - 30%

	

75%
30%+

	

100%
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The allocated amounts will be added to rates of payment [sj for eligible facilities for services
rendered to Medicaid beneficiaries for the effective periods. These amounts shall be divided by
the medical assistance utilization data reported in each provider's annual cost report for the
period two years prior to the rate period. The resulting amount will represent the per visit add -
on to each eligible provider's fee for service medical assistance rates of payment. Payments
made, as adjustments to fee for service rates, shall not be subject to subsequent adjustment or
reconciliation.
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Prospective Payment System Reimbursement as of 1 January 2001 for Federally

Qualified Health Center (FQHCs) and Rural Health Clinics Including FQHCs Located on Native

American Reservations and Operated by Native American Tribes or Tribal Organizations

Pursuant To Applicable Federal Law And For Which State Licensure Is Not Required

For services provided on and after January 1, 2001 and prior to October 1, 2001, all -

inclusive rates shall be calculated by the Department of Health, based on the lower of the

facilities' allowable operating cost per visit or the peer group ceiling plus allowable capital cost

per visit. The base for this calculation shall be the average of cost data submitted by facilities

for both the 1999 and 2000 base years.

For each twelve month period following September 30, 2001, the operating cost

component of such rates of payment shall reflect the operating cost component in effect on

September thirtieth of the prior period as increased by the. percentage increase in the Medicare

Economic Index and as adjusted pursuant to applicable regulations to take into account any

increase or decrease in the scope of services furnished by the facility.

Supplementary increases in Medicaid rates of payment for these providers which is paid

or the purpose of recruitment and retention of non -supervisory workers or workers with direct

patient care responsibility, in accordance with the provisions of page 2(c)(vii) of this

attachment, are in addition to the standard Medicaid operating cost component calculation. As

such, they are not subject to trend adjustments. These sugglementa rv increases shall be in

effect through June 30. 2005.

Rates of payments to facilities which first qualify as federally qualified health centers on

or after October 1, 2000 shall be computed as above provided, however, that the operating cost

component of such rates shall reflect an average of the operating cost components of rates of

payments issued to other FQHC facilities during the same rate period and in the same

geographic region, and with similar case load, and further provided that the capital cost

component of such rates shall reflect the most recently available capital cost data for such

facility as reported to the Department of Health. For each twelve-month period following the

rate period in which such facilities commence operation, the operating cost -components of rates

of payment for such facilities shall be computed as described above.

For services provided on or after January 1, 2001, until such time as the new

methodology is implemented, facilities shall be paid via the methodology in place as of

December 31, 2000. The difference between the two methodologies shall be calculated and the

sum shall be paid, on a per visit basis, in the fiscal year immediately following implementation

of this new methodology.

For services provided on or after January 1, 2001 by FQHC's participating in managed

care, supplemental payments will be made to these FQHC's that will be equal to 100% of the

difference between the facilities reasonable cost per visit rate and the amount per visit

reimbursed by the managed. care plan.
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Diagnostic and treatment centers eligible for rates of payment as a Federally Qualified or
Rural Health Center, which were also certified by the Department of Health as a preferred
primary care provider as of December 31, 2000, and receiving rates of payment through theProducts of Ambulatory Care reimbursement system as of such date, may elect to continue to
be reimbursed via this alternative method of reimbursement. In no event shall rates of
payment to these facilities be less than those computed as described on page 2(c)(iv) of thisplan.

Effective on and after January 1, 2006, individual and group psychotherapy services
provided to Medicaid patients by a licensed psychiatrist, psychologist, clinical social worker or
master social worker at Federally Qualified and Rural Health Centers (FQHC/RHC) shall be

	

reimbursed by the Department of Health. As of January 1, 2006, Federally Qualified and Rural
Health Centers shall also be reimbursed for the provision of off-site primary care services
provided to existing FQHC/RHC patients in need of professional services available at the
FQHC/RHC, but, due to the individual's medical condition, are unable to receive the services on
the premises of the center. An existing patient is defined as a registered patient with the
FQHC/RHC prior to being admitted to the hospital or nursing home or requiring other offsite
services. These services, provided by a physician, physician assistant, nurse practitioner, or
nurse mid-wife, may be rendered at the off-site location only for the duration of the limitingillness. Rates of payment for group psychotherapy and off-site services shall be calculated by
the Department of Health using elements of the Resource Based Relative Value Scale
promulgated by the federal Centers for Medicare and Medicaid Services using the following
methodology. For each relevant CPT procedure code, the work, practice expense, and
malpractice relative value units are multiplied by a regional (upstate and downstate) average
geographic cost index (GPCI). The downstate average GPCI is based on the average of
Manhattan, New York City & Long Island, and Queens Indices. The upstate average GPCI
consists of Poughkeepsie and Rest of State indices, These are then summed and multiplied by
the conversion factor to arrive at a regional price for each service. Rates of payment for group
psychotherapy services shall not include a component for case management services.. Rates of
payment for individual psychotherapy services shall be made at the general FQHC rate
calculated in accordance with the approved methodology contained on Page 2(c)(iv) of thisAttachment.

Effective

	

and after

	

it 1.

	

r

	

payment may

	

bli d based. on
alternative rate-setting methodologies for Federally u ed and Rural Health Centers provided
such methodologies, contal!3ed on Plan pages l through 1 for hospital providers, and on
Rages 2(h) through 2(t) for freestanding clinic providers, are authorized b y State law, agreed to
by both the New York State Commissioner of Health and the applicable facility, and do not
result in aggregate payments lower than the payments calculated under the existing approved
methodology for such facility.
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For providers choosing to be reimbursed under the Ambulatory Patient Group (APG)
methodology, the Department will reconcile amounts actually paid in a calendar year through
APG; to that which would have been paid through the PPS methodology. Adjustments will be
made based upon this comparison to ensure that providers are not paid less than they would
have under PPS.
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Hospital Outpatient Payment Adjustment

Effective for,the period January 1, 2002 through March 31, 2002, and state fiscal years
beginning April 1, 2002, for services provided on or after January 1, 2002, the Department of
Health will increase the operating cost component of rates of payment for hospital outpatient
and emergency room services for public general hospitals other than. those operated by the
State of New York or the State University of New York, which experienced free patient visits in
excess of 20 percent of their total self-pay and free patient visits based on data reported on
Exhibit 33 of their 1999 Institutional Cost Report and which experienced uninsured outpatient
losses in excess of 75% of their total inpatient and outpatient uninsured losses based on data
reported on Exhibit 47 of their 1999 Institutional Cost Report, and are located in a city with a
population of over one million. The amount to be paid will be up to thirty seven million dollars
for the period beginning January 1, 2002 and ending March 31, 2002 and one hundred fifty-one
million dollars annually for state fiscal years beginning April 1, 2002 and ending March 31, 2005.
For state fiscal year beginning April 1, 2005 and ending March 31, 2006, the amount to be paid
will be $222,781,000. For state fiscal year beginning April 1, 2006 and ending March 31, 2007,
the amount to be paid will be $229,953,000. For state fiscal year beginning April 1, 2007 and

	

ending March 31, 2008, the amount to be paid will be $224,050,000. For state fiscal year.
beginning April 1, 2007 and ending March 31, 2008, the amount to be paid will be
$211,865,219. For state fiscal year beginning April 1, 2008 and ending March 31, 2009, the
amount to be paid will be $183,365,199. Medical assistance payments will be made for
outpatient services for patients eligible for federal financial participation under Title XIX of the
Federal Social Security Act based on each such hospital's proportionate share of the sum of all
outpatient visits for all facilities eligible for an adjustment for the base year two years prior to
the rate year. Such proportionate share payment may be added to rates of payment or made
as aggregate payments to eligible public general hospitals.
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Effective for the period January 1, 2002 through March 31, 2002, and state fiscal years

beginning April 1, 2002 [and ending March 31, 2005], for services provided on or after January

1, 2002, the Department of Health will increase the operating cost component of rates of

payment for hospital outpatient and emergency room services for government general hospitals

other than those operated by the State of New York or the State University of New York, which

experienced free patient visits in excess of 20 percent of their total self-pay and free patient

visits based on data reported on Exhibit 33 of their 1999 Institutional Cost Report and which

experienced uninsured outpatient losses in excess of 75% of their total inpatient and outpatient

uninsured losses based on data reported on Exhibit 47 of their 1999 Institutional Cost Report,

and are located In a city with a population of over one million. The amount to be paid will be

up to thirty four million dollars for the period beginning January 1, 2002 [through] and ending

March 31, 2002 and [up to] one hundred thirty six million dollars annually for state fiscal years

beginning April 1, 2002 and ending March 31, 2005. Medical assistance payments will be made

for outpatient services for patients eligible for federal financial participation under Title XIX of

the Federal Social SecurityAct based on each such hospital's proportionate share of the sum of

all outpatient visits for all facilities eligible for an adjustment for the base year two years prior to

the rate year. Such proportionate share payment may be added to rates of payment or made

as aggregate payments to eligible government general hospitals.

Effective for the period January 1, 2002 through March 31, 2002, and state fiscal years

beginning April 1, 2002 and ending March 31, 2005, for services provided on or after January 1,

2002, the Department of Health will increase the operating cost component of rates of payment

for hospital outpatient and emergency room services for government general hospitals operated

by a county of the state of New York, which shall not include a city with a population over one

million, and Including those government hospitals located In the counties of Westchester and

Nassau. The amount to be paid will be up to an aggregate of fifteen million dollars for the

period January 1, 2002 through March 31, 2002, and up to an aggregate of sixty million dollars

	

annually for state fiscal years beginning April 1, 2002 and ending March 31, 2005. Medical

assistance payments for outpatient services will be made for patients eligible for federal

financial participation under Title XD( of the Federal Social Security Act. The allocation of,

aggregate payments among qualifying hospitals shall be based on each such hospital's

proportionate share of the sum of all estimated differences in outpatient medical assistance

payments and one hundred fifty percent of a reasonable estimate of the amount that would

have been paid for such services under Medicare payment principles for the respective periods.

Such proportionate share payment may be added to rates of payment or made as aggregate

payments to eligible government general hospitals.
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Workforce Recruitment And Retention

Effective for dates of service beginning on April 1, 2002 and ending on March 31, 2008, mediczi
assistance rates of payment shall be adjusted for comprehensive freestanding diagnostic and
treatment centers that qualify for distributions under the state's comprehensive diagnostic and
treatment centers indigent care program or indicate on the cost reports submitted to the state
that they receive funding under section three hundred thirty-three of the Federal Public Health
Services Act for health care for the homeless, freestanding clinics that provide services to clients
with developmental disabilities as their principal mission, licensed facilities authorized to provide
dental services and sponsored by a university or dental school, licensed freestanding family
planning clinics, and freestanding diagnostic and treatment centers operating an approved
program under the prenatal care assistance program to include costs associated with the
recruitment and retention of non-supervisory workers or any worker with direct patient care
responsibility. For the period April 1, 2002 through December 31, 2002, the aggregate amount
of thirteen million dollars will be available for this purpose. The aggregate amount of thirteen
million dollars will also be available each year for the periods January 1, 2003 through
December 31, 2006. For the period January 1, 2007 through June 30, 2007 the aggregate
amount of six million five hundred thousand dollars will be available for this purpose. For the
period July 1, 2007 through March 31, 2008, nine million seven hundred fifty thousand dollars
will be available. For the period April 2008 through March 31, 2009, thirteen million dollars
will be available For the period April 1. 2009 through March 31, 2010, thirteen million dollars
will be available. For the period April 1 2010 through March 31, 2011, thirteen million dollars
will be available, Payments will be made as adjustments to the rates of payment allocated
proportionately based upon each diagnostic and treatment center's total annual gross salary
and fringe benefit costs as reported in their 1999 cost report submitted to the Department of
Health prior to November 21, 2001. These amounts shall be included as a reimbursable cost
add-on to medical assistance fee-for-service rates of payment established pursuant to this
section, based on Medicaid utilization data in each facility's annual cost report submitted two
years prior to the rate year or projected Medicaid utilization data for those facilities that have
not submitted an annual cost report for the period two years prior to the rate year. Such
amounts shall not be reconciled to reflect changes in medical assistance utilization between the
year two years prior to the rate year and the rate year. For the periods on and after July 1,
2007, payments will be made as adjustments to the rates of payment and the available funding
allocated proportionately based upon each diagnostic and treatment center's total reported
Medicaid visits as reported in their 2004 cost report submitted to the Department of Health prior
to January 31, 2007, to the total of such Medicaid visits for all diagnostic and treatment centers.

The Commissioner of Health shall increase medical assistance rates of payment (for eligible
diagnostic and treatment centers] by three percent for services provided on and after December
first, two thousand two for purposes of improving recruitment and retention of non-supervisory
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workers or any worker with direct patient care responsibility f. Eligible diagnostic and
treatment center shall mean a] voluntary, not-for-profit diagnostic and treatment centers that
received medical assistance rates of payment reflecting assignment to (1) limited primary care
or (2) drug free peer groups and that provides primary health care services to a patient
population primarily comprised of substance abuse patients and that [is] are ineligible for an
adjustment to medical assistance rates of payment under the first paragraph of this section of
the plan.

Diagnostic and treatment centers which have their rates adjusted for this purpose shall use
such funds solely for the purposes of recruitment and retention of non-supervisory workers or
any worker with direct patient care responsibility and are prohibited from using such funds for
any other purpose. The commissioner is authorized to audit each such diagnostic and
treatment center to ensure compliance with this purpose and shall recoup any funds
determined to have been used for purposes other than recruitment and retention of non-
supervisory workers or any worker with direct patient care responsibility.

The Commissioner shall increase medical assistance rates of payment by three percent for
services provided on and after December first, two thousand two by freestanding methadone
maintenance service and program providers; subject to provisions of the following paragraph.
Freestanding methadone maintenance services and program providers which are eligible for
rate adjustments pursuant to this paragraph and which are also eligible for rate adjustments
pursuant to the first paragraph of this section of the plan shall, on or before July first, two
thousand two, submit, amendments to their 1999 AHCF-1 cost report segregating wages and
fringe benefit costs associated with methadone maintenance services, for the purpose of
excluding such wages and fringe benefits from awards determined on and after January 1,
2003, pursuant to the first paragraph of this section of the plan titled Workforce Recruitment
And Retention.

Freestanding methadone maintenance service and program providers which have their rates
adjusted in accordance with the above shall use such funds solely for the purpose of
recruitment and retention of non-supervisory workers or any worker with direct patient care
responsibility and are prohibited from using such funds for any other purpose. The
Commissioner is authorized to audit each freestanding methadone maintenance services and
program provider to ensure compliance with this purpose and shall recoup any funds
determined to have been used for purposes other than recruitment and retention of non-
supervisory workers or any worker with direct patient care responsibility.
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METHOD OF REIMBURSEMENT

The [products) Products of
Ambulatory Care (PACs)
Reimbursement Program uses a
prospective reimbursement method
associated with resource use
patterns to insure that ambulatory
services are economically and
efficiently provided, and to
provide incentives to foster
continuity of care and treatment for
patients. All participating
providers, both hospital based
clinics and freestanding diagnostic
and treatment centers, are placed
under a uniform, prospective,
modified priced based system. The
methodology is based upon the
assignment of an ambulatory care
visit into one of 24 mutually
exclusive PAC groups. Under the
reimbursement method, facility
specific payment rates are
established for each of the 24 PAC
groups. Each rate in the payment
model is comprised of two components
-- a case mix related price
component a:-.d a facility component.
The price c:mponent includes values

	

for labor, ancillaries and medical
supplies for which values are based
upon current market prices. The
facility specific cost components
include pharmacy, facility,
teaching and capital costs, and are
based on a providers reported
historical costs subject to ceiling
limitations where applicable.
Pharmacy and routine capital costs
are fully reimbursed, although they
are subject to desk audit
adjustments.

The PAC payment method is an
alternative to the prospective
average cost per visit
reimbursement method used for
non - participating hospitals and
diagnostic and treatment
centers. There are unique
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TYPE OF SERVICE

Products of Ambulatory Care (PACS)
for Hospital- Based Clinics and
Freestanding Diagnostic and

	

Treatment Centers [(August 1, 1990
through July 31, 1991)]



Page ''e

TYPE OF SERVICE

	

METHOD OF REIMBURSEMENT

Products of Ambulatory Care (PALS)

	

features present in the PACS
for Hospital-Based Clinics and

	

reimbursement program designed to
Freestanding Diagnostic and

	

encourage provider participation
Treatment Centers [(August 1, 1990

	

and foster quality of care. The
through July 31, 1991)]

	

most notable of these is the
submission of patient encounter
data by providers to the New York
State Department of Health,
financial responsibility by
providers for selected laboratory
and other ancillary procedures and
Medicaid Revenue assurances.
Financial incentives are employed
(within limitations) under this
system to assure that these and
other features are complied with.

Hospital-based clinics and
freestanding diagnostic and
treatment centers seeking PACs
reimbursement are required to enter
into a memorandum of Participation
with the New York State Department
of Health.
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Attachment 4.19-B
(04/02)

IType of Service

	

Method of Reimbursement

Medically Supervised, Ambulatory Substance Abuse Treatment Services (Facilities certifiedunder Article 23 of Mental Hygiene Law)

Prospective, provider-specific, all inclusive rates calculated by the State Division of SubstanceAbuse Services (DSAS):

1) For providers which have at least twelve months of previous history of operation as amedically supervised, ambulatory substance abuse treatment program, the rate is based onhistorical costs per visit held to Ceiling limitations mutually agreed upon by DSAS andDSS and trended forward to the current rate period to adjust for inflation or deflation; or,
2) providers which have less than twelve months history of operation as a medicallysupervised ambulatory substance abuse treatment program, a temporary prospective rate iscalculated first taking the weighted average of all the rates calculated in (1) above, and then

	

taking a percentage of that amount to arrive at the temporary prospective rates for allproviders with less than twelve months history. A final rate will be calculated, based onactual costs from the first twelve months of operation under the temporary prospective rate,according to (1) above.

All rates are in effect for a two,year period. Rates are subject to the approval of SDSS andDivision of Budget. Rates are promulgated by SDSS.j
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Comprehensive Diaanpstic And Treatment Center Indigent Care Program

For periods on and after July 1, 2003, the Commissioner of Health shall adiust medical
assistance rates of payment to assist in meeting losses resulting from uncompensated care.

Eligible diagnostic and treatment centers shall mean voluntary non-profit and publicly
sponsored diagnostic and treatment centers roviding a comprehensive range of primary health
care services which can demonstrate losses from'disproportionate share of uncompensated care
during a base period two years prior to the-grant period.

Uncompensated care need means to es from reported self-Day and free visits multiplied
by the facility's medical assistance payment rate for the applicable distribution year. offset by
payments received frr.,m_ such Patients during the reporting.period.

	

A diagnostic and treatment center qualifying for a distribution or a rate adjustment

	

shall
provide assuran,g s sy.tisfactory to the Commissioner, that it shall undertake reasonable efforts
to maintain_fnancial support from community and public funding sources and reasonable efforts
to collect payments for services from third-party insurance payors, governmental payors and
self-paving patients.

To be eligible for an allocation of funds or a rate adjustment, a diagnostic and treatment
center must provide z comprehensive range of primary health care services and must
demonstrate that a minimum of five percent of total clinic visits reported during the applicable
base ear p ricLd went:.. uninsured -individuals. The Commissioner may ret^'ospective{ reduce
the allocations of funds or the rate adjustments to a diagnostic and treatment center if it is

vizier management actions or decisions have caused a significantreduction'
for the applicable oerod_inthe delivery of comprehensive primary health care services to
uncompensated care residents of the community.
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rat

and

so
0

d -after July 1,_2003 funds shat{-b- made available for adjustments to

V-Qlun

	

Nol -P et D&J

A. For the period July 1, 2003 throu ltq December 31, 2003, uo to seven million five

hundred thousand dollars;
B. For the P e r i o d January 1 004 through December 31. 2004, un to fifteen million

dollars:
C. For the period January 1. 2005 through June 30, 2005- up tot seven million five

hundred thousand dollars.

treatment centers

For

avments for the followin 0

0 er 0 CM

11&TCs or the followin
catPE ries of el

Lifteriods in the followin
Cl ible com 0 re ensive volunta

a oa re 0
0 dia 0 nostic
ate amounts:

P IiC D&TCr r^tihe
Hospitals Cor%

Qper419c1 In the New YthMA anHea

A. For the period July 1, 2003 through December 31, 2003, un to nine million

dollars:
B. For the period January 1, 2004 through December 31. 2004, up to eighteen

mil l ion dollars;
C. For the period Janus 1, 2005 through June 30, 2005 -up to nine million dollars.

Put 6't P&TC
Corporation

the NewYork City HeaWand_H

A. For the -period July 1, 2003 through December 31 2003-0 to six million dollars:

B. For the period January-1, 2004 through December 31, 004, up to twelve million

dollars;
C. For the period January 1, 2005 through June 30, 2005. up to six million dollars.

1 Eu
3-32
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Methodolo

A nominal payment amount for the financing of losses associated with the delivery of

uncompensated care will be established for each eligible diagnostic and treatment center in

each of the followinn-categories : voluntary non-profit Diagnostic and Treatment Centers

(D&TCs), public D& G Cs other than those operated by the New York City Health And

Hospitals 'Corporation, and public D&TCs operated by the New York City Health And

Hospitals Corporation. The nominal payment amount shall be calculated as the sum of the

dollars. attributable to the application of an incrementally increasing nominal coverage

percentage of base year period losses associated with the delivery of uncompensated care

for percentage increases in the relationship between base year period eligible uninsured

care clinic visits and base year period total clinic visits accordina to the foliowin scale:cale:

Percent of eligible bad debt and charity care

	

Percent of nominal financial

clinic visits to total visits

	

loss coverage

uo to 15%k

	

50%

15-3-0%

	

75%

over 30%

	

100%

The uncompensated care rate adjustments for each eligible diagnostic and treatment center

shall be based on the dollar value of the result of the ratio of total funds allocated for

distributions for diagnostic and treatment centers within the applicable category to the total

statewide nominal payment amounts for all -eligible diagnostic and treatment centers within

the applicable category applied to the nominal payment amount for each such diagnostic

and treatment center.

Adjustments to rates of payment made pursuant to this section may be added to rates of

payment or made as aggregate payments to eligible diagnostic and treatment centers and

shall not be subject to subsequent adjustment or reconciliation.
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Non-hlostal Based Fr

	

ndinta or Loca l Health Department

	

ra

	

General
Medical Clinics

Non-hospital sed-keestandingng or local health department berated general clinics
sponsored by municipalities that received state aid for the 1989-90 state fiscal year in support
of non-hospital based live-standing or local health department operated general medical clinics
shall receive an uncornoensated care rate adjustment _for the period July 1 2003 through
December 31, 2003, of not less than one-half the amount received in the 1989-90 state fiscal
year for general medical clinics.

	

For the period January 1, 2004 through December 3004 each such eligible general
clinic shall receive an uncompensated care rate adjustment of not less than twice the amount
calculated pursuant to the previous paragraph.

For the period January 1, 2005 through June 30, 2005, each such -eligible general clinic
shall receive an uncompensated care rate adjustment of not less than the amount calculated
pursuant to the first para graph.

Adjustments to rates of payment made pursuant to this section may be added to rates
of payment or made as-aggregate-payments to eligible general clinics and shall not be subject
to subsequent adjustment or reconciliation.

TN- 03-32
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glaanostic And Tre ertt_ enters With Less Than o Years ®orerati?ng
xperien

Forpetiods on and after July 1-2003, funds shah be made available for
adjustments to rages of payment for a igible diagnostic and treatment centers with less
than two years of operaVni ,g .experience and_dlagnostic and treatment centers which
have received certificate of need approval on-applications which indi to a -significant
increase in uninsu red visits. for the followinaperiods and in the following aggregate
amounts-

For the period July 1, 2003 through December-31. 2005, up to one million
five hundred thousand dollars;

® For the Period January 1, 2004 through Decefnber 31, 2004, up to three
million dollars'

For the period January 1. 2005 through June 30, 2005, up to one million
five hundred thousand dollars.

To be eligible for a rate adjustiment a diagnostic _and-treatment center shall be a
voluntary non-profit or publidysponsored diagnostic and treatment center providing a
comprehensive raiige_of Primary healthcare services and be eligible to receive a
Medicaid budgeted

	

prior to April first of the applicable rate a ' stment giod after
which time, the Department shall issue rate adjustments pursuant to the Information
provided in this plan for such periods. Rate adjustments made-pursuant-to this section
shall be allocated based upon each eligible facihty's proportional share of costs for
services rendenad to uninsured patients which have otherwise not been used for
establishing distndka ions to the total of all qualifying facilities. For the purposes of this
section, costs shai,l be measured by multiplying each facility's Medicaid budgeted rate by
the estimated nun Aber of its reported for services anticipated to be rendered to
uninsured patients meeting the aforementioned criteria, less any anticipate patient
service revenues received from such uninsured patients during the applicable rate
adjustment period.

Adjustments to rates of payment made pursuant to this section may be added to
rates of payment c r made as aggregate payments to eligible diagnostic and treatment
centers and shall not be subject to subsequent adjustment or reconciliation.
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Ambulatory Patient Group System

For dates of service beginning September 1, 2009 through June 30, 2012, for freestanding
Diagnostic and Treatment Center (D&TC) and ambulatory surgery center services, the operating
component of rates shall be reimbursed using a methodology that is prospective and associated
with resource utilization to ensure that ambulatory services are economically and efficiently
provided. The methodology is based upon the Ambulatory Patient Group (APG) classification
and reimbursement system. This methodology incorporates payments for the separate covered
Medicaid benefits in accordance with the payment methods for these services. Reimbursement
for the capital component of these rates shall be made as an add-on to the operating
component as described on Page 2(m) of this section.

The Ambulatory Patient Group patient classification system is designed to explain the amount
and type of resources used in an ambulatory visit by grouping patients with similar clinical
characteristics and similar resource use into a specific APG. Each procedure code associated
with a patient visit is assigned to an APG using the grouping logic developed by 3M Health
Information Systems (3M). When evaluation and management codes are coded, the APG
grouping logic also uses the diagnosis code to make the APG assignment. Ultimately, the
procedures and diagnoses coded for a patient visit will result in a list of APGs that correspond
on a one-for-one basis with each procedure coded for the visit.

The following is a list of definitions relating to the Ambulatory Patient Group
reimbursement system.

Allowed APG Weight shall mean the relative resource utilization for a given APG after
adjustment for bundling, packaging, and discounting;

Ambulatory Patient Group (APG) shall mean a group of outpatient procedures
encounters or ancillary services, which reflect similar patient characteristics and resource
utilization and which incorporate the use of ICD-9-CM diagnosis and HCPCS procedure codes,
as defined below APG are defined under 3M's grouping logic outlined in the APG Definitions
Manual version 3.1 dated March 6, 2008 and as subsequently amended by 3M;

APG Relative Weight shall mean a numeric value that reflects the relative expected average
resource utilization (cost) for each APG as compared to the expected average resource
utilization for all other APGs.
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Ancillary Services shall mean laboratory and radiology tests and procedures ordered to assist in

patient diagnosis and/or treatment. A list of ancillary services is available on the NYSDOH website at,

http://www.nyhealth.gov/health care/medicaid/rates/aga/index.htm.

APG Software shall mean the New York State-specific version of the APG computer software developed

and published by 3M Health Information Systems (3M) to process HCPCSICPT-4 and ICD-9-CM code

information in order to assign patient visits. at the procedure code level, to the appropriate APGs and

apply appropriate bundling, packaging, and discounting logic to in turn calculate the final APG weight and

allowed reimbursement for a patient visit. Each time the software is updated, 3M will automatically send

updated software to all license holders. Providers and other interested parties that do not purchase the

grouper software, can perform the computations accessing the APG definitions manual, which is

available on the 3M website. The appropriate link can also be found on the NYSDOH website.

Base Rate shall mean the dollar value that shall be multiplied by the allowed APG weight for a given APG,

or by the final APG weight for each APG on a claim to determine the total allowable Medicaid operating

payment for a visit.

Case Mix Index is the actual or estimated average final APG weight for a defined group of APG visits.

Coding Improvement Factor is a numeric value used to adjust for more complete and accurate

coding for visits upon implementation of the APG reimbursement system. The current coding

improvement factors are 10.20 for freestanding clinics, 3.59 for ambulatory surgery centers, 2.14 for

renal centers. and 4.57 for dental schools.

Consolidation/ Bundling shall mean the process for determining if a single payment amount is

appropriate in those circumstances when a patient receives multiple APG procedures during a single

patient visit. In some cases, a procedure will be considered part of a more complicated procedure. In this

case the payment for the less complicated procedure will be included in the payment for the more

complicated procedure and the claim line for the less complicated procedure will show zero payment for

that procedure. Consolidation logic is defined in the 3M Health Information Systems' APG Definitions

Manual version 3.1 dated March 6, 2008, and as subsequently amended by 3M.

Current Procedural Terminology-fourth edition (CPT-4) is the systematic listing and coding of

procedures and services provided by Physicians or other related health care providers It is a subset of

the Healthcare Common Procedure Coding System (HCPCS). The CPT-4 is maintained by the American

Medical Association and HCPCS are maintained by the Centers for Medicare and Medicaid Services. Both

coding systems are updated annually.

Discounting shall mean the reduction in APG payment that results when related procedures or ancilia

services are performed during a single patient visit. Discounting is always at the rate of 50%

Final APG Weight shall mean the allowed APG weight for a given visit as calculated by the APG soft care

using the logic in the APG definitions manual, including all adjustments applicable bundling packaging

and discounting.
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"HCPCS Codes" are from the Healthcare Common Procedure Coding System, a numeric
coding system maintained by the Centers for Medicare and Medicaid Services (CMS) and used
to identify services and procedures for purposes of billing public or private health insurance
programs CPT (Common Procedure Terminology) codes are a subset of the HCPCS coding
s sy tfem.

international Classification of Diseases, 9th Revision -Clinical Modification (ICD-9-
CM) is a comprehensive coding system maintained by the federal Centers for Medicare and
Medicaid Services in the U.S. Department of Health and Human Services. It is maintained for
the purpose of providing a standardized, universal coding system to identify and describe
patient diagnosis, symptoms, complaints, condition and/or causes of injury or illness, It is
updated annually.

Packaging shall mean those circumstances in which payment for routine ancillary services or
drugs shall be deemed as included in the applicable APG payment for a related significant
procedure or medical visit. There is no packaging logic that resides outside the software.

"Peer Group" shall mean a group of Providers or-services that share a common APG base
rate. Peer groups may be established based on a geographic region, service type, or
categories of patients. There are ten DTC peer groups for initial APG implementation: General
Clinic upstate: General Clinic downstate; Academic Dental upstate; Academic Dental downstate
Ambulatory Surgery upstate; Ambulatory Surgery downstate; Renal upstate; Renal downstate,
Mental Retardation, Developmental Disability, Traumatic Brain Injured upstate; and Mental
Retardation, Developmental Disability Traumatic Brain Injured downstate.

"Region" shall mean the counties constituting a peer group that has been defined, at least in
part, on a regional basis The downstate region shall consist of the five counties comprising
New York City, as well as the counties of Nassau, Suffolk, Westchester, Rockland, Orange,
Putnam, and Dutchess. The upstate region shall consist of all other counties in New York State.

"Visit" shall mean a unit of service consisting of all the APG services performed for a patient on
a single date of service and related ancillary services.
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Reimbursement Methodology

I.

		

The initial calculation of the APG relative weights were developed using line level
charges from 2005 New York Medicaid hospital claims converted to cost using the
ratio of cost to charges methodology The line level costs were brought up to the
APG level to determine the average cost of each APG.

a. The APG relative weights shall be updated at least annually based on hospital
claims data. These APG and weights are set as of Seotember 1 2009, and are
effective for specified services on and after that date. The APG's and their
relative weights are published on the NYS Department of Health website at:
htW://www.

	

state nv us/health care medicaid/ratesfaoo/d

	

orooosed regulations,pdf.

b. The APG relative weights shall be re-weighted prospectively. The initial re -

weighting will be based on Medicaid claims data for hospitals from the
December 1. 2Q08 through September 30, 2009 period. Subsequent re-
weightings will be based on Medicaid hospital claims data from the most recent
twelve month period and will be based on complete and accurate line level
procedure and charge data and ratio of cost to charge data.

c. The Department shall correct material errors of any given APG relative weight.
Such corrections shall make use of benchmarking data consisting of payment
information from other payers (including Medicare) reimbursing comparable
services. Corrections to material errors in individual APG relative weights shall
be made on a prospective basis.

II.

		

The case mix index is an expression of the average paid APG weight for a given peer
group after consolidation, packaging and discounting Case mix indices shall be
calculated by running applicable freestanding D&TC and ambulatory surgery center
claims data through the latest version of the APG software to determine the average
final APG weight of the visits Outlier claims or claim lines may be excluded from

	

this calculation to assure overall accuracy of the final case mix index. The initial

	

recalculation of case mix indices will be based on freestanding D&TC and ambulatory
surgery center Medicaid data from the January 1, 2009 through November 30, 2009
period. Subsequent recalculations will be based on freestanding D&TC and
ambulatory surgery center Medicaid claims data from the most recent twelve month

ep riod.
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III. The APG base rates shall be undated at least annually. The initial update will be based on

claims data from the September 1, 2009 through November 30, 2009 period, and subsequent

updates will be based on Medicaid claims data from the most recent twelve month period,

and will be based on complete and accurate billing data. APG base rates shall be rebased

each time the APG relative weights are reweighted,

a. If it is determined by the Department that an APG base rate is materially incorrect, the

Department shall correct that base rate prospectively so as to align aggregate

reimbursement with total available funding. APG payments shall also reflect an

investment of $13.54 million for dates of service from September 1, 2009 through

March 31, 2010, and $12.5 million for each annual period thereafter. The case mix

index shall be calculated using 2005 claims data.

IV. For the period September 1, 2009 to November 30, 2009, the APG base rates shall be

calculated using the total operating reimbursement for services and related ancillaries and the

associated number of visits for services moving to APG reimbursement for the period January

1, 2007 to December 31, 2007. APG payments shall also reflect an investment of $13.54

million for dates of service from September 1, 2009 through March 31, 2010, and $12.5

million for each annual period thereafter. The case mix index shall be calculated using 2005

claims data.

a. For all rate periods subsequent to November 30, 2009, estimated total operating

reimbursement for services and related ancillaries and the estimated number of visits

shall be calculated based on historical claims data. The initial reestimation will be

based on claims data from the September 1, 2009 through November 30, 2009, and

subsequent modifications will be based on Medicaid claims data from the most recent

twelve month period, and will be based on complete and accurate data.

b. The estimated case mix index shall be calculated using the appropriate version of the

3M APG software based on claims data. This initial estimate will be adjusted based on

Medicaid freestanding D&TC and ambulatory surgery center claims data from the

September 1, 2009 through November 30, 2009 period, and subsequent modifications

will be based on Medicaid freestanding D&TC and ambulatory surgery center claims

	

data from the most recent twelve month period, and will be based on complete and

accurate line level procedure and charge data and ratio of cost to charge data.
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V. Rates for new D&TC clinics during the transition period

a. D&TC clinics which commence operation after December 31, 2007, and prior to
January 1, 2012, and for which rates computed pursuant to the Public Health
Law are not available shall have the capital cost component of their rates based
on a budget as submitted by the facility and as approved by the Department and
shall have the operating component of their rates computed in accordance with
the following:

b. For the period September 1, 2009 through December 31, 2009, 75% of such
rates shall reflect the historical 2007 regional average peer group payment per
visit as calculated by the Department, and 25% of such rates shall reflect APG
rates as described beginning on Page 2(k) of this plan amendment-

c. For the period January 1, 2010 through December 31, 2010, 50% of such rates
shall reflect the historical 2007 regional average peer group payment per visit as
calculated by the Department and 50% of such rates shall reflect APG rates as
described beginning on Page 2(k) of this plan amendment;

d. For the period January 1, 2011 through December 31, 2011, 25% of such rates
shall reflect the historical 2007 regional average peer group payment per visit as
calculated by the Department, and 75% of such rates shall reflect APG rates as
described on Page 2(k) of this plan amendment:

e. For periods on and after January 1 2012, 100% of such rates shall reflect APG
rates as described on Page 2(k) of this plan amendment;

f. For the purposes of this subdivision, the historical 2007 regional average peer
group payment per visit shall mean the result of dividing the total facility specific
Medicaid reimbursement paid for D&TC clinic claims for each peer group, as
defined on Page 2(j) of this plan amendment paid in the 2007 calendar year in
the applicable upstate or downstate region for all rate codes reflected in the APG
rate-setting methodology, divided by the total visits on claims paid under such
rate codes.
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VI.

	

Rates for new freestanding ambulatory surgery centers during the transition period

a. Freestanding ambulatory surgery centers which commence operation after
December 31, 2007, and prior to January 1, 2012, and for which rates computed
pursuant to Public Health Law §2807(2) are not available, shall have the capital
cost component of their rates computed in accordance with the methodology
described in item IV on page 2(o) of this plan amendment and shall have the
operating cost component of their rates computed in accordance with the
following:

b. For the period September 1 2009 through December 31, 2009, 75% of such
rates shall reflect the historical 2007 regional average payment per visit as
calculated by the Department, and 25% of such rates as described beginning on
Page 2(k) of this plan amendment;

c. For the period January 1. 2010 through December 31, 2010, 50% of such rates
shall reflect the historical 2007 regional average payment per visit as calculated
by the Department, and 50% of such rates shall reflect APG rates as described
beginning on Page 2(k) of this plan amendment;

d. For the period January 1, 2011 through December 31, 2011, 25% of such rates
shall reflect the historical 2007 regional average payment per visit as calculated
by the Department, and 75% of such rates shall reflect APG rates as described
on Page 2(k) of this plan amendment;

e. For periods on and after January 1, 2012, 100% of such rates shall reflect APG
rates as described on Page 2(k) of this plan amendment; and

f. For the purposes of this subdivision, the historical 2007 regional average peer
group payment per visit shall mean the result of dividing the total facility specific
Medicaid reimbursement paid for freestanding ambulatory surgery centers
services claims paid in the 2007 calendar year in the applicable upstate or
downstate region for all rate codes reflected in the APG rate-setting
methodology, divided by the total visits on claims paid under such rate codes.
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The following is a description of the methodology to be utilized in calculating rates of payment

under the Ambulatory Patient Group classification and reimbursement system.

1. Claims containing ICD-9 diagnostic and CPT-4 procedure codes are submitted to the

Department on appropriate forms or in the accepted electronic format.

IL. Claims are reviewed electronically to assign each valid procedure code to the

appropriate APG using the APG software logic. Invalid codes will be assigned to an error

APG and not given further consideration in the payment process.

III. Each valid APG on the claim is assigned a relative weight. At this time the software logic

also determines an allowed weight based upon whether each APG on the claim is to be

paid in full, packaged, consolidated, or discounted.

IV. The allowed weights for each valid APG on the claim are then summed to arrive at the

final weight for this claim. This final weight is multiplied by an operating base rate that

is specific to the peer group to which the claim has been assigned resulting in the APG

operating cost reimbursement amount for this claim. For freestanding clinic services,

capital will continue to be paid as an add-on using the existing, previously approved

methodology. The capital cost component for ambulatory surgery services shall be the

result of dividing the total amount of capital cost reimbursement paid to such facilities

pursuant to the current Products of Ambulatory Surgery (PAS) system for the 2007

calendar year for the Upstate Region and for the Downstate Region and then dividing

each such regional total amount by the total number of claims paid through the PAS

system within each such region for the 2007 calendar year.

V. A separate base rate calculation shall be calculated for each peer group established by

the Department. All Medicaid reimbursement paid to facilities for services moving to

the APG reimbursement system (e.g., freestanding clinic and ambulatory surgery center

services); during the 2007 calendar year and associated ancillary payments will be

added to an investment of $13.54 million for dates of service from September 1, 2009

through March 31, 2010, and $12,5 million for each annual period thereafter to form

	

the numerator. The peer group specific case mix index multiplied by the coding

improvement factor and the 2007 base year visits will form the denominator resulting in

a base rate for that peer group
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The following is an example of a sample APG base rate calculation:

a. 2007 Peer Group Reimbursement $51,000,000

b. Additional Investment

	

$25,000,000

c. Case Mix Index

	

8.1610

d. Coding Improvement Factor

	

1.05

e. 2007 Base Year Visits

	

50,000

($51,000,000 + $25,000,000) / (8.1610 x 1.05 x 50,000) ° $177.38 (Base Rate)

	

VI. During the transition period, reimbursement for freestanding clinic and ambulatory
surgerYcenter services shall consist of a blend of each facility's average 2007 Medicaid
rate and the APG calculation for that visit. The average 2007 Medicaid rate for purposes
of blending is computed by dividing the amount paid in calendar year 2007 for all rate
codes reflected in the APG rate setting methodology, by the total visits paid through
those codes for the same time period. In the initial phase (ending December 31, 2009)
25% of the operating payment for each visit will be -based upon the APG reimbursement

	

methodology and 75% will be based upon the provider specific average operating
payment for calendar year 2007. During 2010, the blend will be 50 /50. During 2011,

	

the blend will be 75125, Payments will be based upon 100 % of the APG operating

component beginning on January 1, 2012. Per the enabling statute, as new services the
Education APGs and the Extended Hours APGs are not subject to the blend requirement.
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The following shall be excluded from the APG reimbursement system:

® Drugs and other pharmaceutical products and implantable family planning devices for
which separate and distinct outpatient billing and payment were authorized by the
Department as of December 31, 2007, and as set forth by the Department in written
billing instructions issued to providers.

® HIV counseling and testing visits, HIV counseling (no testing), post -test HIV counseling
visits (positive results), day health care service (HIV).

® TB/directly observed therapy - downstate levels 1 and 2. TB/directly observed therapy.
® Upstate levels 1 and 2, AIDS clinic therapeutic visits in general hospital outpatient

clinics.
® Child rehabilitation services provided under rate code 2887 in general hospital outpatient

clinics.
® Medicaid obstetrical and maternity services (MOMS) provided under rate code 1604.
• Visits solely for the purpose of receiving ordered ambulatory services.
® Visits solely for the purpose of receiving pharmacy services.
® Visits solely for the purpose of receiving education or training services, except with

regard to services authorized pursuant to clause (A) of subparagraph (ii) of pars rg aph
(f) of subdivision 2-a of X2807 of the Public Health Law.

• Visits solely for the purpose of receiving services from licensed social workers, except
with regard to psychotherapy services provided by Federally Qualified Health Centers or
Rural Health Centers choosing to participate in the APG system, or as authorized
pursuant to clauses (C) and (a) of subparagraph ii of paragraph (f) of subdivision 2-a
of 82807 of the Public Health Law.

	

® Visits solely for the pulse of receiving group services, except with regard to clinical

	

group psychotherapy services provided by Federally Qualified Health Centers or Rural
Health Centers choosing to participate in the APG system and provided, however, that
reimbursement for such group services shall be determined in accordance with state
regulation. .
Offsite services, defined as medical services provided by a facility's outpatient staff at
locations other than those operated by and under the facility's licensure under Article 28

	

of the Public Health Law, or visits related to the provision of such offsite services, excel

	

with regard to offsite services provided by Federally Qualified Health Centers or Rural
Health Centers.
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The following APGs shall not be eligible for reimbursement through the APG system:

065 RESPIRATORY THERAPY
066 PULMONARY REHABILITATION
094 CARDIAC REHABILITATION
117 HOME INFUSION
118 NUTRITION THERAPY
190 ARTIFICIAL FERTILIZATION
311 FU LL DAY PARTIAL HOSPITALIZATION FOR SUBSTANCE ABUSE

312 FULL DAY PARTIAL HOSPITALIZATION FOR MENTAL ILLNESS

313 HALF DAY PARTIAL HOSPITALIZATION FOR SUBSTANCE ABUSE

314 HALF DAY PARTIAL HOSPITALIZATION FOR MENTAL ILLNESS

319 ACTIVITY THERAPY
320 CASE MANAGEMENT - MENTAL HEALTH OR SUBSTANCE ABUSE

371 ORTHODONTICS
427 BIOFEEDBACK AND OTHER TRAINING
430 CLASS I CHEMOTHERAPY DRUGS
431 CLASS II CHEMOTHERAPY DRUGS
432 CLASS III CHEMOTHERAPY DRUGS
433 CLASS IV CHEMOTHERAPY DRUGS
434 CLASS V .CHEMOTHERAPY DRUGS
450 OBSERVATION
452 DIABETES SUPPLIES
453 MOTORIZED WHEELCHAIR
454 TPN FORMULAE
456 MOTORIZED WHEELCHAIR ACCESSORIES

492 DIRECT ADMISSION FOR OBSERVATION INDICATOR

500 DIRECT ADMISSION FOR OBSERVATION - OBSTETRICAL

501 DIRECT ADMISSION FOR OBSERVATION - OTHER DIAGNOSES

999 UNASSIGNED

jJR 1 0 281
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The following APGs shall not be eligible for reimbursement when they are presented as the only
APG or APGs applicable to a patient visit or when the only other APGs presented with them are
one or more of the APGs listed in the list of APGs not eligible for reimbursement:

280 VASCULAR RADIOLOGY EXCEPT VENOGRAPHY OF EXTREMITY
284 MYELOGRAPHY
285 MISCELLANEOUS RADIOLOGICAL PROCEDURES WITH CONTRAST
286 MAMMOGRAPHY
287 DIGESTIVE RADIOLOGY
288 DIAGNOSTIC ULTRASOUND EXCEPT OBSTETRICAL AND VASCULAR OF LOWER

EXTREMITIES
289 VASCULAR DIAGNOSTIC ULTRASOUND OF LOWER EXTREMITIES
290 PET SCANS
291 BONE DENSITOMETRY
298 CAT SCAN - BACK
299 CAT SCAN - BRAIN
300 CAT SCAN - ABDOMEN
301 CAT SCAN - OTHER
302 ANGIOGRAPHY, OTHER
303 ANGIOGRAPHY, CEREBRAL
330 LEVEL I DIAGNOSTIC NUCLEAR MEDICINE
331 LEVEL II DIAGNOSTIC NUCLEAR MEDICINE
332 LEVEL III DIAGNOSTIC NUCLEAR MEDICINE
380 ANESTHESIA
Q LEVEL I PATHOLOGY
391 LEVEL II PATHOLOGY
392 PAP SMEARS
393 BLOOD AND TISSUE TYPING
394 LEVEL I IMMUNOLOGY TESTS
395 LEVEL II IMMUNOLOGY TESTS
396 LEVEL I MICROBIOLOGY TESTS
337 LEVEL II MICROBIOLOGY TESTS
398 LEVEL I ENDOCRINOLOGY TESTS

	

399 LEVEL II ENDOCRINOLOGY TESTS
400 LEVEL I CHEMISTRY TESTS
401 LEVEL II CHEMISTRY TESTS
402 BASIC CHEMISTRY TESTS
403 ORGAN OR DISEASE ORIENTED PANELS
404 TOXICOLOGY TESTS
405 THERAPEUTIC DRUG MONITORING
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406 LEVEL I CLOTTING TESTS
407 LEVEL II CLOTTING TESTS
408 LEVEL I HEMATOLOGY TESTS
409 LEVEL II HEMATOLOGY TESTS
410 URINALYSIS
411 BLOOD AND URINE DIPSTICK TESTS
413 CARDIOGRAM
414 LEVEL I IMMUNIZATION AND ALLERGY IMMUNOTHERAPY
415 LEVEL II IMMUNIZATION
416 LEVEL III IMMUNIZATION
435 CLASS I PHARMACOTHERAPY
436 CLASS II PHARMACOTHERAPY
437 CLASS III PHARMACOTHERAPY
438 CLASS IV PHARMACOTHERAPY
439 CLASS V PHARMACOTHERAPY
45 • SMOKING CESSATION TREATMENT
455 IMPLANTED TISSUE OF ANY TYPE
457 VENIPUNCTURE
470 OBSTETRICAL
471 PLAIN FILM
472 ULTRASOUND GUIDANCE
4-73 CT GUIDANCE

System updating

The following elements of the APG reimbursement system shall be updated no less frequently
than annually:

® the listing of reimbursable APGs and the relative weight assigned to each APG;
the base rates;

® the applicable ICD-9-CM codes utilized in the APG software system;
the applicable CPT-4/HCPCS codes utilized in the APG software system; and

® the APG software system.
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Upper Payment Limit

The State, in order to comply with the Upier Payment Limit (UPL) regulations at 42 CFR
447.321, will mandate the following for all clinics licensed by the NY State Department of
Health, Office of Mental Health, Office of Mental Retardation and Developmental Disabilities,
and the Office of Alcoholism and Substance Abuse Services

® All clinic providers will prepare and file cost reports. The cost reports must be
independently audited for cost and visit data:

® The State will issue notices to all clinic providers no later than December 31, 2009,
that providers must maintain beneficiary "threshold visit" data for all payers, in a
format that will be independently audited and reported on the provider's annual cost
report and/or as a supplemental report for all cost reporting periods beginning on or
after January 1, 2010;

	

® All clinic claims will be subjected to appropriate eMedNY payment edits, which will
deny a claim for incorrect and/or inaccurate billing and coding information, starting
no later than December 31, 2009;

• The aggregate UPL for each category of clinic (private, state owned or operated,
non-state government owned or operated) will be calculated using an average cost
per visit or such other method that may be authorized by CMS;
All costs must be costs that would be allowable using Medicare cost reporting and
allocation principles;

• The State will remove all costs and payments associated with services that do not
meet the definition of a clinic as described in 42 CFR 440. 90, for example
transportation, in-home services, etc.;

® The State will provide a progress report to Centers for Medicare and Medicaid
Services (CMS) by June 30, 2011 on eMedNY editing, claims coding, and the cost
reporting process;

® The State will provide an interim UPL based on 2009 data to CMS by January 1,
2012; and

• The State will submit a full UPL using 2010 cost data by June 30, 2012,
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METHOD OF REIMBURSEMENT

[Flat fee developed by OMRDD and

approved by Division of Budget]

For free standing out patient providers,
OMRDD will establish statewide cost
related flat fees. Fees will be assigned
based on provider specific actual base
year costs or budgets which correspond

	

to the fiscal cycle of the provider. All
fees are subject to approval by the
Division of the Budget.

Site specific, variable, per diem
fees, which are cost related and
developed as follows:

Fee Setting

(1)

		

For the purpose of setting the Day Treatment fee, units of service shall
include the total number of half day units of service (more than three
hours but less than five hours), [and] the number of full day units of
service (five hours or more) and less than half day units of services (such
as in the amount of one and a half hour (1 1/2)). Units of service are

	

billable in the above amounts. Billable services include the initial
contact visit, [for] enrollment for completing a preliminary screening, and
services for individuals formally admitted to the Day Treatment program.

(i)

		

Units of service for the fee setting calculation shall utilize
projected or actual units of service as follows:

(a)

		

For non-State operated Day Treatment programs in Regions II
or III, including those programs in Region I designated or

	elected to a Region II or III reporting year-end and fiscal
cycle, the April 1, 1991 through December 31, 1991 fee setting
calculation shall utilize actual units of service from the
January 1, 1983 through December 31, 1988 cost report. For non-
State operated Day Treatment programs in Region I, including
those programs in Regions II and III designated or elected to
a Region I reporting year-end and fiscal cycle, the July 1, 1991

%J r-
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TYPE OF SERVICE

Ambulatory Services in Facilities
Certified Under Article 16 of the
State Mental Hygiene Law:

OMRDD Clinic Treatment Program
(Programs certified by OMRDD
pursuant to 14 NYCRR Part 679)

OMRDD Clinic Day Treatment Program
(Programs certified by OMRDD
pursuant to 14 NYCRR Part 690)
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to June 30, 1992 fee setting calculation shall utilize actual units of service
from the July 1, 1988 through June 30, 1989 cost report. For State

	

operated Day Treatment programs, the April 1, 1991 through March 31,
1992 fee setting calculation may utilize actual units of service from the
April 1, 1989 through March 31, 1990 cost report.

(b) For the January 1, 1992 through December 31, 1992, April 1; 1992
through March 31, 1993 and July 1, 1992 through June 30, 1993 fee setting

	

calculations, and thereafter actual units of service shall be from the most...,

	

recent] cost report subnitted two years prior to the period for which the fee
is being set. For programs for which OMRDD has not r^^;ved such cyst
report at the time of the fee-setting calculation. OM n shall utilize the
units of service paid for thro gh the Medicaid Management information
System adMIS) durin he require ri-cost report ri a

(c) Projected units of service shall mean the estimated monthly attendance
multiplied by the expected number of days the program will be open for

	

each month. This computation shall be made for each month,, [and]
summed for the number of months in the fee period and annualized.

CM

		

Projected units of service will be used in the absence of actual units of
service from cost reports identified above. Projected units of service will

r G,

purposes. If the estimated units of service have not been received by
OMRDD by the date required. OMRDD shall utilize the units of service
paid for through the MMIS, bed'

	

g with the program's initial

	

certification or the first full month since the change in certified capacity
of urred. If the available MMIS units of service are for less than a twelve
month period. they shall be nn alized for fee- setting purpo

(2) The fee for Day Treatment programs shall be a fixed amount plus operating,
capital and transportation component add-ons. The fixed amount and operating
component add-ons shall reflect base period costs and shall be subject to trend

	

factors as approved by the commissioner., All dollar amounts cited herein shall
reflect costs for the base period of January 1, 1988 through December 31, 1988-

- 3a -

Cn
c

amended o g certificate reflecting a c ange in capacity. Projected
units of service shall be utilized for fee-setting poses until a full-year
cost report. subsequent to the cost report period in which the issuance of
an opt ting certificate for a new site occurred. is used for fee-setting
purposes. Projected units of service shall also be utilized for fee-setting
pTposes anti a full-year cost report. subsequent to the cost re own period

_, ; J, -a JAN 0 1 101
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(i) The operating component add-ons shall be -case mix, case mix intensity.
salary, staff training and utilities. In addition, non-state operated Day
Treatment programs that have submitted cost reports that contain full year

costs for the periods January 1, 1988 through December 31, 1988, and July

1, 1988 through June 30, 1989, and state operated Day Treatment
programs which have submitted cost reports that contain full year costs for
the period April- -1;1989 -through-March-31; 1990-shall-be-eligible-to-
qualify for either a cap adjustment component add-on or an allocation
adjustment component add-on. In addition, non-state operated Day
Treatment programs in Regions II and ff1 that participated in the Salary
Enhancement plan pursuant to previously approved State Plan Amendment

88-48 shall also receive a salary enhancement cost adjustment component
add-on. Operating component add-ons shall reflect base year costs and
shall be subject to a trend factor.

(ii) The capital component shall include property, equipment, and start-up

costs. The capital component will not be subject to trend factor.

(iii) Non-state operated Day Treatment programs in Regions II and III including

those non-state operated Day Treatment programs in Region I designated

or elected to a Region II or III reporting year end and fiscal cycle shall alsc

receive an annualization cost component add-on for the period April 1,

1991 through December 31, 1991.

(iv) The fixed amount shall be $36.67. Effective July 1, 1996, the product of

the administration component of the fixed fee times the units of service

shall be reduced by an efficiency adjustment as described in this

Attachment at subsection (9).

(v) Effective July 1, 1996, there shall be a separate transportation componen,

add-on to the program's fee as described in this Attachment at subsectior

(10).

(vi) The operating component add-ons shall be computed. Such componen

add-ons shall be added to the fixed amount.

(a)

	

Can Mix Component - The Developmental Disabilities Profil4

	

(DDP) shall be completed for each person attending the Dal

Treatment program.

	

individual' s adaptive, maladaptive, an(

health/medical DDP scores shall be assigned* as appropriate to it

	

correspondng DDP percentile level grouping. The case mi:

component add-on will be calcuLated utilizing the

mhx



C/)

	

Attachment 4.19-8
Page 3b

highest DDP score for each individual. Corrected or updated
DDP scores shall be implemented in accordance with
paragraph (5) of Attachment 4.19-B Page 3h of this State Plan.

	

The total number of persons assigned to each percentile level
grouping shall be multiplied by the dollar amount associated
with that percentile level grouping. Total dollars for each
percentile level shall be summed together and divided by the
number, of persons for whom there are DDP scores.

(^) Case Mix Intensity Component Add-On: The highest single
DDP percentile ranking for each individual program participant
in any one of the three DDP scoring categories, adaptive,
maladaptive and health/medical; shallbe summed and divided
by the total number of program participants with DDP scores,
yielding an average percentile level grouping for each program.
The Day Treatment program shall receive the per person dollar

	

amount associated with the identified average percentile level
grouping.

(.c)

	

Staff Training Component - The add- on shall be $.32.

(^) The Utilities Component shall be the amount of utilities as
reported in the appropriate cost report identified in paragraph
(1), divided by the units of service.

	

The utilities amount shall reflect the costs on an annual
basis trended by an amount to be determined by the
commissioner.

A day treatment program shall receive the statewide
median for utilities if the most recent cost report
identified by paragraph (1) is not available, or does not
cover the full period of the cost report.

Utilities may be updated to reflect actual costs and/or
cost increases due to expansion of the physical plant.

{g^

		

Salary Component - The salary component of the fee shall
be computed as follows:

An agency specific salary per FTE shall be computed
for each agency. The agency specific salary per 'FTC
shall be calculated as follows: For non-State operated
Day Treatment programs that filed full year cost reports
for either the January 1, 1988 through December 31,
1988 or July 1, 1988 through June 30, 1,989, the total

(1)

(2)

(3)

(ii



I-r

z

(2)

(.)

	

Attachment 4.19-5
Page 3c

agency Day Treatment non contracted personal service
costs for each Day Treatment program shall be divided
by the total reported agency Day 'Treatment FTEs for
each program and then multiplied by .9533 in order to
reflect a median Day Treatment salary for each agency.
The non contracted personal service costs reported on
the January 1, 1988 through December 31, 1988 cost
report shall be inclusive of 9 months of salary
enhancement for programs that participated in the salary
enhancement program of previously approved State Plan
Amendment 88-48. For State operated Day Treatment
programs that filed full year cost reports for the period
April 1, 1989 through March 31, 1990, the-statewide Day

	

Treatment non contracted personal service costs for all
state operated Day Treatment programs shall be divided
by the total reported Day Treatment FTEs for all state
operated Day Treatment programs and then multiplied

	

by .9533 in order to reflect a.median Day Treatment
salary. The agency salary for all State operated and
non-State operated programs that did not file full year
cost reports, will be adjusted to reflect the agency salary
of other existing Day Treatment programs operated by
the provider. If the provider does not operate other Day
Treatment programs, the Day Treatment agency salary
shall be equal to the agency salary of ICF/DDs and/or
Community Residences operated by the providers. Day
Treatment agency salaries derived from other Day
Treatment programs or ICF/DD and /or Community
Residence programs operated by the provider shall be
adjusted. by .9533 to reflect a, -median- Day Treatment
agency salary. If the provider does not operate any
other Day Treatment, ICF/DD or Community Residence
programs, the agency salary per FTE shall be equal to
the Day Treatment Statewide median salary of $16,799.
Day Treatment programs that have not filed full year cost
reports for the periods identified above, will be
considered to be in a Deficit (1) in accordance with item
(3) below.

The agency salary per FTE shall be compared to the
Day Treatment Statewide median -salary of $16,799.

Surplus / Deficit (1) - A surplus /deficit analysis shall be
computed for each Day Treatment program that filed 12
month cost reports for January 1, 1988 through
December 31, 1988, July 1, 1988 t rough June 30,
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1989, and April 1, 1989 through M arch 31, 1990. For
non-State operated Day Treatment programs in Regions
II and III and those programs in Region I . elected to or
designated to a Region II and III year end and fiscal
cycle, the January 1, 1990 Day Treatment fixed amount
and operating cost components in effect as of October
1, 1990, shall be detrended and compared to the
operating costs from the January 1, 1988 through
December 31, 1988 cost report. For non -State operated
Day Treatment programs in Region I and those
programs in Regions If or III elected to or designated
to a Region I year end and fiscal cycle, the July 1, 1990
Day Treatment fixed amount and operating cost
components in effect as of October 1, 1990, shall be
detrended and compared to the operating costs from
the July 1, 1988 through June 30, 1989 cost report. For
State operated Day Treatment programs, the April 1,
1990 Day Treatment fixed amount and operating cost
components, shall be detrended and compared to the
operating costs from the April 1, 1989 through March
31, 1990 cost report. The surplus or deficit derived from
this analysis shall be titled Surplus /Deficit (1). The
Surplus/Deficit I shall not be computed for budget-
based sites.

(4j Salary component add-ons in accordance with the
schedule identified below shall be added to fixed amount
,for each Day Treatment site.

() If the agency salary per-'F I"E pursuant to item
(2)(v)(e)(J) above is greater than the 50th
percentile of the statewide Day Treatment industry
and the Day Treatment program is experiencing
a Surplus (1) in accordance with item (2)(v)(g)(3)
above, the salary-component shall be $6.10.

(ii If the agency salary per FTE pursuant to item
(2)(v)(g)(1J above is greater than the 50th
percentile of the Day Treatment industry and the
Day Treatment program is experiencing a Deficit
(I) in accordance with item (2)(v)(g)(3) above, the
salary component shall be $6.10 plus the amount
of costs equal to the agency salary per FTE
divided by the Statewide salary of $16,799
multiplied by $29.09, minus $29.09. 21.2 percent
fringe is added to this amount.
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if the adjusted agency salary per FTE pursuant
to item (2)(v)(.t)W above is greater than the 40th
percentile or equal to the Day Treatment
Statewide salary of $16,799, the salary
component add on shall be $6.10.

(jy) If the adjusted agency salary per FTE pursuant
to item (2)(v)(2)(1) above is equal to or greater
than the 30th percentile or less than the 40th
percentile of the Day Treatment industry, the
salary component add on shall be $3.89.

(-) if the adjusted agency -salary per 'FTE pursuant
to item (2)(v)(g)W above is equal to or greater
than the 20th percentile or less than the 30th
percentile of the Day Treatment industry, the
salary component add on shall be $2.37.

(yj) If the adjusted agency salary per FTE pursuant
to item (2)(v)(g)(.,) above is equal to or greater
than the 10th percentile or less than the 20th
percentile of the Day Treatment industry, the
salary component add on shall be $1.50.

{vu

	

If the adjusted agency salary per FTE pursuant
to item (2)(v)(g)(i) above is less than the 10th
percentile of the Day Treatment industry, the
salary component add on shall be $0.

(f) Salary Enhancement Cost Adjustment Component Add-On -
The fixed amount for non -State operated Day Treatment
programs that participated in the salary enhancement plan
pursuant to previously approved State Plan Amendment 88-
48 during the period April 1, 1988 through December 31, 1988
and submitted a 12 month cost report for the same period,
shall receive a salary enhancement cost adjustment component

	

add-on. Budget based Day Treatment programs in Regions II
and III whose agency salary per FTE pursuant to item
(2)(v)(g)(jJ above, is equal to the agency salary of other
existing Day Treatment programs operated by the same
provider shall also receive the salay enhancement cost
adjustment component add-on. The salary enhancement cost

	

adjustment component may be revised to reflect additional
FTEs for programs that have experienced a capacity change
resulting in the issuance of a new operating certificate.
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(1) The salary enhancement cost adjustment component shall be caiculatec
as follows:

(j) For Day Treatment programs in Region II, the total number of direc-
care and support FTEs shall be multiplied by 25 percentof $1,90C
and increased by a fringe benefit factor of .212 percent and dividec
by the u lnei ofts of service pursuant ee.

to paragraph (1),....^'.

	

^.^.

(y) For Day Treatment programs in Region III, the total number o
direct care and support FTEs shall be multiplied by 25 percent o
$1,690 and increased by a fringe benefit factor of .212 percent anc
divided by the units of service pursuant to paragraph (1).

Cap adjustment component add-on and allocation adjustment component add
on.

(jj In order to determine eligibility for either the Cap Adjustment Componen
add-on or the Allocation component add-on, a surplus /deficit analysi.,
shall be computed for each Day Treatment program using operating fee.,
determined in accordance with subparagraphs (2)(iv) and (v)(a) - (I) [.

-[.and the actual units of service from the app riate 1988 cost repo
for non state operated programs and the April 1.1989 through March 31

	

1990 cost report units of service for state operated pro, rams. A;
appropriate, operating fee revenues shall be compared to appropriatE
adjusted program specific operating costs from either the January 1, 198E
through December 31, 1988 or July 1, 1988 through June 30, 1989 or the
April 1, 1989 through March 31, 1990 cost reports. The surplus or defici
derived from this analysis shall be titled Surplus/Deficit (II).

(2) Day Treatment programs determined to be in a Deficit (ii) pursuant tc
subclause (1) above that received salary components in accordance witt
items subclause (2)(v)(e)(4)(i) shall receive a cap adjustment componen,
equal to the Deficit (11) divided by the units of service.

( Day Treatment programs determined to be in a Deficit (II) pursuant tc
clause (1), that received salary components in accordance with item:
(2)(v)(e)(4)(iii) through (vii) shall receive an allocation component equa
to $3.07.
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(iii) The capital component add-on shall be the amount of allowable capital costs and start-up
costs divided by the units of service figure. Such allowable capital costs and start-up costs must
be in accordance with subdivision (j) General Rules for Capital Costs and Costs of Related Path

	

Transactions. in the ICF/DD portion of this Plan. and subdivisi on (k Glossary also in the
ICF/DD portion of this Plan [ may include the cost of principal and interest payments on loan
from the NYS Facilities Development Corporation (hereinafter referred to as FDC) pursuant to
subdivision 13-d of section 5 of the Facilities Development Corporation Act, net of the portion of
such payments attributable to operating costs; provided that the reimbursement of FDC loan
payments is an allowance in lieu of reimbursement of interest and depreciation associated with
the mortgaged property and/or in lieu of reimbursable start-up costs and in lieu of reimbursement
for other underlying allowable costs for which the FDC loan -was. received. A provider which
receives an FDC loan pursuant to subdivision 13-d of section 5 of the Facilities Development
Corporation Act, does not have the option of having included in the calculation of its rate
otherwise allowable interest, depreciation, start-up costs, or the loan's underlying costs instead of
the allowance representing principal and interest. Capital costs and s] start-up costs shall be from
the best available and documented data that reflects the cost expected to be incurred during the
fee period.[ For property acquired or leased on or after January 1, 1986 prior approval by Office
of Mental Retardation and Developmental Disabilities and the Division of the Budget shall be
required in order for such property costs to be reimbursed in the fee.] At the onset of each fee
period, the OMRDD shall review the capital component add-on for substantial material changes.
If said changes are allowable, the capital component shall be revised.

(3) For the January 1, 1991 to December 31, 1991, April 1, 1991 to March 31, 1992 and the July
1, 1991 to June 31, 1992 fee periods, the final fee shall be equal to the capital component
calculated in accordance with (h) above plus the greater of (i) or (ii) below. For the January 1,
1992 to December 31, 1992, April 1, 1992 to March 31, 1993 and the July 1, 1992 to June 31,
1993 fee periods, -and thereafter, the final fee shall be equal to the property and equipment
component calculated in accordance with clause (h) of this state plan plus subparagraph (ii) of
this paragraph:

(i) For non-State operated programs in Region I and those non-State operated programs
designated or elected to a region I year end and fiscal reporting cycle, 99.5 percent of the fixed
fee and operating components contained in the June 30, 1991 fee trended to the July 1, 1991 to
June 30, 1992 fee period. For non-State operated programs in Regions II and III and those non-
State operated programs designated or elected to a Region II or III year end and fiscal reporting
cycle, 99.5 percent of the fixed fee and operating components contained in the December 31,
1990 fee trended to the January 1, 1991 to December 31, 1991 fee period. For State operated
programs, 99.5 percent of the fixed fee and operating components contained in the March 31,
1991 fee trended to the April 1, 1991 through March 31, 1992 fee.
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11x, &W koes 1,& ad
(2) of this State Plan trended to the app

(4)

	

The final adjusted fa shal.1 be equal to The &W fi
above except as provid_4 below as follows :
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in sub tion (3)

Non-and fftate

yea
including

Day Treaftnent prop%zns in Regions II

	

iII
prop-am in Region designated or elected to a Region 11

(i)

reporting and fisca.1 cycle sW receive the ann
component add-on for the period April 1, 1991 to Decetaber 31, 1991.

The

	

be equal to the dLfferemx

between the fee in effect on Mar& 31, 1991

	

the April 1, 1991 final
fee alculated pursuant to subsection (3) for the period Januxy 1, 1991 to

	

March 31, 1991 divided by the units of Service pursuant to subsection (1).
The annualization

	

be added to the final fee
damined in ac*ordam with subsection (3) above, and the resulting fee
s

	

be considered the final adjusted fee.

(ii)

		

The final adjusted fee for aon-state operated Day Treament progra= in
Region I and those f fmcilities designated or elected to a Region I year-end
fisW cycle and state

	

Day T

	

be equal to
the final f
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New York Attachment 4.19-E

(iv) Corrections to the transportation component add-on pursuant to subsection

(10) of Attachment 4.19-B of this State Plan.

(v) Adjustment to actual units of service.

(a) OM DD may, upon request from a Day Treatment provider, adjus

	

the units of service used for the program's calculation for the prig

fee period to actual units of service delivered during such fen
period. However, such adjustment will be limited to situation

where the Day Treatment provider demonstrated the Day Treatmen

program was in a deficit situation for the prior fee period and hac

for reasons beyond its control not been able to deliver the units o

service used to calculate the fee for the prior -fee period.

(b) The Day Treatment provider must request adjustments to the
program's actual units of service within [90] Q days of the close
of the [fee] fiscal reporting period for which the said adjustment i,
sought.

(6) All fees and any corrections to fees shall not be considered final unless approves

by the director of the Division of Budget.

(7) To encourage the closure of developmental centers, the commissioner will conside

proposals la allow the variable costs associated with the closed center or center

	

to become part of the operating expenses of new or existing state operated Da:

Treatment programs. The commissioner will allow a reasonable incentive plan fo

the reimbursement of the increased costs referred to above in state operated Da:

Treatment programs if it is coupled with the closure of a developmental center

An incentive plan would provide for the reimbursement in total of closure relate,

increased costs in the state operated Day Treatment programs without adjustment

or offsets.

(i) The following reimbursement schedule will be used for proposals approved by th

commissioner:

(a) 100% reimbursement of the increased cost for at least one full fee peric

but less than two full fee periods.

(b) 75 % reimbursement of the increased cost for the second full fee peric

Mowing the period defied in subsection (7)(i)(a) above.

(c) 50% reimbursement of the increased cost for the third full fee period.

(d) 25 % of the increased cost for the fourdh full fee period.

-3h1-
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(ii) Costs to be eligible for this incentive plan will include but not be limited to direct

care, support and clinical personal service and fringe benefit amounts for

employees whose most recent prior employment was at a closed or scheduled to

close developmental center.

(a) In order to have the cost of a former developmental center employee

included in the incentive plan, the state operated [facility] Day Treatment

	

program applying for a fee adjustment pursuant to subsection (7) must hire

such employee within twelve months of the, official closing date of the

developmental center.

(b) Salaries and fringe benefit amounts paid to eligible employees by the new

program may not exceed the average salary and fringe amounts paid to

comparable employees currently on that [facility's] payroll.

(c) Any claim made under this provision is subject to audit as noted in section

(5)(ii).

(iii)

	

Incentive plan applications shall be made in writing to the commissioner.

(a) The application shall identify the employees, their job titles, salary levels,

date hired, and the B /DDSO of previous employment.

(b) OMRDD may request such additional information as it deems necessary.

(8) To accelerate the closure and to encourage a reduction in the size of developmental

centers, the commissioner will consider proposals to allow the variable costs associated

with a developmental center to become part of the operating expenses of new and existing

state operated Day Treatment programs. The variable costs associated with the

developmental center will be allowed for the transition which is the period beginning on

the date an official announcement to close a [facility or facilities] -enter or minters and

ending on the date of actual closure. Also variable costs associated with the conversion

of beds which is a substantial material change in the [facility] cen ter census will be

allowed. The commissioner will allow a reasonable incentive for the reimbursement of

the increased costs referred to above in the state operated [community facilities] Day

Treatment programs during the transition and/or conversion period.

(i)

	

The commissioner will allow the following reimbursement for approved

proposals:

-3h2-
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(a)

	

75 % reimbursement of the increased costs incurred during the
transition[al] closure period.

	

On * the effective date of closure,
reimbursement of increased costs will be considered under subsection (7).

(b) 75 % reimbursement of the increased costs incurred during the conversion
period. The conversion period will be for at least one full fee period but
less than two full fee periods. If during the conversion period, an official
announcement of closure occurs, the reimbursement of increased costs
may be considered under subsection (7)(i)(a)..

(ii) Costs to be eligible for this incentive plan will include but not be limited to direct
care, support and clinical personal service and fringe benefit amounts for
employees whose most recent prior employment was at a closed or scheduled to
close developmental center.

(a) In order to have the cost of a former developmental center employee
included in the incentive plan, the [community facility] Day Treatment

r r m applying for a fee adjustment pursuant to subsection (7)(iv) must
hire such employee during the transition[al] and conversion periods.

(b) Salaries and fringe benefit amounts paid to eligible employees by the
[facility] Day Treatment pro g= cannot exceed the average salary and
fringe benefit amount paid to comparable employees currently on that
[facility's] program's payroll.

(c) Any claim made under this provision is subject to audit as noted in section
(5)(ii).

(iii) Incentive plan applications from the provider shall be made in writing to the
commissioner.

- 3h3 -
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fD

		

Effective July 1 1996, there shall be an efficiency adjustment as described herein and
applied as a reduction to the fixed component of the fee.

The efficiency adjustment shall be a percentage reduction based on the $10.12

associated with admstration in the fixed component of the fee. Exce tp_as

	provided for in (ii) of subsection (9) of this section, all cost and revenue

information, used to determine the efficiency adjustment rcentag`es. shall be

based on reported cost and revenue information for the calendar 1992 or 1992-93

cost reporting year. Each provider shall be assigned 'a percentage value from the
table at subclause (3) of this clause, based on total program cost, a program

surplus /deficit group designation and an administration percentage group

designation.

Determination of program surplus/deficit group. A determination shall be

made as to whether each provider has a program . surlalus or deficit. for the

combined total of all community residence and Day Treatment programs

	

and all residential habilitation and day ` habilitation services.

Surplus/deficit shall equal gross revenue (less any prior period

adjustments) minus allowable costs.

For those providers with a reported deficit. this deficit shall be

considered the final deficit amount for the purpose of this

calculation.

For those providers with a reported .program surplus, a certain

portion of that surplus shall be exempted to establish an adjusted

surplus The adjusted surplus shall be the reported surplus minus

the exempt amount Exempt amounts shall be determined as

follows. For providers whose total program costs are:

less than $1 million, the exempt amount shall be $10000

ii

	

between $1 million and less than $3 million, the exempt

amount shall be $22.500.

iii

	

between $3 million and $7 million, the exempt amount

shall be $35.000.

iv

	

over $7 million, the exempt amount shall be $40 000

- 3h4 -
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The reported deficit or the adjusted surplus shall be given one of

the following designations used to determine the efficiency

adjustment percentage in the table at the end of this section:

-92 if the adjusted surplus is equal to. or greater than

$2W.000.

ii

	

Si if the adjusted surplus is from $20.000 to $199.999.

BE if the reported deficit is not greater than ($19.999) or

the adjusted surplus is not greater than $19.999 (BE - break

even).

iv

	

Di if the reported deficit is from ($20.000) to ($199.999).

D2 if the reported deficit is equal to or greater than

($200.000).

Determination of a calculated administration percentage Loup. A

	

determination shall be made of a provider's calculated administration cost,

where administration percentage shall equal administration divided by the

result of total operating cost minus the sum of capital costs and

administration. There shall be five group designations that express the

	

calculated administration percentage as a departure from the average

percentage for all provider agencies. Those percentages centered around

the average are designated with the abbreviation AVG. There are also

two group designations for percentages over the average. abbreviated :OA2

and OA1 and two designations for under the average. abbreviated UA2

and UAl. These abbreviations appear in the table of percentages at the

	

end of this section as well as in the following regional tables. Each

provider's assignment to one of the five group designations shall be based

on the provider's calculated administration percentage total program cost

and elected or assigned region (refer to subdivision (a) of this section).

	

Each provider's administration percentage group designation shall be

determined using the following tables.

Tip 9
3
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REGION ONE

Program Cost in Millions of Dollars (< less than: > greater than)

< $ 1

	

$1 to < $3 ®'$3 to$7

	

> $7

Administration Percentage

	

Group

.3100 PLUS

	

.4500 PLUS .4500 PLUS

	

.4500 PLUS

.2600 .3099

	

.3500 .4499 .3500 .4499

	

,500 .4499

.2300.2599

	

.3200 .3499 .3200 .3499

	

.2800.3499

.1900 .2299

	

.2500.3199 .2400.3122

	

.2400 .2799

.0000.1899

	

.0000 .2499 .0000.2399

	

.0000.2399

OA2
Al

	

AVG
UA1

UA.2

REGION TWO

Program Cost in Millions of Dollars (< less than: > greater than)

< 1

	

$1 to < $3 _.$3 to $7

	

> 7

Administration Percentage

	

Group

.3100 PLUS

	

.4500 PLUS .3500 PLUS

	

.3500 PLUS

.2900 .3099

	

.3500.4499 .2800 .3499

	

.2500 .3 499

.2150. 2899

	

.3200.3499 .2500.2799

	

.1900 .2499

.1900.2149

	

.2500 .3199 .2000.2499

	

.1700.1899

.0000.1899

	

.0000.2499 .0000 .1999

	

.0000 .1699

REGION THREE

Program Cost in Millions of Dollars (< less than: > -greater than)

< 1 $1 to < $3 $3 to $7

	

> $7

Administration Percentage

	

Group

.4200 PLUS

	

.3500 PLUS .2800 PLUS

	

.4200 ]PLUS

.3300.4199

	

.2700.3499 .2550.2799

	

.3300.4199

.2400.3299

	

.2250.2699 .2300.2549

	

.2400.3299

.1851 .2399

	

.1900.2249 .2100.2299

	

.1851 .2399

.0000.1850

	

.0000.1899 .0000.2099

	

.000Q .1850

-3h6-
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Determination of the efficiency adjustment percentage Each provider
shall be assigned an efficiency adjustment g rcentage value from the
following table based on the surplus /deficit group designation and the
administration rcentage group designation The amount associated with

	

the administrati n component of the fixed fee shall be determined by

	multiplying the administration component of the fixed fee times the units
of service The resulting total amount shall then be reduced by an
efficiency adjustment rcenAUL

S2

	

S ii

	

BE

	

01

	

ID2

	

®A2

	

17.00%

	

16.00% 1 5.00% 14.00% 13-00%

	

OAi

	

16,25%

	

15,25%

	

14.25%

	

13.25 0

	

12.25%

	

AVG

	

15-50%

	

14.50%

	

13.50%

	

12.50%

	

11.50 %

	

A1

	

14.75%

	

13.75%

	

12,75%

	

11.75 %

	

10.75%

	

14,00%

	

13,00% .12,00% 11 .00%

	

10.00%

If a provider agency o a new Day Treatment program
subsequent to the 1992 or 1992 -93 cost reporting period. the cell
value designated for the new Day Treatment program. shall be the

	

same cell value as that which is designated for all of the provider's
other Day Treatment programs. and for which 1992 or 1992-93
cost data are available.

New agencies o erating DU Treatment programs subsequent to the

1992 or 1992-93 cost reporting period shall be assigned the center
cell value. i.e.. AVG-BE. in the table found in this subclause.

ii A provider may request that OMRDD use a more recent cost reporting period.

as an alternative to the 1992 or 1992-93 reporting period. to determine the

efficiency adjustment percentage as described herein. Approval to use an

alternative reporting period shall be granted if. upon a fiscal review by the

commissioner it is determined that the cost report for the alternative reporting

period more accurately reflects the provider's current financial status. For the

purpose of determining the efficiency adjustment percentage o&. providers MU

	

submit corrections to their 1992 or 1992-93 cost report.Such corrections shall

be certified by a certified public accountant Providers may request the use of an

alternative reporting period or may submit corrections to their 1992 or 1992-93
_andcost report only once. Such requests or corrections shall be made in writing

	

received by OMRDD by December 31. 1996 Providers shall also have until

December 31. 1996 to notify OMRDD of errors made in calculating the

efficiency adjustment.

UA2
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Effective July. 1. 1996, there shall be a separate transportation component add-on to the

program's fee. This component add-on for each Day Treatment program shall be

determined using the following methodology..
I

f Usingaa payment/rate data sample from calendar years 1995 and 1996, the

weighted transportation average shall be calculated by dividing the a Legate

transportation payments by the aggregate transportation units of service on a

program specific basis. One round trip shall equal one unit of service.

fal

		

The weighted transportation average for each Day Treatment program

shall be ranked among all Day Treatment programs statewide.

If a program' s weighted transportation average is $ 11.16 or less,

the weighted transportation average shall be held 100. percent

harmless.

ii

		

If a program's weighted transportation average exceeds $11.16.

fob percent of the weighted transportation average shall be held.

harmless

) After deducting the forty percent to be held harmless, the net weighted

transportation average for each program (i.e., the remaining 60 percent

of the weighted transportation average,)- hall be re-ranked. Based on the

new percentile rankings. a percentage offset shall be deducted from the net

weighted transportation average. A pro rg am's percentage offset shall be

determined by locating its net weighted transportation average (i.e.,. the

	

remaining 60 percent of the weighted transportation average) in the.

following tables

PERCENTILE RANK

		

NET WEIGHTED

	

PERCENTAGE

TRANSPORTATION AVERAGE OFFSET

5or <

	

$0-$7.26

6to9

	

$7.27-$8.13

0to29

	

$8.14-$10.20

30 to49

	

$10.21-$13.32

to 59

	

$13.33-$13.80

60 to 6„9

	

$13.81-$14.01

70 t 79	$14.02 - $14.97

80 to 84.

	

$14.98 - $15.77

85 or >

	

Over $15.77
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1'l The amount remaining after the application of the percentage offset (the
sixty percent of the weighted transportation average reduced by the offset

percentage in the table above) shall be added to the hold harmless amount
minemsto-deter

If the modified weigh
the modified weighted transportation average shall be adjusted to
$11.16.

If the modified weighted transportation average -exceeds $30.00.

the modified weighted transportation average shall be adjusted to
$30M.

(The modified weighted transportation average shall be multiplied by the

total to and from Day Treatment transportation units and divided by the

total Day Treatment units of service to create a Day Treatment

	

transportation component add-on. This shall be a separate component

added to the Day Treatment fee.

Iii If an agency currently roe vid ng Day Treatment does not have to and from

transportation payment/rate data available for a particular program for the period

used to calculate the modified wei ghted transportation averages; or if a provider

agency opens a new Day Treatment program, the modified weighted

transportation average shall be equal to the lesser of:

Lal the new rogram's budgeted amount for transportation based on the

transportation requirements of the person(s) to be transported to and from
the new Day Treatment program. or

1 the average of the modified weighted transportation averages for all other

Day Treatment programs operated by the provider ,agency.

iii If a provider agency does not currently operate a Day Treatment program and

opens a new Day Treatment program. or if a provider agency does not have to

and from transportation payment/rate data for any of its Day Treatment programs

for the period used to calculate the modified weighted transportation avers

modified weighted transportation average shall be equal to the lesser of:

the new program's budgeted amount for transportation based on the

transportation requirements of the person(s) to be transported to and from

the Day Treatment program. or

	

the average of the modified weighted transportation averages for all day

habilitation programs operated by the provider agency in accordance with

the State's Home and Community Based Services Waiver for persons with

mental retardation and developmental disabilities.

fl
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IMEERM-C
ifiedweiah

Oumam not oue

L 219919M
to the lesser of the new Day Treatment prrogram's budgeted amount for
transportation based on the transportation requirements of -&-person(s) to be
transported to and frgrn the Day Treatment program or 75 percent of the regional
modified weighted transportation average associated with trans rt' individuals
to and from Day Treatment programs. The table below shows the regional
modified weighted transportation averages:

REGION

	

AVERAGE

	

75 PERCENT OF
AVERAGE

$ 16-03

$ 15 .88

$ 11 ,98 -

1

3

(y)

		

Providers that operated only habilitation programs. under the Home and
Community Based Services Waiver, prior to July 1. 1996. and opened a Day

	

Treatment program for the first time between July 1. 1996 and September 26.
1996 and received 75 percent of the regional modified weighted transportation
average for day treatment transportation as the transportation add-on component
to the Day Treatment fee, shall receive a one time fee adjustment based on the
methodological change that became effective on September 26. 1996 as described
paragraph (10)(iii) above. The one time fee adjustment shall be either:

a one time fee increase if the provider's fee effective July 1. 1996 was
lower than the new fee effective September 26. 1996. because the lesser
of the need-based budgeted transportation amount or the average of the
provider agency's day habilitation modified weighted transportation
averages is greater than. 75 percent of .the regional modified weighted
average for transportation to and from day treatment, or

t a one time fee decrease if the provider's fee effective July 1. 1996 was
higher than the new fee effective September 26. 1996. because the lesser
of the need-based budgeted transportation amount or the average of the
provider agenc 's day habilitation modified weighted transportation
averages is less than 75 percent of the regional modified weighted average
for transportation to and from day treatment.
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(11)( i)

		

Effective January 1, 1999 for non-state operated facilities, a
cost of living add-on may be included in the final adjusted

	

fee. This add-on will be an increase to the fee due to a2.5
percent increase in salaries and salary related fringe
benefits. Inclusion of the add-on is subj ect to a resolution of
the facility's governing body that funding received will be
used solely to effect a 2.5 percent increase beginning with
the lowest paid employees. To be deemed reimbursable,
both the resolution and an implementation plan must be
submitted by the facility and approved by the commissioner.

Effective January 1, 1999, for state operated facilities, a
cost of living add-on will be included in the final adjusted

	

fee. This add-on will be the full annual amount of 2.5
percent of the salaries and salary related fringe benefits
included in the final fee.

( iii) Facilities certified as day treatment facilities on or after
May 20, 1999 shall be deemed to have met the requirements
for an approved cost of living add-on described in paragraphs

	

( i) and (ii) of this paragraph, and a corresponding factor shall
be included in the final adjusted fee.

	

Effective July 1 2000 non-state operated facilities may
be eligible for a salary enhancement add-on to be included
in their final net fee. This add-on will recognize the costs of
a $750 annual salary increase per full time equivalent, plus
salary related fringe benefits for direct care and support
workers. Inclusion of the add-on is subject to a resolution

	

of the facility's governing body that funding received will
be used solely to effect this increase. To be deemed
reimbursable both the resolution and an implementation
plan must be submitted by the facility and approved by the
commissioner.
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December 1, 2002. The p ov

	

is re aired tit situ,

	

$1 tter.of

Attestation, signed by the Executive D rector an I es

	

or equivalent of the

governing body, which details how the LA risen .

Effective January 1, 2003, for state operated facilities, a•cost of living adjustment

(COLA) add-on of three percent is included in the final adjusted fee. This add-on

is a three percent increase to the personal service portion of allowed

reimbursement, for expenditures related to recruitment and retention of staff for

the period of April 1, 2002 through March 31, 2003. On. or after January 1, 2003

facilities will receive an amount that they would have receivedAf t^1e COLA add-

on were added to the final adjusted fee on December 1, 2002.

Facilities certified on or after April 1, 2003 shall be deemed - to have met the

requirements for an approved COLA add-on described in subparagrapbs (vii) and

(viii) of this paragraph, and a corresponding factor shall be included in the final

adjusted fee.

(x) The day treatment facility shall be responsible for the cost of services which:

(a) are necessary to meet the needs of consumers while attending the.

program, and

(b) which prior to August 1, 2004 could have been met by home health aide

or personal care services separately billed to Medicaid.

(v)
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Type of Service

	

[Method of Reimbursement]

Office of Alcoholism And Substance Abuse Services (OASAS) Outpatient Services

Chemical Dependence Medically Supervised Treatment and Chemical Dependence
Medically Supervised Withdrawal Services

For dates of service beginning on July 1, 2002, facilities certified solely under article 32 of the
Mental Hygiene Law will be reimbursed based upon per visit fees developed by the Department
of Health and approved by the Division of the-Budget Fees will be prospective, all-inclusive,
and will be based upon reported historical cost and visit data supplied by providers. Operating
and capital cost data is submitted annually on the facility Consolidated Fiscal Report (CFR).
Fees are regionally adjusted to reflect geographic cost variation and are based upon 1998 base
year cost data trended to this initial level.

[DAAA (Clinic Treatment and Day Rehabilitation)]

[Flat fee developed by DAAA and approved by the Division of the Budget]

OMB Outpatient Programs Licensed Under 14 NYCRR Parts 579 and 585: (to be phased
out)

Clinic, Day and Continuing Treatment Programs

For freestanding outpatient providers OMH will establish regional fee schedules which
recognizes regional cost differences. For hospital-based providers, OMH will establish cost-
related rates subject to ceiling limitations. All fees and rates are subject to the approval of the
Division of the-Budget.

In addition to these fees, a provider which has been recommended by the local governmental unit
and designated by the New York State Office of Mental Health can receive a supplemental rate
for clinic and/or day treatment programs to cover the cost of additional rehabilitative services
provided by its community support program(s). Such rates shall be calculated by dividing the
cost of community support program services determined to be eligible for Medicaid
reimbursement by the number of services provided to recipients who are eligible for Medicaid.

Supersedes TN Effective

	

rJUL 01 20

rN (1 2 Approval Date `

	

0 9 2007



Attachment 4.19-B
Page 3j t-I

Type of Service

OMH Outpatient Programs Licensed

	

For Freestanding outpatient providersUnder 14 NYCRR Parts 587 and 588

	

OMH will establish regional fee schedules(to replace existing programs licensed

	

which recognize regional coo differences.under 14 NYCRR Parts 585 and 579

	

For hospital based providers, OMH will
establish cost related rates subject to ceiling
limitations. All fees and rates are subject to
the approval of the Division of the Budget.

Clinic Treatment for Adults, Clinic

	

Continuing Day Treatment fees will beTreatment for Children, Clinic and

	

tiered so that a client's reimbursement willContinuing Day Treatment Programs

	

vary depending on their service utilization
during a month. The fee will decrease when
a client reaches specified, uniform monthly
utilization levels. Freestanding outpatient
providers will have three fees representing
three utilization levels. Hospital based
providers will have two.

In addition to these fees, a provider which
has been recommended by the local
governmental unit and designated by the
New York State Office of Mental Health can
receive a supplemental rate for clinic and/or
continuing day treatment programs to cover
the cost of additional rehabilitative services
provided by its community support
program(s). Such rates shall be calculated
by dividing the cost of community support
program services determined to be eligible
for Medicaid reimbursement by the number
of services provided to recipients who are
eligible for Medicaid.

OMH will also set jecct specific fees for
approved projects which examine innovative
prg m and administrative configurations.
subject to the approval of the Division of the
BZIUL
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_pe of Service

	

Method of Reimbursement

%1 4G Treatment for Adults, Clinic

	

Effective April 1. 2000. OMH will increase the
. ment for Children, Clinic

	

fees paid to certain not-for-profit outpatient and

:ontinuing Day Treatment Programs

	

non-residential programs which are not eligible

for reimbursement as comprehensive
outpatient programs under the regulations of
the Office of Mental Health: and will also
increase fees for programs which are
designated as comprehensive out patient
programs but absent such fee increase would
not be reimbursed at a rate equivalent to the
non- comprehensive programs. In return for
these fee increases. the non -comprehensive
programs will be required to perform additional
case management functions, must agree

	

to
provide emergency response services for
cases deemed "critical", participate in
conjunction with other mental health providers

in the local p lanning process set forth in State

laws and regulations and provide other
additional services as required by OM.H In no
instance will these programs be required to
perform services greater than those performed

	

by programs designated as comprehensive
outpatient programs.
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TYPE OF SERVICE

	

METHOD OF REIMBURSEMENT

Partial Hospitalization

	

OMH will establish regional fee
schedules

	

which

	

recognize
regional cost differences. All
fees are subject to approval by
the Division of the Budget.
There will be limits on the
number of service hours
reimbursed per individual for
each service episode and for a
calendar year.

Comprehensive Outpatient

	

OMH will develop provider
Programs - 14 NYCRR Part 592

	

specific rate supplements to
fees (detailed in 14 NYCRR
Parts

	

579

	

and

	

588]

	

,
outpatient

	

mental

	

health
programs licensed, exclusively
by OMH and rates promulgated by
OMH for outpatient mental
health programs operated by
general hospitals and licensed
by OMH based upon expenditures
approved by OMH to outpatient
programs licensed pursuant to
14 NYCRR Parts 585 and 587
(who] which are designated by
county

	

mental

	

health
departments or OMH.
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TYPE OF SERVICE

Intensive Psychiatric Rehabilitation Treatment

Rehabilitative Services for Residents of
Community-based Residential Programs Licensed
by the Office of Mental Health

Program Type 1:
1) Community Residences

Program Categories
a) congregate-type
b) apartment-based

Program Type 2:
1) Family Based Treatment

Program Type 3:
1) Teaching Family H omes

Page 3 L
Attachment 4.198

OMH will develop a flat fee to be approved by the
Division of Budget. There will be limits on the
number of monthly and calendar year service
hours that may be reimbursed per individual. Of
site service reimbursement will all be limited to a
percentage of each program's total service hours.

OMH will develop monthly and hate monthty rates
for OMH licensed community-based residences of
sixteen (16) or fewer beds to provide physician-
prescribed rehabilitation services for seriously
mentally ill individuals in residences. OMH will
develop rates for services provided to eligible
residents of congregate-type community
residences for both children and adults,
apartment-based community re sidences for adults,
family-based treatment programs for children and
teaching family homes for children. Rehabilitation
services will not include didactic education,
vocational services, and room and board.

Providers of rehabilitation services shall be
assigned an individual provider monthly rate
based upon their cumulative approved costs for all
sites divided by the maximum capacity for their
sites divided by 12 months, divided by the specific
utilization factor established by the Office of Mental
Health for beds in adult congregate programs
(85%). adult apartment p rograrns (83%) or for
children's residential services programs (82%).
Rates for a halt month service shag be 50% of the
monthly rate. The rate calculated under this
methodology will be reduced by $4 for a full month
and $2 for a halt month rate to account for
payment for the four Individual Rehabilitation
Services at a cost of $1.00 per service requ ired
a full month and two individual Rehabilitation
Services at a cost of $1.00 per service required for
a had month.

The rate methodology for rehabilitation servicea

provided In residential progirams operated by

OffIce of Mental Health

	

be the same as for

other licensed provtd

	

except that them

one statewide rate which shag be the lower of
calcu lated rate or the highest rate approved for
other provid
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Providers will be reimbursed through a regionally

Personalized Recovery Oriented Services: based, tiered monthly case payment, based on the

(PROS)

	

number of hours of service provided to the .

ComrnunityRehabilittion and Support

	

individual and his/her collaterals. PROS p_roprams
that offer Clinical Treatment as part of the service
package will be reimbursed at a higher rate than
pro rams which do not. Programs which do not
provide clinical treatmea will be expected to
provide clinical linkages. PROS clients will be
given free choice as to who er they wish to
receive clinical treatment through the PROS.
PROS providers will need to abide by certain
program and billing restrictions if they currencl
operate a clinic and/or choose to offer optional
clinical treatment services within the PROS.

Intensive Rehabilitation If the client receives Intensive Rehabilitation from

a comprehensive PROS. a regionally based

monthly case payment will be paid in addition to

the Community Rehabilitation and Support case

payment. If the client attends a limited license

PROS, an Intensive Rehabilitation case oavrnew
will be paid.

Ongoing Rehabilitation and Support

	

If the client receives Qn oing Rehabilitation and
Support from a comprehensive PROS- a regionally

based monthly case payment wit be paid in
addition to the Community Rehhabilitation and
Support case payment. If the client attends a
limited license PROS, the Ongoing Rehabilitation
and Support case payment will be paid. A pram

which bills for Intensive Rehabilitation cannot
also bill for Ongoing Rehabilitation and Support.
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Assertive Community

	

Services will be provided primarily inTreatment (ACT)

	

the community by a licensed multi-
disciplinary team under the supervision
of a psychiatrist which meets with the
recipient or the recipient's significant
others a minimum of six times per
month for full ACT payment, or two'
times per month for ACT step-down
payment. For full ACT payment, at least
three of the six contacts must be with the
Medicaid recipient. For ACT step-down
services, both of the two required
contacts must be with the client.

Monthly fees as approved by Division of
the Budget will be set by dividing total
gross approved costs by twelve months
and the number of clients and will
include a vacancy factor of 10%.
OMH will consult with DOH regarding
any changes to the fees.
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Laboratory Services

Fee Schedule developed by Department of Health and approved by Division of theBudget. In compliance with Section 2303 of the Deficit Reduction Act of 1984, on theaggregate, Medicaid fees for clinical diagnostic laboratory tests are not to exceed thoseamounts recognized by Medicare.

Home Health Services/Certified Home Health Agencies

Prospective, cost based hourly and per visit rates for five services shall be calculated bythe Department of Health and approved by Division of the Budget. Rates are based on thelower of cost or ceiling, trended or, if lower, the charge. Providers are grouped geographicallyinto upstate/downstate and by sponsorship, public/voluntary. Ceilings are calculated using thegroup cost experience. For purposes of establishing rates of payment by governmentalagencies for certified home health agencies for the period April 1, 1995 through December 31,1995, and for rate periods beginning on or after January 1, 1996 through March 31, 1999, andon July 1, 1999 through March 31, 2000, and on and after April 1, 2000 through March 31,2003, and on and after April 1, 2003 through March 31, [2007] 2009, the reimbursable baseyear administrative and general costs of a provider of services, excluding a provider of servicesreimbursed on an initial budget basis, and a new provider, excluding changes in ownership orchanges in name, who begins operations in the year prior to the year which is used as baseyear in determining rates of payment, shall not exceed the statewide average of totalreimbursable base year administrative and general costs of such providers of services. In the1996, 1997, 1998, 1999, 2001, 2002, 2003, 2004, 2005, 2006, [and] 2007, 2008, and 2009,rate periods respectively the amount of such reduction in certified home health agency rates ofpayments made during the twelve month period running from April 1, of the year prior to therespective rate period through March 31, of such respective rate period shall be adjusted in therespective rate period on a pro-rate basis, if it is determined upon post-audit review by June 15,of the respective rate period and reconciliation, that the savings for the state share, excludingthe federal and local government shares, of medical assistance payments is in excess of onemillion five hundred thousand dollars or is less than one million five hundred thousand dollarsfor payments made on or before March 31, of the applicable twelve month period to reflect theamount by which such savings are in excess of or lower than one million five hundred thousanddollars. The amount of such reduction in certified home health agency rates of payment madeduring the period July 1, 1999 through March 31, 2000, shall be adjusted in the 2000 rateperiod on a pro-rate basis, if it is determined upon post-audit review by June 15, 2000 andreconciliation, that the savings for the state share, excluding the federal and local governmentshares, of medical assistance payments is in excess of one million one hundred twenty-fivethousand dollars or is less than one million one hundred twenty-five thousand dollars forpayments made on or before March 31, 2000, to reflect the amount by which such savings arein excess of or lower than one mill>on one hundred twenty-five thousand dollars.
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For the rate periods on and after January 1, 2005 through December 31, 2006, and April1, 2007 through March 31, 2009, there shall be no such reconciliation of the amount of savingsin excess of or lower than one million five hundred thousand dollars.

In addition, separate payment rates for nursing services provided to patients diagnosed

	

with Acquired Immune Deficiency. Syndrome (AIDS) shall be established based upon regionalservices prices. Such prices shall be computed based upon average nursing costs per visitcalculated by aggregating base year allowable costs and statistics reported by certified homehealth agencies within each of four state regions, and increased by a case mix adjustmentfactor which represents the relative ratio of additional resources needed to provide home carenursing services to AIDS patients when compared to the average case mix of home carepatients. Such AIDS regional nursing prices will be trended annually.

The Commissioner shall adjust medical assistance rates of payment for services providedby AIDS home care programs for purposes of improving recruitment and retention of non-supervisory home care services workers or any worker with direct patient care responsibility inthe following amounts for services provided on and after December first, two thousand two.

Rates of payment by governmental agencies for AIDS home care programs (includingservices provided through contracts with licensed home care services agencies) shall beincreased by three percent.

Providers which have their rates adjusted for this purpose shall use such funds solely forthe recruitment and retention of non -supervisory home care services workers or any workerwith direct patient care responsibility. Providers are prohibited from using such funds for anyother purpose.

The Commissioner is authorized to audit each provider to ensure compliance with thispurpose and shall recoup any funds determined to have been used for purposes other thanrecruitment and retention of non-supervisory home care services workers or any worker withdirect patient care responsibility.

In the case of services provided by providers through contracts with licensed home careservices agencies, rate i ncreases received by providers shall be reflected in either the fees paidor benefits or other supports provided to non-supervisory home care services workers or anyworker with direct patient care responsibility of such contracted licensed home care servicesagencies and such fees, benefits or other supports shall be proportionate to the contracted
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volume of services attributable to each contracted

	

ncies shall submit to providers with which
they contract written certifications attesting that suc

	

n s will be used solely for the purposes of recruitment
and retention of non-supervisory home care services workers or any worker with direct patient care
responsibility and shall maintain in their files expenditure plans specifying how such funds will be used for such
purposes. The Commissioner is authorized to audit such agencies to ensure compliance with such
certifications and expenditure plans and shall recoup any funds determined to have been used for purposes
other than those set forth in this section.

The Commissioner of Health will additionally adjust rates of payment for AIDS home care service
providers, for the purpose of improving recruitment and retention of home health aides or other non-
supervisory personnel with direct patient care responsibility.

These additional adjustments to rates of payments shall be calculated by allocating the available
funding proportionally based on each AIDS home care service provider's, home health aide or other direct care
services total annual hours of service provided to Medicaid 'patients, as reported in each such agency's most
recent cost report as submitted to the Department prior to November 1, 2005, to the total of such hours for all
,eligible AIDS home care service providers. The total aggregate available funding for AIDS home care service
providers is as follows:

For the period June 1, 2006 through December 31, 2006 - $540,000.
For the period January 1, 2007 through June 30, 2007 - $540,000.
For the period July 1, 2007 through March 31, 2008 - $1,080,000.

	

For the period April 1, 2008 through March 31, 2009 - $1,080,000
For the period April 1, 2009 through March 31, 2010 - $1,080 000.
For the period April 1, 2010 through March 31, 2011 - $1,080,000.

Payments made pursuant to this section shall not be subject to subsequent adjustment or
reconciliation.

For providers established after November 1, 2005, the Department utilizes Medicaid data from the
initial cost report submitted to the Department, which would allow the inclusion of those providers in the
distribution.

Funds received through this program are to be used solely for the purposes of recruitment and
retention of non-supervisory home care services workers or other personnel with direct patient care
responsibility. Each agency receiving funds shall submit, at a time and in a manner determined by the
Commissioner, a written certification attesting that such funds will be used solely for the purpose of
recruitment and retention of non-supervisory home health aides or any personnel with direct patient care
responsibility. The Commissioner is authorized to audit each such agency or program to ensure compliance
with this written certification and may recoup any funds determined to have been used for purposes other
than recruitment and retention of non-supervisory home health aides or other personnel with direct patient
care responsibility. All government and non-government owned or operated providers are eligible for this
adjustment pursuant to the same uniformly applied methodology.
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Accessibility, Quality, and, Efficiency of Home Care Services

The Commissioner of Health shall adjust rates of payment for services provided by AIDS

home care service providers for the purpose of enhancing the provision, accessibility, quality,

and/or efficiency of home care services. These rate adjustments shall be for the purposes of

assisting such providers, located in social services districts that do not include a city with a

population of over one million persons, in meeting the cost of:

(i) Increased use of technology in the delivery of services, including clinical and
administrative management information systems;

(ii) Specialty training of direct service personnel in dementia care, pediatric care,

and/or the care of other conditions or populations with complex needs;

(iii) Increased auto and travel expenses associated with rising fuel prices, including

the increased cost of providing services in remote areas;

(iv) Providing enhanced access to care for high need populations.

The Commissioner shall increase the rates of payment for all eligible providers in an

[amount up to an] aggregate amount of $16,000,000 annually for the periods June 1, 2006

through March 31, 2007, [and] July 1, 2007 through March 31, 2008, and June 1, 2008 through

March 31, 2009.

Rates will be adjusted in the form of a uniform percentage add-on as [determined]

	

calculated by the Department, based upon the proportion of total allocated dollars, to the total

Medicaid expenditures for covered home care services provided in local social services districts

that do not include a city with a population over one million. All government and non-

government owned or operated providers are eligible for this adjustment pursuant to the same

uniformly applied methodology.

Criminal Background Checks for AIDS Home Care Program Providers

Effective April 1, 2005, AIDS home care program providers must obtain a criminal

history record check from the United States Attorney General for any prospective unlicensed

direct care employee. This includes obtaining, as part of an application for employment, all

information from a prospective employee necessary for initiating the criminal history record
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check, including, but not limited to, a finger print card of the prospective employee. The
federal fee and the costs associated with obtaining the fingerprint card shall be separately
identified on any report of costs submitted to the Department of Health and-shall be deemed an
allowable cost for Medicaid rates of payment. Reimbursement for the period April 1, 2005

	

through March 31, 2006 and for the period April if 2006 through [March 31, 2007] August 31,
2006, shall be made retrospectively based upon cost reports submitted for the 2005 and 2006

	

rate years, respectively. For new providers or existing providers for which cost report data is
unavailable, payment will be based on budgeted costs and subsequently prospectively adjusted
to reflect actual costs. Reimbursement for all types of providers shall total no more than
$5,000,000 for the April 1, 2005 through March 31, 2006 period and no more than.
[$13,400,000] $5,600,000 for the April 1, 2006 through [March 31, 2007] August 31. 2006
period. Reimbursement for the Medicaid share of these costs shall be in the form of an add-on
to the current rates of payment and will be determined by the percent of Medicaid utilization to

	

total utilization for each provider. If the total cost for these criminal background checks for all
types of providers exceeds the amounts set forth for the specified period, provider specific
reimbursement will be reduced proportionally based on each eligible provider's reported costs
for criminal background checks to the total costs of criminal background checks of all eligible
providers.

ff IV tu ember 1, 2006, AIDS home care program providers shall request crimina
history background checks from the Department of Health for unlicensed prospective employees
who will provide direct care or supervision to patients residents, or clients of such providers.
The criminal history information consists of both a state and a national criminal history check.

AIDS home care program providers may claim as reimbursable costs under the medical
y the NYS Division ofassistance program, costs reflecting the fe e established pursuant to law by-the.

Criminal Justice Services for processing a state criminal history informati on check, the fee
imposed by the Federal Bureau of Investigation for a national criminal history check. and the.
administrative costs associated with obtaining the finge1prints and completing the fingerprin

0 acards. These costs shall be se
Department of Health.

telv identified on anv re rt of costs submitted to theLC

- ReimtWrs4nent for the Medicaid share of these costs shall be in the form of an add-on
to the current Medicaid rate_̂ f payment based on the costs reported for the period two years
prior to the rate period. The proportionate costs for criminal background checks will be
allocated to Medicaid based on the percent of Medicaid utilization of services provided to the
total services provided for all payers services being defined as units of service fi.e_ hours or
visits
period two years prior to the rate year to constitute the rate add-on.
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Personal Emergency Response Services

Attachment 4.15-8
(04/10)

I-

Reimbursement for Personal Emergency Response Services (PERS) will be provided
under the auspices of SDSS through contractual arrangements between the LDSS and the
provider. Locally negotiated rates must include the costs for renting or leasing PERS
equipment, the installation, maintenance, and the removal of PERS equipment from the clients
home. A second rate must also be negotiated by the local district for a monthly monitoring
service charge. These two rates must not exceed the local prevailing rate or the SDSS
established cap.

For the period April 1, 1995 through March 31, 1996, the Department of Social Services
in consultation with the Department of Health shall establish a state share medical assistance
cost savings target for each certified home health agency, which is to be achieved as a result of
the agency's development and implementation of personal emergency response services and
shared aide efficiency initiatives. The aggregate of such state share targets shall not exceed
fifteen million five hundred thousand dollars.

Services Provided To Medically Fragile Children

For purposes of this section, a medically fragile child shall mean a child, up to twenty-
one years of age, who is at risk of hospitalization or institutionalization for reasons that include
but are not limited to the following: children who are technologically-dependent for life or
health-sustaining functions; require complex medication regimen or medical interventions to
maintain or improve their health status; or are in need of ongoing assessment or intervention to
prevent serious deterioration of their health status or medical complications that place their life,
health or development at risk. These children are capable of being cared for at home if
provided with appropriate home care services including but not limited to continuous nursing
services.

For the period beginning January 1, 2007 and thereafter [through December 31, 2010],
rates of payment for continuous nursing services for medically fragile children provided by a
certified home health agency, or by registered nurses or licensed practical nurses who are

	

independent providers, shall be established to ensure the availability of such services, and shall
be established at a rate that is thirty percent higher than the provider's current rate for private
duty nursing services. A certified home health agency that receives such rates for continuous
nursing services for medically fragile children shall use such enhanced rates to increase
payments to registered nurses and licensed practical nurses who provide these services. All
government and non -government owned or operated providers are eligible for this adjustment
pursuant to the same uniformly applied methodology.
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Home Telehealth Services

Beginning on October 1, 2007, the Commissioner of Health is authorized to establish feesto reimburse the cost of home telehealth services provided by a certified home healthagency, including th she that provide AIDS home care services.

The Commissioner shall reimburse for telehealth services if such services are providedonly in connection with federal Food and Drug Administration approved and, interoperabledevices, which are incorporated as part of a patient's plan of care.

The purpose of providing telehealth services shall be to assist in the effective monitgringand management of patients whose medical, functional, and/or environmental needs canbe appropriately and cost-effectively. met at home through the application of telehealthintervention.

Reimbursement for home telehealth services is to be provided for Medicaid patients withconditions or clinical circumstances associated with the need for frequent monitoring,and/or the need for frequent physician, skilled nursing or acute care services, and wherethe provision of telehealth services can appropriately reduce the need for on-site or in-office visits or acute long term care facility admissions. Conditions or clinicalcircumstances shall include, but not be limited to, concestive heart failure diabetes,chronic pulmonary obstructive disease wound care, polypharmacv, mental or behavioralproblems limiting self-management, and technology-dependent care such as continuousoxygen; ventilator care, total parenteral nutrition or enteral feeding.

Rates established by the Commissioner of Health and approved by the Director of theBudget shall reflect telehealth services costs on a daily basis to account for daily variationin the intensity and complexity of patients' telehealth service needs. Such rates shallfurther reflect the cost of the daily operation and provision of such services including thefollowing functions performed by a participating certified home health agency:

TN #07-45

	

Approval Date

	

14 2010

Supersedes TN New

	

Effective Date

	

T 0 1 2W



New York
4(a)(i)(5)

	

Attachment 4.19_0
(10/07)

fl monitoring of patient vital signs:
Oft

	

patient education:
iii

	

medication management:
iv

	

equipment maintenance: and
(y) . review of patient trends and/or other changes in patient condition necessitatingprofessional intervention.

Daily rates for home telehealth services provided to Medicaid patients shall not exceed $9.65per day per patient for clients with a class 2 device capable of interoperability and $11.08 perclient per day for clients with a device connected to a home care point of care system. A onetime installation fee of $50 shall also be payable for devices installed in client homes on andafter October 1, 2007.

All providers will be required to disallow any cost (nursing or equipments) related to theprovision of the telehealth service from the base year cost utilized to determine rates for othercost based CHHA services such as nursing and home health aide.

Effective for services on or after October 1, 2007, the following uniform fees will be paid bygovernmental and non-governmental providers:

® Installation

	

$50 per installation• Daily Monitoring -.Type 1

	

$8.88 per daym Daily Monitoring - Type 2

	

$10 .19 per day
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The Department of Health shall calculate an adjustment to the approved rate of

payment for the period July 1, 1995 to December 31, 1995, for each such agency by an amount

sufficient to achieve its agency-specific savings target, as established by the Department of

Social Services,, prior to March 31, 1996. Such adjustment shall not be considered a rate change

or rate adjustment, but shall serve as an off set of payments to the agency against its liability to

the state for savings to be achieved under its agency-speclflc target, as established by the

Department of Social Services.

On or before January 1, 1996, the Department of Social Services shall notify agencies of

the -progress made toward reaching the specific targets, including information on the number of

new clients being served, the types of services provided, and the amount of any state funds

which have been offset from their rates and applied to the agency target. Any agency that

believes that the offset of its. payments was incorrect may request the Commissioner of the

Department of Social Services to review its payments by filing a written request for review with

such Commissioner within ten days of receipt of such notice. If, after reviewing t he

determination, the Commissioner of the Department of Social Services finds that the payments

were incorrect, such Commissioner shall determine the amount of the payments to be restored,

if any, and authorize the payment of any amount incorrectly offset, as soon as possible, but in

no event later than June 30, 1996.

	As soon as practicable after March 31, 1996, the Commissioner of Social Services shall

review.,tiie^total. payments. made. to each; such agency, .the amount of the offset from payments

otherwise due the agency; and the total savings .actually achieved by the agency as a result of

the agency's development and implementation of personal emergency response systems and

shared aide efficiencies initiatives. If the Commissioner of Social Services determines that

payments'to any, agency were, offset in an amount.greater.than. was necessary to meet its

agency-specific savings tar-get-given the agency's actual savings achieved, the Commissioner of

Social Services shall authorize payment of such amount to such agency, as soon as possible,

but in no.event later than June 30, 1996. Any agency dissatisfied with the determination of the

Commissioner of Social Services may request the Commissioner of Social Services to review its

payments, offsets and-savings achieved:by-filing z written request for review with such

Commissioner within'ten days of receipt of such'notice. If, after reviewing the determination,

such Commissioner finds that the determination was incorrect, such Commissioner shall

determine the amount of the payments to be restored,' if any, and authorize the payment of any

amount incorrectly offset,' as soon as possible, but in.no event later than September 30, 1996,
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Effective for the period August 1, 1996 through November 30, [2007] 2009, certified home healthagencies (CHHAs) shall be required to increase their Medicare revenues relative to their Medicaid revenuesmeasured from a base period (calendar year 1995) to a target period (the 1996 target period is August 1,1996 through March 31, 1997, the 1997 target period is January 1, 1997 through November 30, 1997, the1998 target period shall mean January 1, 1998 through November 30, 1998, the 1999 target period shallmean January 1, 1999 through November 30, 1999, the 2000 target period shall mean January 1, 2000through November 30, 2000, the 2001 target period shall mean January 1, 2001 through November 30, 2001,the 2002 target period shall mean January 1, 2002 through November 30, 2002, the 2003 target period shallmean January 1, 2003 through November 30, 2003, the 2004 target period shall mean January 1, 2004through November 30, 2004, the 2005 target period shall mean January 1, 2005 through November 30, 2005,the 2006 target period shall mean January 1, 2006 through November 30, 2006, [and] the 2007 target periodshall mean January 1, 2007 through November 30, 2007, the 2008 target period shall mean January 1, 2008through November 30, 2008, and the 2009 target period shall mean Janua U 1 2009 through November 30,2009, or receive a reduction in their Medicaid payments. For this purpose, regions shall consist of a downstateregion comprised of Kings, New York, Richmond, Queens, Bronx, Nassau and Suffolk counties and an upstateregion comprised of all other New York State counties. A certified home health agency shall be located in thesame county utilized by the Commissioner of Health for the establishment of rates pursuant to Article 36 of thePublic Health Law. Regional group shall mean all those CHHAs located within a region. Medicaid revenuepercentage shall mean CHHA revenues attributable to services provided to persons eligible for paymentspursuant to Title 11 of Article 5 of the Social Services law divided by such revenues plus CHHA revenuesattributable to services provided to beneficiaries of Title XVIII of the Federal Social Security Act (Medicare).

Prior to February 1, 1997, for each regional group, 1996 Medicaid revenue percentage for the periodcommencing August 1, 1996, to the last date for which such data is available and reasonably accurate shall becalculated. Prior to February 1, 1998, prior to February 1, 1999, prior to February 1, 2000, prior to February1, 2001, prior to February 1, 2002, prior to February 1, 2003, prior to February 1, 2004, prior to February 1,2005, [and] prior to February 1, 2006, prior to February 1, 2007, prior to February 1, 2008, and prior toFebruary 1, 2009 for each regional group, the Commissioner of Health shall calculate the prior years Medicaidrevenue percentages for the period beginning January 1 through November 30 of such prior year. BySeptember 15, 1996, for each regional group, the base period Medicaid revenue percentage shall becalculated.

For each regional group, the 1996 target Medicaid revenue percentage shall be calculated bysubtracting the 1996 Medicaid revenue reduction percentages from the base period Medicaid revenuepercentages. The 1996 Medicaid revenue reduction percentage, taking into account regional and programdifferences in utilization of Medicaid and Medicare services, for the following regional groups shall be equal to:

one and one-tenth percentage points for CHHAs located within the downstate region; and[,]

six-tenths of one percentage point for CHHAs located within the upstate region.
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For 1997, 1998, 2000, 2001, 2002, 2003, 2004, 2005, 2006, [and] 2007, 2008, and2009, for each regional group, the target Medicaid revenue percentage for the respective yearshall be calculated by subtracting the respective year's Medicaid revenue reduction percentagefrom the base period Medicaid revenue percentage. The Medicaid revenue reductionpercentages for 1997, 1998, 2000, 2001, 2002, 2003, 2004, 2005, 2006, [and] 2007, 2008, and2009, taking into account regional and program differences in utilization of Medicaid andMedicare services, for the following regional groups shall be equal to:

one and one-tenth percentage points for CHHAs located within the downstateregion; and[,]

six-tenths of one percentage point for CHHAs located within the upstage region.

For each regional group, the 1999 target Medicaid revenue percentage shall becalculated by subtracting the 1999 Medicaid revenue reduction percentage from the base periodMedicaid revenue percentage. The 1999 Medicaid revenue reduction percentages, taking intoaccount regional and program differences in utilization of Medicaid and Medicare services, forthe following regional groups shall be equal to:

eight hundred twenty-five thousandths (.825) of one percentage point for CHHAslocated within the downstate region; and

forty-five hundredths (.45) of one percentage point for CHHAs located within theupstate region;

For each regional group, if the 1996 Medicaid revenue percentage is not equal to or lessthan the 1996 target Medicaid revenue percentage, a 1996 reduction factor shall be calculatedby comparing the 1996 Medicaid revenue percentage to the 1996 target Medicaid revenuepercentage to determine the amount of the shortfall and dividing such shortfall by the 1996Medicaid revenue reduction percentage. These amounts, expressed as a percentage, shall notexceed one hundred percent. If the 1996 Medicaid revenue percentage is equal to or less than1996 target Medicaid revenue percentage, the 1996 reduction factor shall be zero. For eachregional group, the 1996 reduction factor, shall be multiplied by the following amounts todetermine each regional group's applicable 1996 state share reduction amount.

two million three hundred ninety thousand dollars ($2,390,000) for CHHAs locatedwithin the downstate region; and

a seven hundred fifty thousand dollars ($750,000) for CHHAs located within the
upstate region.
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For each regional group reduction, if the 1996 reduction factor shall be zero, there shallbe no 1996 state share reduction amount.

	

For 1997, 1998, 1999, 2000, 2001, 2002, 2003,

	

2004, 2005, 2006, [and] 2007, 2008,and 2009, for each regional group, if the Medicaid revenue percentage for the respective year isnot equal to or less than the target Medicaid revenue percentage for such respective year, theCommissioner of Health shall compare such respective year's Medicaid revenue percentage tosuch respective year's target Medicaid revenue percentage to-determine the amount of theshortfall which, when divided by the respective year's Medicaid revenue reduction percentage,shall be called the reduction factor for such respective year. These amounts, expressed as apercentage, shall not exceed one hundred percent. If the Medicaid revenue percentage for aparticular year is equal to or less than the target Medicaid revenue percentage for that year, thereduction factor for that year shall be zero.

For 1997, 1998, 2000, 2001, 2002, 2003, 2004, 2005, 2006, [and] 2007, 2008, and2009, for each regional group, the reduction factor for the respective year shall be multiplied bythe following amounts to determine each regional group's applicable state share reductionamount for such respective year.
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two million three hundred ninety thousand dollars ($2,390,000) for CHHAs located
within the downstate region; and

seven hundred fifty thousand dollars ($750,000) for CHHAs located within the
upstate region;

For each regional group reduction, if the reduction factor for a particular year is zero,
there shall be no state share reduction amount for such year.

For each regional group, the 1999 reduction factor shall be multiplied by the following
amounts to determine each regional group's applicable 1999 state share reduction amount:

one million seven hundred ninety-two thousand five hundred dollars ($1,792,500)
for CHHAs located within the downstate region; and

five hundred sixty-two thousand five hundred dollars ($562,500) for CHHAs located
within the upstate region;

For each regional group reduction, if the 1999 reduction factor is zero, there shall be no
1999 state share reduction amount.

For each regional group, the 1996 state share reduction amount shall be allocated
among CHHAs on the basis of the extent of each CHHA's failure to achieve the 1996 target
Medicaid revenue percentage, calculated on a provider specific basis utilizing revenues for this
purpose, expressed as a proportion of the total of each CHHA's failure to achieve the 1996

	

target Medicaid revenue percentage within the applicable regional group. This proportion shall
be multiplied by the applicable 1996 state share reduction amount. This amount shall be called
the 1996 provider specific state share reduction amount.

The 1996 provider specific state share reduction amount shall be due to the state from
each CHHA and may be recouped by the State by March 31, 1997, in a lump sum amount or
amounts from payments due to the CHHA pursuant to Title 11 of Article 5 of the Social Services
Law.

For 1997, 1998, 1999, 2000, 2001, 2002, 2003, 2004, 2005, 2006, (and] 2007, 2008,
and 2009, for each regional group, the state share reduction amount for the respective year
shall be allocated among CHHAs on the basis of the extent of each CHHA's failure to achieve
the target Medicaid revenue percentage for the applicable year, calculated on a provider specific
basis utilizing revenues for this purpose, expressed as a proportion of the total of each CHHA's
failure to achieve the target Medicaid revenue percentage for the applicable year within the
applicable regional group. This proportion shall be multiplied by the applicable year's state
share reduction amount for the applicable regional group. This amount shall be called the
provider specific state share reduction amount for the applicable year.
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The provider specific state share reduction amount for 1997, 1998, 1999, 2000, 2001,
2002, 2003, 2004, 2005, 2006, [and] 2007, 2008, and 2009, respectively, shall be due to the
state from each CHHA and the amount due for each respective year may be recouped by the
state by March 31 of the following year in a lump sum amount or amounts from payments due
to the CHHA pursuant to Title 11 of Article 5 of the Social Services Law.

CHHAs shall submit such data and information at such times as the Commissioner of
Health may require, The Commissioner of Health may use data available from third party
payors.

On or about June 1, 1997, for each regional group, the Commissioner of Health shall
calculate for the period of August 1, 1996 through March 31, 1997, a Medicaid revenue
percentage, a reduction factor, a state share reduction amount, and a provider specific state
share reduction amount in accordance with the methodology provided herein for calculating
such amounts for the 1996 target period. The provider specific state share reduction amount
calculated shall be compared to the 1996 provider specific state share reduction amount. Any
amount in excess of the 1996 provider specific state share reduction amount shall be due to the
state from each CHHA and may be recouped. If the amount is less than the 1996 provider
specific state share reduction amount, the difference shall be refunded to the CHHA by the
state no later than July 15, 1997. CHHAs shall submit data for the period August 1, 1996
through March 31, 1997, to the Commissioner of Health by April 15, 1997.

If a CHHA fails to submit data and information as required, such CHHA shall be
presumed to have no decrease in Medicaid revenue percentage between the base period and
the applicable target period for purposes of the calculations described herein and the
Commissioner of Health shall reduce the current rate paid to such CHHA by state governmental
agencies pursuant to Article 36 of the Public Health Law by one percent for the period
beginning on the first day of the calendar month following the applicable due date as
established by the Commissioner of Health and continuing until the last day of the calendar
month in which the required data and information are submitted.

Notwithstanding any inconsistent provision set forth herein, the annual percentage
reductions as set forth above, shall be prorated by the Commissioner of Health for the period
April 1, [2006] 2007 through March 31, [2007] 2009.
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CerMed Home Heafth Care Agency - Insurance Costs

The Commissioner of Health is authorized to provide for increased payments to certified home
health agencies to support increased employee fringe benefit costs associated with the
agencies' provision of enhanced health care coverage for their employees.

.The cost of such health care related Increased employee fringe benefits is a reimbursable cost
for eligible certified home health agencies. Eligible home care agencies [, as determined by the
Commissioner of Health,] are those agencies whose workers are employed in cities within the
state which have populations in excess o one million persons [and] or counties within the state
which have populaWns, in excess of [one million persons] nine hundred ttzousand persons if the
county is ioCated within the metropoftan comm gj^ r transportation d'rsttict and meet the
following conditions: (a) at least fifty percent of the [persons receiving services from] act!
total hours of service for the aerial .duly 1 2007 through MaTdh 31,

	

Z8-provided by such
employers are provided toto recipients of medical assistance; ,Wd (b) the employer contributes to
a group health insurance plan or employer based group health plan on behalf of such
employees[; and (c) no benefits are provided under the group health insurance plan or
employer based group health plan in excess of the benefits provided to the majority of hospital
workers in the community in which the home health care workers are employed],

[Total] Medicaid payments to eligible home care agencies are based on total funds available for
this proorm aHoca

	

proportionately by Medicaid hours of service provided by -each eligible
orovider. [the documented approved costs of the eligible agency for group health insurance
premiums paid for their employed home care attendants and allocable to the Medicaid hours of
service provided by such employees.] Payments may, in the aggregate; and on an annual
basis, be no more than $58,000,000 provided however, that for the period October 2 through
December 31, 2003, the amount will increase by $105,000,000; and for annual periods [on and
after] January 1, 2004 through June 30, 2007. the amount of funding shall be no more than
$163,000,000 in the aggregate. For the period July 1, 2007 through March 31. 2008, the
amount of funding shall be $122,301,00 in the age r gatefor all eiivible certified home health
agencies and personal ;re providers. Rates of payment shall be adjusted for eligible providers
and allocated proportionally [to reflect the Medicaid share of the approved costs] based on the
[proportional] relationship of the provider's Midicaid annual hours of service [care rendered to
Medicaid beneficiaries] to the total Medicaid annual hours of service [care] rendered [to] by all
of the providers [patients]
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based upo each provider's actual Medicaid hours of service for which payment has been made
by the State's Medicaid Management Information System for the nertod 3uly 1, 2007 through
March 31r 2008,

Eiloim 5I t nmOS
ees and are fl sins such fu

The Commissioner is authorized to audit such providers for the ^irpose of ensuring compliance
and shall_r_ecoup any funds determined to have been used for p rposes other than those

	

authorized.

[The Commissioner may modify the amounts made available for any specific annual period so
long as the total amount made available for the period is not exceeded.] The effective period is
January 1, 2000 through [June 30, 2007] March 31, 2008.
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The Commissioner of Health is authorized to require group health insurance plans and employer

based group health plans to report to the Department, insofar as such reporting does not

violate any provisions the Federal Employee Retirement Income Security Act (ERISA), at such

times and in such manner as the Commissioner shall decide, any information needed (to

operate such a demonstration project], including but not limited to, the number of people in

such plans who become ineligible each month for the continuation coverage described herein.

In addition, every certified health maintenance organization and every insurer licensed by the

Superintendent of Insurance shall submit reports in such form and at such times as may be

required [to implement this demonstration].

Recruitment And Retention

The Commissioner shall adjust medical assistance rates of payment for services provided by

certified home health agencies for purposes of improving recruitment and retention of non-

supervisory home.care services workers or any worker with direct patient care responsibility in

the following amounts for services provided on and after December 1, 2002.

Rates of payment by governmental agencies for certified home health agency services

(including services provided through contracts with licensed home care services agencies) shall

be increased by three percent.

Providers, which have their rates adjusted for this purpose shall use such funds solely for the

recruitment and retention of non-supervisory home care services workers or any worker with

direct patient care responsibility. Providers are prohibited from using such funds for any other

purpose.

The Commissioner is authorized to audit each provider to ensure compliance with this purpose

and shall recoup any funds determined to have been used for purposes other than recruitment

and retention of non-supervisory home care services workers or any worker with direct patient

care responsibility.

In the case of services provided by providers through contracts with licensed home care

services agencies, rate increases received by providers shall be reflected in either the fees paid

or benefits or other supports, provided to non-supervisory home care services workers or any

worker with direct patient care responsibility of such contracted: licensed home care services

agencies and such fees,' benefits or other supports shall be proportionate to the contracted

volume of services attributable to each contracted agency. Such agencies shall submit to

providers with which they contract written certifications attesting that such funds will be used

solely for the purposes of recruitment and. retention of non-supervisory horse care services

workers or any worker with direct patient care responsibility and shall maintain in their files

expenditure- plans specifying how such funds will be used for such purposes. The Commissioner

is authorized to audit such agencies to ensure compliance with such certifications and

expenditure plans and shall recoup any funds determined to have been used for purposes other

than those set forth in this section.
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Criminal Background Checks for Certified Home Heal th Age

Effective April 1, 2005, certified home health agencies must obtain a criminal history record
check from the United States Attorney General for any prospective unlicensed direct care employee.
This includes obtaining, as part of an application for employment, all information from a prospective
employee necessary for initiating the criminal history record check, including, but not limited to, a
finger print card of the prospective employee. The federal fee and the costs associated with
obtaining the fingerprint card shall be separately identified on any report of costs submitted to the
Department of Health and shall be deemed an allowable cost for Medicaid rates of payment.
Reimbursement for the period April 1, 2005 through March 31, 2006 and for the period April 1, 2006
through [March 31, 2007] August 31, 2006, shall be made retrospectively based upon cost reports
submitted for the 2005 and 2006 rateyears,-respectively. For new, providers or existing providers for
which cost report data is unavailable, payment will be based on budgeted costs and subsequently
adjusted to reflect actual costs. Reimbursement for all types of providers shall total no more than
$5,000,000 for the April 1, 2005 through March 31, 2006 period and no more than [$13,400,000]
J5.600,000 for the April 1, 2006 through [March 31, 2007] August 31, 2006 period. Reimbursement
for the Medicaid share of these costs shall be in the form of an add-on to the current rates of
payment and will be determined by the percent of Medicaid utilization to total utilization for each
provider. If the total cost for these criminal background checks for all types of providers exceeds the
amounts set forth for the specified period, provider specific reimbursement will be reduced
proportionally based on each eligible provider's reported costs for criminal background checks to. the
total costs of criminal background checks of all eligible providers.

Effective September 1, 2006, certified home health agencies shall request criminal history

	

background checks from the Department of Health for unlicensed prospective employees who will

	

provide direct care or supervision to patients, residents, or clients of such providers. The criminal
history information consists of both a state and a national criminal history check.

Certified home health care agencies may claim as reimbursable costs under the medical
assistance program, costs reflecting the fee established pursuant of law by the NYS Division of
Crimina0ustice Services for processing a state criminal history information check, the fee imposed by
the Federal Bureau of investigation for a national criminal history check, and the administrative costs
associated with obtaining the fingerprints and completing the fingerprint cards. These -costs shall be
separately identified on any report of costs submitted to the Department of Health.

Reimbursement for the Medicaid share of these costs shall be in the form of an add-on to the
current Medicaid rate of payment based on the costs reported for the period two years prior to the
rate period The proportionate c sts for criminal background checks will be allocated to Medicaid

	based on the percent of Medicaid utilization of services provided to the total services provided for all
payers services being d fined as units of service (i.e. hours or visits). The costs allocated to
Medicaid will be divided by the Medicaid units of service for the period two years prior to the rate year
to constitute the rate add-on.
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Recruitment and Retention of Di rect Patient Care Personnel

The Commissioner of Health will additionally adjust rates of payment for certified home health
agencies, for purposes,of improving recruitment and retention of home health aides or other non-
supervisory personnel with direct patient care responsibility.

These additional adjustments to rates of payments shall be calculated by allocating the
available funding proportionally based on each certified home health agency's, home health aide or
other direct care services total annual hours of service provided to Medicaid patients, as reported in
each such agency's cost report as submitted to the Department prior to November 1, 2005 to the
total of such hours for all certified home health agency providers. The total aggregate available
funding for all eligible certified home health agency providers is as follows:

For the.period June 1, 2006 through December 31, 2006 - $20,100,000.
For the period January 1, 2007 through June 30, 2007 - $20,100,000.
For the period July 1, 2007 through March 31, 2008 - $40,200,000.
For the period April 1, 2008 through March 31, 2009 - $40,200,000.
For the period April 1, 2009 through March 31, 2010 - $40,200,000.
For the period April 1, 2010 through March 31, 2011 - $40,200,000.

For providers established after November 1 2005, the Department utilizes Medicaid data from
the initial cost report submitted to the Department, which would allow the inclusion of those providers
in the distribution.
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Payments made pursuant to this section shall not be subject to subsequent adjustment

or reconciliation.

Funds received through this program are to be used solely for the purposes of

recruitment and retention of non-supervisory home care'services workers or other personnel

with direct patient care responsibility. Each agency receiving funds shall submit, at a time and

in a manner determined by the Commissioner, a written certification attesting that such funds

will be used solely for the purpose of recruitment and retention of non-supervisory home'health

aides or any personnel with direct patient care responsibility. The Commissioner Is authorized

to audit each such agency or program to ensure compliance with this written certification and

may recoup any funds determined to have been used for purposes other than recruitment and

retention of non-supervisory home health aides or other personnel with direct patient care

responsibility. All government and non-government owned or operated providers are eligible

for this adjustment pursuant to the same uniformly applied methodology.

Accessibility, Quality, and, Efficiency of Home Care Services

The Commissioner of Health shall adjust rates. of payment for services provided by

certified home health agencies for the purpose of enhancing the provision, accessibility, quality,

and/or efficiency of home care services. These rate adjustments shall be for the purposes of

assisting such providers, located in social services districts that do not include a city with a

population of over one million persons, in meeting the cost of:

(I)

	

Increased use of technology In the delivery of services, Including clinical and

administrative management information systems;

(ii) Specialty training of direct service personnel in dementia care, pediatric care, and/or

the care of other conditions or populations with complex needs;

(iii) Increased auto and travel expenses associated with rising fuel prices, including the

.increased cost of providing services in remote areas;
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Providing enhanced access to care for high need populations.

The Commissioner shall increase the rates of payment for all eligible providers in an
[amount up to an] aggregate amount of $16,000,000 annually for the periods June 1, 2006
through March 31, 2007, [and] July 1, 2007 through March 31, 2008, and June 1, 2008 through
March 31, 2009.

Rates will be adjusted in the form of a uniform percentage add-on as [determined]
calculated by the Department, based upon the proportion of total allocated dollars, to the total
Medicaid expenditures for covered home care services provided in local social services districts
that do not include a city with a population over one million. All government and non-
government owned or operated providers are eligible for this adjustment pursuant to the same
uniformly applied methodology.
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TYPE OF SERVICE

	

METHOD OF REIMBURSEMENT

Assisted Living Programs In accordance with Public Health law
Section 3614( 6) and 10 NYCRR Subpart
86-7, the Commissioner of Health and
subject to approval for the State
Director of the Budget, establishes
per diem payment rates that are
payment-in-full for the Title XIX
Personal Care Services that the
Assisted Living Program provides
directly or through contracts with a
Long Term Home Health Care Program, a
certified home health agency or other
qualified providers; nursing
.services, home health aid services,

	

physical therapy, occupational
therapy, speech equipment not
requiring prior approval, personal
emergency response services, and
adult day heAlth care provided in a
program-approved by the Commissioner
of Health. Payment rates are
established for 1992 for each-of
sixteen patient classification groups
in each of sixteen regions, and the
1992 payment rates are increased by a
roll factor for each subsequent
year. The payment rates are related
to fifty percent of the amounts which
otherwise would have been expanded to
provide the appropriate level of
care in a residential health care
facility in the applicable regions
and consist of a direct-component and

other than direct component. For
1992, the direct and other than
direct components for each patient
classification group in each of
sixteen regions are summed and
multiplied by fifty percent. For
subsequent calendar years, the 1992
payment rates are increased by the
applicable roll factor. Payment

	

rates cannot exceed prevailing

charges in the locality.
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Type of Service

	

Method of Reimbursement

Prescribed Drugs Reimbursement is the lower of: 1) the upper limit if established by

the Federal Government for specific multiple source drugs, plus a

dispensing fee, or 2) the billing pharmacy's usual and customary price

charged to the general public, or 3) the state maximum acquisition

cost (SMAC) plus dispensing fee, or 4) the Estimated Acquisition

Cost (EAC) established by State Department of Health, plus

dispensing fee. (a) For sole or multi-source brand name drugs, the

EAC is defined as average wholesale price (AWP) less sixteen and

twenty-five one hundredths percent. (b) For multi-source generic

drugs, the EAC is defined as the lower of AWP less twenty-five

percent. (c) For specialized HIV pharmacies, the EAC is defined as

AWP of the drug less twelve percent. The dispensing fee for generic

prescription drugs will be $4.50 per prescription and for brand name

prescription drugs will be $3.50. Howvever, for brand . name

prescription drugs, when the net cosh of the brand name drug, after

consideration of all rebates is less than the cost of the generic

equivalent. the dispensing

	

be

	0 per prescription. The

	

State Department of Health's prescription drug pricing service will

determine whether a prescription drug is generic or brand name.

A SMAC may be established for any drug, including brand name

multi-source drugs, for which two or more A-rated therapeutically

equivalent, multi-source drugs where a significant cost difference

exits. The drugs used for the SMAC price calculation formula will be

active (non-obsolete) drugs eligible for rebates under the Federal

Medicaid Drug Rebate Program authorized by Section 1927 of the

Social Security Act and which are available in sufficient quantities in

the marketplace. The source of comparable drug prices will be

nationally recognized comprehensive data files maintained by a

vendor under contract with the State. While the final SMAC pricing

methodology is proprietary, multiple drug pricing resources are

utilized to determine the preliminary acquisition cost for generic

drugs. These resources include pharmacy providers, wholesalers,

	

drug file vendors such as First Data Bank, and pharmaceutical

manufacturers. The preliminary acquisition cost for each product is

maintained in a SMAC pricing file database. Products are then sorted

into drug groups by GSN (Generic Code Number Sequence

Number) which denotes the same generic name, strength, and dosage

form. The vendor will apply the proprietary formula to the estimated

acquisition costs in each GSN giving due consideration to the lower

cost products. Multipliers are used to increase the applicable lowest

price by a percentage. The resulting price becomes the SMAC price

which is then applied to all drug products in that specific GSN. The

SM.AC fide is updated monthly. New York's SMAC list is available

from a vendor under contract with the Department.
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Compound Drugs: Reimbursement is determined by the State

Department of Health at the cost of ingredients plus a dispensing

fee of $3.50 with an additional amount of $0.75 as the

compounding fee.

Exception: Physician Override: Reimbursement for those brand

name drugs for which there are generic equivalent drugs for

which reimbursement is not to exceed the aggregate of the

specified upper limit for the particular drug established by the

Centers for Medicare and Medicaid Services, plus a dispensing

fee, will be paid at the lower of the estimated acquisition cost,

plus a dispensing fee, or at the provider's usual and customary

price charged to the general public when the prescriber has

obtained a prior authorization when required for the brand-name

drug, indicated that the brand name drug is required by placing

"daw" (dispense as written) in the box located on prescription

form and by writing "brand necessary" or "brand medically

necessary" in his /her own handwriting on the face of the

prescription.

Where it has been determined that reimbursement plums a

dispensing fee does not exceed the aggregate for all dgMs under

the Federal Upper Limit (F UL) program . the writing by the

prescriber of "brand necessary" or "brand medically necessary"

will not be required. Prior authorization will no t be required fo,

these select drugs.

Indian Health Clinics and tribal clinics which have

licensed pharmacies, may submit fee-for-service claims for

pharmacy services provided to Native Americans and will

be reimbursed at the net acquisition cost for those drugs

purchased through the Federal Supply Schedule or at an

amount determined by the reimbursement methodology

indicated above for all other purchased drugs.
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An e-prescription financial incentive will be paid to retail pharmacies for
the purpose of encouraging the electronic transmission of prescriptions
and fiscal orders for select over-the-counter medications prescribed and
dispensed in accordance with State and federal requirements.
Reimbursement is determined by the State Department of Health at the
cost of ingredients plus a dispensing fee which includes 20 cents per
electronic prescription/ fiscal order dispensed.
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Type o^ Service

	

Method of Reimbu rsement

Pharmacy Medication 'Ter

	

lee schedule developed by the Department of Health

and approved by the Division of Budget. Except as

otherwise noted in the plan, state developed fee

schedules are the same for both governmental and

private providers of medication therapy management

services. The fee schedule and any annuablperiodic

adjustments to the fee schedule are published in the

official New York State pharmacy provider manual

available and is also available at

htip:r/nvhealth.govrhealth caremedicaidipro;rant:^mtnz

index.htni. The agency's fee schedule was set as of

December 29, 2008 and is effective for services

provided on or after January 6, 2010.
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Method of Reimbursement

Pharmacists as Immunizers

	

Fee schedule developed by the Department of
Health and approved by the Division of Budget.
State developed fee schedules are the same as
the fee schedule established for Physicians.
Pharmacies participating in the New York State
Medicaid program are reimbursed a vaccine
administration fee established at the same rate
paid to physicians. The reimbursement to the
pharmacy is on behalf of the employed
pharmacist, who as the licensed practitioner is the
vaccine administrator. Except as otherwise noted
in the plan, state developed fee schedules are the
same for both governmental and private providers.
The fee schedule and any annual/periodic
adjustments to the fee schedule are published in
the official New York State pharmacy provider
manual. The agency's fee schedule is effective for
services provided on or after October 15, 2009.
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Nonprescription Drugs

Reimbursement is the lowest of.

(1) the usual and customary price charged to the general public;

(2) the price established by the Commissioner of Health as shown on the NYS list of

Medicaid Reimbursable Drugs for that generic category and strength in the
package size nearest to that ordered; and,

(3) Acquisition cost plus dispensing fee.

Private Duty Nursing

Fees determined by local districts and reviewed by the Department of Social Services.

	

The Commissioner of Health shall adjust rates of payment for services provided by

private duty nursing providers for the purpose of enhancing the provision, accessibility, qualily,

and/or efficiency of home care services. These rate adjustments shall be for the purposes of

assisting such providers, located in social services districts that do not include a city with a
population of over one million persons, in meeting the cost of:

(i) Increased use of technology in the delivery of services, including clinical and

administrative management information systems;.

(ii) Specialty training of direct service personnel in dementia care. pediatric care,
and/or the care of other conditions or populations with complex needs:

(iii) Increased auto and travel expenses associated with rising fuel prices, including

the increased cost of providing services in remote areas;

(iv) Providing enhanced access to care for high need populations-

.
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The Commissioner shall increase the rates of payment for all eligible providers in an amount
up to an aggregate of $16,000,000 annually for the periods June 1, 2006 through March 31, 2007,
April 1, 2007 through March 31, 2008, and April 1, 2008 through March 31, 2009.

Rates will be adjusted in the form of a uniform percentage add-on as calculated by the
Department, based upon the proportion of total allocated dollars, to the total Medicaid expenditures
for covered home care services provided in local social services districts that do not include a city with
a population over one million. All government and non-government owned or operated providers are
eligible for this adjustment pursuant to the same uniformly applied methodology.

Services Provided to Medically Fragile Children

For.purposes of this section, a medically fragile child shaft mean a child, up to twenty-one
years of age, who is at risk of hospitalization or institutionalization for reasons that include but are not
limited to the following: children who are technologically-dependent for life or health-sustaining
functions; require complex medication regimen or medical interventions to maintain or improve their
health status; or are in need of ongoing assessment or intervention to prevent serious deterioration of
their health status or medical complications that place their life, health or development at risk. These
children are capable of being cared for at home if provided with appropriate home care services
including but not limited to continuous nursing services.

For the period January 1, 2007 through December 31, [2008] 2010, rates of payment for
continuous nursing services for medically fragile children shall be established to ensure the availability
of such services or programs, and shall be established at a rate that is thirty percent higher than the
provider's current rate for private duty nursing services. Providers that receive such rates for
continuous nursing services for medically fragile children must use these enhanced rates to increase
payments to registered nurses or licensed practical nurses who provide these services to medically
fragile children. All government and non-government owned or operated providers are eligible for
this adjustment pursuant to the same uniformly applied methodology.

Nursing Services (Limited)

The Commissioner of Health, subject to the approval of the Director of the Budget, establishes
reimbursement rates for certain nursing services provided to eligible residents by a certified operator
of an adult home or enriched housing program that has been issued a limited license by the
Department. A limited license may be issued to the certified operator of an adult home or enriched
housing program and allows such operator to directly provide certain

24
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personal care and nursing services to•residents of the adult home or enriched housing programgoverned by the terms of the limited license. The nursing services for which reimbursementshall be provided are: the administration of subcutaneous and/or intramuscular injections andapplication of sterile dressings by a registered professional nurse.. Including associated nursingtasks, provided however, that the services provided are not services that must otherwise beprovided to residents of adult homes or enriched housing programs. Regional quarter hourrates are established utilizing average fees established for private duty nursing services for therespective regions.

Physical Therapy

. Fee schedule developed by Department of Health and approved by Division of theBudget

Occupational Therapy

Fee schedule developed by Department of Health and approved by Division df theBudget.
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Eyeglass and Other Visual Services

Fee schedule developed by Department of Health and approved by Division of the

Budget.

Hearing id Supplies and Services

Fee schedule developed by Department of Health and approved by. Division of the

Budget.

Prosthetic and Orthotic. Appliances

	

Payments are limited to the lower of the usual and customary charge to the general

public or fee schedule developed by Department of Health and approved by the Division of the

Budget.

Comprehensive Psychiatric Emergency Programs

Flat fee developed by OMH and approved by the Division of the Budget.
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PPE OF SERVICE

	

METHOD OF REIMBURSEMENT

able Medical

	

Purchase: Reimbursement must not exceed the lower r a).the maximum
Equipment

	

reimbursable amount as shown in the fee schedule for durable medical
equipment; the maximum reimbursable amount will be determined for each
item of durable medical equipment based on an average cost of products
representative of that item; or b) the usual and customary price charged to
the general public for same or similar products.

When there is no price listed in the fee schedule for durable medical
equipment, payment for purchase of durable medical equipment must not
exceed the lower of a) acquisition cost as established by invoice detailing the
line item cost to the provider from a manufacturer or wholesaler net any
rebates, discounts or valuable consideration, mailing, shipping, handling,
insurance, or sales tax plus fifty percent; or b) the usual and customary price
charged to the general public for the. same or similar products.

When the primary payor is Medicare, payment for the purchase of durable
medical equipment shall be the amount approved by Title XVIII of the
Medicare Program.

Rental: monthly rental charges are'determined by the Department of Health.

Purchaser reimbursement is determined by the Department of Health at the
lower of the maximum reimbursable amount; or at the usual and customary
price charged to the general public.

Purchase: reimbursement is the lower of the cost to the provider plus 50% or
the usual and customary price, charged to the general public.

[Fees determined by local social services districts and approved by the
Division of the Budget and shall not exceed the current local prevailing
charge or locally negotiated fee, whichever is lower, with the following
exception:

For those clients for whom the State retains fiscal and administrative
responsibility, fees are determined by the DOH Office of Financial Management
using the local social services district fee for a comparable service as the upper
limit of payment.]

In a fee-for-service arrangement, fees will be established by the local social
services districts and subsequently approved by the Office of Health Insurance
Programs. Fees will be reviewed to ensure they do not exceed the current
usual and customary amount charged to the general public. However, there

	will be extenuating and unique circumstances where'a higher fee is necessary
to assure safe and appropriate transportation to necessary medical services.
In those circumstances, a fee will be negotiated.
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Those providers who meet their state's licensure/certification requirements are reimbursed charges

up to the appropriate New York State fee, for services rendered.

HMO's and Prepa id

Monthly capitation rates established through negotiation with the Department of Health and approved

by the D;vision of the Budget are in compliance with 42 CFR Part 434, Part 442.302 and Part 447.361

including all federal requirements for the reimbursement methodology.

Personal re

For personal care services provided pursuant to a contract between a social services district and a

voluntary, proprietary or public personal care services provider, payment Is made at the lower of the

provider's charge to the general public for personal care services or a rate the Department establishes

for the provider, subject to the approval of the Director of the Budget, in accordance with a oast:

based methodology. Under the cost-based methodology, the Department determines a provider's

rate based upon the provider's reported allowable costs, as adjusted by annual trend factors. The

provider's rate includes payment for the provider's reported allowable trended costs only in an

amount that does not exceed the ceilings for allowable costs that the Department has established for

all providers in the applicable geographic group to which the provider belongs. The rate includes an

adjustment for profit, for proprietary providers, or surplus, for voluntary providers.

Such rates of payment shall be further adjusted to reflect costs associated with the recruitment and

retention of non-supervisory workers. For programs providing services In'local social service districts

which include a city with a population of over one million persons, rates shall be adjusted in

accordance with a memorandum of understanding between the State of New York and the local social

service districts. For programs providing services in local social services districts which do not include

a city with a population of over one million persons, adjustments to Medicaid rates of payment will be

calculated by allocating the total dollars available for the applicable rate period to each individual

provider proportionally based on each personal care service provider's total annual hours of personal

care service provided [as reported In the provider's 1999 cost report submitted to t he Department of

Health prior to November 1, 2001] to recipients of medical assistance to the total annual hours for all.

providers in this category. The allocated dollars will be included as a reimbursable cost-add -on to the

Medicaid rates of payment based on the Medicaid utilization data reported in each provider's annual

cost report for the period two year's prior to the rate year.
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Adjustments to Medicaid rates of payment will, jnaggregate, not exceed the following amounts

for the following periods.

For programs providing services in local social service districts which include a city with a

population of more than one million persons:

For the period April 1, 2002 through December 31, 2002, one hundred ten million dollars.

For the period January. 1, 2003 through December 31, 2003, one hundred eighty five

million dollars.
For the-period January 1, 2004 through December 31, 2004, two hundred sixty million

dollars.

	For the period January 1, 2005 through December 31, 2006, three hundred forty million

dollars annually.
For the period January 1, 2007 through [June 30,] Qber 31. 2007, .[one hundred

seventy] three hundred fo tv million dollars.

For the Aerlod January 1 2008through March 31, 2t}08 eiahtv4fve:million dollars

For programs providing services in local social service districts which do not include a city with a

population of over one million persons:

For the period April 1, 2002 through December 31, 2002, seven million dollars.

For the period January 1, 2003 through December 31, 2003, fourteen million dollars.

For the period January 1, 2004 through December 31, 2004, twenty-one million dollars.

For the period January 1, 2005 through December 31, 2006, twenty-seven million dollars

annually; for the period August 17, 2006 through December 31, 2006, an additional

aggregate amount of four million dollars.

For the period January 1, 2007 through June 30, 2007, thirteen million five hundred

thousand dollars.
For tfie oe od July 1.20Q7 through March- 31, 2

	

twenty--six million two hundred fifty

thousand dollars.

Revisions to rates made for such recruitment and retention costs shall not be subject to

subsequent adjustment or reconciliation.

The final rate is payment-in-full for all personal care services provided during the applicable rate

year, subject to any revisions made in accordance with rate revision or audit procedures.

For personal care services provided by or under arrangements with individual providers,

payment is made directly to the Individual provider at a rate approved by the Department and

the Director of the Budget.
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16106 NYSDOH

For personal care services provided directly by social services district staff, payment is made
according to a salary schedule established by the social services district

For personal care services provided in family care home certified or operated * - the Office of
Mental Health (OMH) (or the Office of Mental Retardation and Developmental Disabilities
(OMRDD)J, payment is made in accordance with a fee schedule developed by OMH [or OMRDD,
as aPProP

	

^riate) and approved the Department and the Director of the Bby

	

ud9i!t-,.:_,_ ^....;,:..

[For personal care services provided In community residences certified or operated by the Office
of Mental Retardation and Developmental Disabilities (OMRDD), payment is madeat hourly
rates developed by OMRDD and approved by-the Department and the Director of the Budget.]

Personal Care Services Qlmfted)

The Commissioner of Health, subject to the approval of the Director. of the Budget, establishers
reimbursement rates for certain personal care services provided to eligible residents by a . .
certified operator of an adult home or enriched housing program that has been issued a limited
license by the Department. A limited license may be Issued to the certified operator of an adult
home or enriched housing program and allows such operator to directly provide certain
personal care and nursing services to residents of the adult home or enriched housing program
governed by the terms of the limited license. The personal care services, for which
reimbursement shall be provided are Level II personal care services, including related nursing
supervision, as authorized by the Commissioner, provided however, that the services provided
are not personal care services that must otherwise be provided to residents of adult homes or
enriched housing programs and, provided further, that reimbursement for Level U personal care
services shall not include reimbursement for Level I nutritional and .environmental support
functions. Regional quarter hour rates are established utilizing weighted average Level II
personal care rates for the respective regions for direct care and training, capital, and criminal
checks, plus no more than fifteen percent of such rates for administrative exp
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The Commissioner of Health Is authorized to provide for increased payments to personal care
agencies to support increased employee fringe benefit costs associated with the agencies'
provision of enhanced health care coverage for their employees.

The cost of such health care related increased employee fringe benefits is a reimbursable cost
for eligible personal care agencies. Eligible personal care agencies (, as determined by the
Commissioner of Health,] are those agencies whose workers are employed in cities within the
state which ave copulation in excr~ss _ of one million persons [and] or counties within the state.
which have populations in excess of [one million persons] nine hundred thousand persons if the
county is located within the metrooolita commuter transportation district and meet the
following conditions: (a) at least fifty percent of the .[persons receiving services from] actua
total hours of seruice for the period-l& 1, 2007 through March 31. 2008 provided by such
.employers are provided to recipients of medical assistance; end (b) the employer contributes to
a group health insurance plan or employer based group health plan on behalf of such
employees(; and (c) no benefits are provided under the group health insurance plan or
employer based group health plan in excess of the benefits provided to the majority of hospital
workers in the community In which the personal care workers are employed).

(Total] Medicaid payrnerr to eligible personal care agencies are based on total funds available
for this progam a ipcated pr PLtipnately by Me aid hour f Se ice provided by each
eligible provider. the documented approved costs of the eligible agency for group health
insurance premiums, paid for their employed personal care attendants and allocable' to the
Medicaid - hours of service provided by such employees.] Payments may, in the aggregate, and
on an annual basis, be no more than $58,000,000 provided however, that for the period
October 2 through December 31, 2003, the amount will increase by $105,000,000; and for
annual periods [on and after] January 1, 2004 thmyg 1une_3Q._2007_. the amount of funding
shall be no more than $163,000,000 in the aggregate. For the Period July 1. 2007 through
March 31 20O the amount of funding shall b 1223Q0,QQ0 in the aggregate for all eligible
certified home health agencies and personal care providers. Rates of payment shall be adjusted
for eligibleprioviders and allocated propordgnaliy [to reflect the Medicaid share of the approved
costs] based on the [proportional] relationship of the provider's Medicaid annual hours of
service (care rendered to Medicaid beneficiaries] to the total Medicaid annual hours of service
[care] rendered [to] by all of the providers [patients], based upon each provider's actual
Medicaid hours of service for which payment has been made by the State's Medicaid
Management Inflation Svstem for the period July 1, 2007 through Mann 3A, 2{t08,.
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[Tie Commissioner may modify the amounts made available for any specific annual period so
long as the total amount made available for the period is not exceeded.] The effective period is
January 1, 2000 through [June 30, 2007] March 31, 2008.

The Commissioner of Health is authorized to require group health insurance plans and employer
based group health plans to report to the Department, insofar as such reporting does not
violate any provisions the Federal Employee Retirement Income Security Act (ERISA), at such
times and in such manner as the Commissioner shall decide, any information, including but not
limited to, the number-of people in such plans who become ineligible each month for the
continuation coverage described herein. In addition every certified health maintenance
organization and every insurer licensed by the Superintendent of Insurance shall submit reports
in such form and at such times as may be required.

Criminal Background Checks fbr Personal Cam Service Agencies

Effective April 1, 2005, personal care service agencies must obtain a criminal history record
check from the United States Attorney General for any prospective unlicensed direct care
employee. This includes obtaining, as part of an application for employment, all information
from a prospective employee necessary for initiating the criminal history record check
including, but not limited to, a finger ptint card of the prospective employee. The federal fee
and the costs associated with obtaining the fingerprint card shall be separately identified on any
report of costs submitted to the Department of Health and shall be deem ed an allowable cost
for Medicaid rates of payment. Reimbursement for the period April 1, 2005 through March 31,
2006 and for the period April 1, 2006 through August 31, 2006, shall be made retrospectively
based upon cost reports submitted for the 2005 and 2006 rate years, respectively. -For new
providers or existing providers f r which cost report data is unavailable, payment will be based

	

on budgeted costs and subsequently adjusted to reflect actual costs. Reimbursement for all
types of providers shall total no more than $5,000,000 for the April 1, 2005 through March 31,
2006 period and no more than $5,600,000 for the April 1, 2006 through August 31, 2006
period. Reimbursement for the Medicaid share of these costs shall be in the form of an add-on
to the current rates of payment and will be determined by the percent of Medicaid utilization to

	

total utilization for each provider. If the total cost for these criminal background checks for all
types of providers exceeds the amounts set forth for the specified period, provider specific

	

reimbursement will be reduced proportionally based on each eligible provider's reported costs
for criminal background checks to the total costs of criminal background checks of all eligible
providers.
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iii! , Quality, and Efficiency of Home Care Servims

The Commissioner of Health shall adjust rates of payment for services provided by
personal care service providers for the purpose of enhancing the provision, accessibility, quality,
and/or efficiency of home care services. These rate adjustments shall be for the purposes of
assisting such providers, located in social services districts that do not include a city with a
population of over one million persons, in meeting the cost of-
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c) Increased use of technology in the delivery of services, including clinical and
administrative management information systems;

(ii) Specialty training of direct service personnel in dementia care, pediatric care, and/or
the care of other conditions or populations with complex needs;

(iii) Increased auto and travel expenses associated with rising fuel prices, including the
increased cost of providing services in remote areas;

(iv) Providing enhanced access to care for high need populations.

The Commissioner shall increase the rates of payment for eligible providers in an
[amount up to an] aggregate amount of $16,000,000 annually for the periods June 1, 2006
through March 31, 2007, [and] July 1, 2007 through March 31, 2008, and June 1, 2008 through
March 31. 2009..

Rates will be adjusted in the form of a uniform percentage add-on as [determined]

	

calculated by the Department, based upon the proportion of total allocated dollars, to the total
Medicaid expenditures for covered home care services provided in local social services districts
that do not include a city with a population over one million. All government and non-
government owned or operated providers are eligible for this adjustment pursuant to the same
uniformly applied methodology.
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Emergency Medical Services Provider Supplemental Payment

The Department will supplement Medicaid fee-for-service reimbursements made to

emergency medical services providers.

For the period July 1, 2006 to March 31, 2007, the aggregate amount of $3.0

million and for the period April 1, 2007 to March 31, 2008, the aggregate amount of

$8 million will be available. [For the period May 1, 2008 through March 31, 2009,

the aggregate amount of $5,640 ,000 million will be available.] For the period

March 26, 2009 through March 31, 2009, the aaarate amount of $4,512,000 will

available.

	

This payment will be based upon a ratio of individual provider payments to total

Medicaid provider payments in each quarter. of the state fiscal year.

The following methodology applies in each state fiscal year.

The aggregate amount will be divided by four as a payment will be made in

each quarter of the state fiscal year, and further divided as follows:

Twenty five percent of the total aggregate amount will be paid to

providers within the City of New York.

	

® The Department will determine the ratio of an emergency medical

	

services Medicaid provider's Medicaid reimbursements to the total

Medicaid payments made to emergency medical services providers

during that quarter of the state fiscal year to providers within the City

of New York, and will express that ratio as a percentage.

. The Department will then multiply the percentage by one-quarter, the

supplemental amount available to be disbursed for emergency

medical services providers based in the City of New York. The result

of such calculation shall represent the "emergency medical service

supplemental payment".

® In each quarter of the state fiscal year, these steps shall be repeated.

® Seventy-five percent of the total aggregate amount will be paid to

Medicaid providers outside the City of New York.

	

P. The Department will determine the ratio of an emergency medical

	

services Medicaid provider's Medicaid reimbursements to the total

Medicaid payments made to emergency medical services providers

during that quarter of the state fiscal year to providers outside the

City of New York, and will express that ratio as a percentage.

r The Department will then multiply the percentage by one quarter the

supplemental amount available to be disbursed to providers based

	

outside the City of New York. The result of such calculation shall

represent the "emergency medical service supplemental payment".

e~ In each quarter of the state fiscal year, these steps shall be repeated.
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Section 86-2.9, Adult Day Health Care in Residential Health Care Facilities, is hereby amended

to read as follows:

Section 86-2.9 Adult Day Health Care in Residential Health care Facilities: (a) Except as

specifically identified in subdivision (g), rates for residential health care facility services for adult

day health care registrants shall be computed on the basis of the allowable costs, as reported

by the residential health care facility, and the total number of visits by adult day health care

registrants, as defined in Part 425 of this Title, for which services were delivered pursuant to

Article 6 of Subchapter A of Chapter V of this Title subject to the maximum daily rate provided

for in this section.

(b)

	

For adult day health care programs without adequate cost experience, rates will be

computed based upon annual budgeted allowable costs, as submitted by the residential health

care facility and the total estimated annual number of visits by adult day health care registrants,

as defined in Part 425 of this Title, for which services were delivered pursuant to Article 6 of

Subchapter A of this Title subject to the maximum daily rate provided for in this section.
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(c)

	

Allowable costs shall include, but not be limited to the following:

(1) applicable salary and non-salary operating costs;
(2) costs of transportation; and,
(3) appropriate portion of capital costs, allocated according to instructions

accompanying the RHCF-4 report.

(d)

	

the maximum daily rate, excluding the allowable costs of transportation, forservices provided to a registrant in a 24 hour period as described in Part 425 ofthis title shall be 75 percent of the sponsoring facility's former skilled nursingfacility rate in effect on January 1, 1990, with the operating component trendedforward to the rate year by the sponsoring facility's trend factor.

(e)

	

notwithstanding subdivision (d) of this section or any other regulations to thecontrary, for the period July 1, 1992 to March 31, 1993 and annual periods
beginning April 1, 1993 through March 31, 1999, July 1, 1999 through March 31,2003, April 1, 2003 through March 31, 2005, and from April 1, 2005 throughMarch 31, [2007] 209, the maximum daily rate, excluding the allowable costs oftransportation, for services provided to a registrant in a 24 hour period asdescribed in Part 425 of this Title shall be 65 percent of the sponsoring facility'sformer skilled nursing facility rate in effect January 1, 1990, with the operatingcomponent trended forward to the rate year by the sponsoring facility's trendfactor.

For adult day health care facilities, beginning on and after April 1, 2006, theCommissioner of Health shall apply a trend factor projection of 2.25% attributable to the periodJanuary 1, 2006 through December 31, 2006. Upon reconciliation of this trend factor, inaccordance with the previously approved state methodology, the final 2006 trend factor shall bethe U.S. Consumer Price Index (CPI) for all Urban Consumers, as published by the U.S.Department of Labor, minus 0.25%.
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(f) For facilities without a skilled nursing facilizv rate,
computed in accordance with section 86-2.10 or section 86-2.15 of

this Subpart, in effect on January 1, 1990, a weighted average rate

for each region listed in Appendix 13A of this Title shall be used

	

as the proxy for the facility's January 1, 1990 skilled nursing
facility rate in determining the maximum daily rate for such

facilities as set forth in subdivisions (d) and (e)- of this
section. The weighted average rate for each region shall be-equal
to the statewide weighted average 1990 skilled nursing facility

rate with the statewide average direct component and indirect

component of the rate adjusted respectively by the regional direct
and indirect input price adjustment factors described in section
86-2.10. The statewide weighted average rate shall be computed by
multiplying each residential health care facility's 1990 skilled

nursing facility rate times its 1990 skilled nursing facility

patient days, summing the result state!5i.de, and dividing by the
statewide total 1990 skilled nursing facility patient days. The
1990 rate used in computing the statewide weighted-average rate
shall be the latest 1990 rate in effect on July 1, 1992 for the
former skilled nursing level of care which is contained in the rate

	

which has been certified by the commissioner pursuant,'to section
2807(3) of the Public Health Law.

(cq) Effective April 1_1994 and thereafter reimbursement
for Adult Day Health Care services provided to registrants with
acquired immunedeficiency syndrome (AIDS) and other human
.immunodeficiency virus (HIV) established

ws. Payment shall be a per visit price with not more tan

consist of a single price per visit for the o pperaton component

e based
upon a rate of S160 per visit per 24 hour period. To be eligible '
for reimbursement a residential health care -facility must be

certified by the Department to provide adult day health care

expenses:

	

other services

	

health

services for AIDS /HIV registrants.

	

The price shall be full
reimbursement for the following: (i) physician services nursing
services, and other related professional expenses directly insured
by the licensed residential health care facility:

	

(ii)
administrative

	

personnel

	

business office dat a processing,
r k a housekeeping, services, transportation. plant
operation and maintenance and other related fa-c ility overhead

care in residential health care facilities aippr-opriar-e to the level
Cr

supplies, immunizations. and
provision of services exceot f

n t ; ti v

	

1

rugs directly related to the
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patients for which fee-for-service reimbursement is available as determined by the Department
of Health.

Medical assistnmce rates of payment for adult day health care services provided on and after
December 1, ^ 002 to patients with AIDS/HIV by a residential health care facility shall be
increased by t free percent.

This increase to rates of payment will be for purposes of improving recruitment and retention of
non-supervisory workers or any worker with direct patient care responsibility. Programs are
prohibited frori using the funds for any other purpose. The Commissioner of Health is
authorized to <cudit each program to ensure compliance with the purpose for which this funding
is provided and shall recoup any funds determined to have been used for purposes other than
recruitment ard retention.

To generate a threshold day care bill, the provider must ensure that clients receive a core
service and be in attendance for a minimum of three hours, and over the course of the week,
receive a miniinurn of three hours of health care services. Health care services are defined as
both the core ;;ervices and health related services that are therapeutic in nature and directly or
indirectly relat to the core services, which must be identified on the client's comprehensive
care plan. Each visit must include a core service. A bill cannot be generated if these two
requirements sire not met.

Core service:; include-,

• Medical visits
•

	

Nursinc i i
® In ivi gal and group Mental Health services
® In ivid gal and group Nutrition counseling services
® Individ ial and group Substance Abuse counseling services
® Medication group counseling
• A tc iviti!s of Daily living

Physics I and Occupational Therapy services
• Case rr anagement services

Preven ion/Risk reduction counseling
Any ro(itine assessment performed by an appropriately credentialed staff person
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Health related (non-core) services include:

• Group exercise sessions
• Acupuncture

Breakfast and/or lunch
Therapeutic massage

• Yoga
® Pastoral care
• Therapeutic recreation and structured socialization services

Tai-chi

For adult day health care services provided on and after January 1, 2007, medical assistance
rates of payment to residential health care facilities shall be increased up to an annual amount
of $2.8 million in the aggregate. Such amount shall be allocated proportionally among eligible
providers based on the medical assistance visits reported by each provider in the most recently
available cost report, as submitted to the Department of Health. Such allocated amounts will
be included as an adjustment to each provider's daily rate of payment for such services.

For adult day health care services rendered on and after January 1, 2007, through December
31, 2009, and for adult day health care services provided to patients diagnosed with AIDS on
and after April 1, 2009, medical assistance rates of payments shall reflect trend factor
adjustments computed in accordance with the previously approved trend factor methodology
contained on page 1(c)(i) in this Attachment.

(h) For the period April 1, 2007 and thereafter, rates of payment for adult day health care
services provided by residential health care facilities, shall be computed in accordance with
the following:

(i) the operating component of the rate for an adult day health care program that
has achieved an occupancy percentage of 90% or greater for a calendar year,
prior to April 1, 2007, shall be calculated utilizing allowable costs reported in the
2004, 2005, or 2006 calendar year residential health care facility cost report filed
by the sponsoring residential health care facility, whichever is the earliest of such
calendar year cost reports in which the program has achieved an occupancy
percentage of 90% or greater, except that programs receiving rates of payment
based on allowable costs for a period prior to April 1, 2007 shall continue to
receive rates of payment based on that period;

(ii) for programs that achieved an occupancy percentage of 90% or greater prior to
calendar year 2004 but did not maintain occupancy of 90% or greater in
calendar years 2004, 2005, or 2006, the operating component of the rate of
payment will be calculated utilizing allowable costs reported in the 2004 calendar
year cost report divided by visits imputed at 90% occupancy.
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(iii) programs that have not achieved an occupancy of 90% or greater for a calendar
year prior to April 1, 2007, will have the operating component of the rate of
payment calculated utilizing allowable costs reported in the first calendar year
after 2006 in which the program achieves an occupancy of 90% or greater
effective January first of such calendar year except for calendar year 2007,
effective no earlier than April first of such year, provided, however, that effective
January 1, 2009 programs that have not achieved an occupancy of 90% or
greater for a calendar year prior to January 1, 2009, the operating component of
the rate of payment will be calculated utilizing allowable costs reported in the
2009 cost report filed by the sponsoring residential health care facility divided by
actual visits or imputed at 90% occupancy, whichever is greater. This will also
apply to programs which achieve an occupancy percentage of 90% or greater
prior to calendar year 2004, but in such year had an approved capacity that was
not the same as in calendar year 2004.

(iv) for residential health care facilities approved to commence operation of an adult
day health care program on or after April 1, 2007, rates of payment for these
programs will be computed based upon annual budgeted allowable costs, as
submitted by the residential health care facility, and total estimated annual visits
by adult day health registrants of not less than 90% of licensed occupancy.
Each program shall also be required to submit an individual budget. Multiple
programs operated by the same residential health care facility shall each have
separate rates of payment;

(v) Rates developed based upon budgets shall remain in effect for no longer than
two calendar years from the earlier of:

(A) the date the program commences operations; or
(B) the date the sponsoring residential health care facility submits a full

calendar year residential health care facility cost report in which the
program has achieved 90% or greater occupancy. If a sponsoring
residential health care facility submits such a cost report within two years of
the date the program commences operation, rates shall then be computed
utilizing that cost report.
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ncy within two
will be

caiculatedutilizing allowable costs reported in such second calendar year
resident ial health care facility's cost report for the aplicable _soonsorin

	

residential health care facility divided by visits Imputed at 900!0
occupancy.

1 008 rates ofoavvment will exclud
for the costs of transportation:

(viii) Ali-rates of payment established for adult day health proorams operated	by residential health care facilities shall be subject to the maximum daily
rate otherwise aroyided by law: provided howe er that sucb_m mu

tions

lye Janus brei me

adult day heal
residential-health care facilities that underwent -a change of ownershlp
subsequent to1990will be determine e inpatient rate opayment of the prior operator as to effect on January 1. 1990. and

	

further prpyided that in the event 'a residential health care facility
operates an off-site adult day health grogram outside the regional input
Brice adjustment region in which such facility is located, the computation
of the maximum daily rate of payment for that program will utilize the
weighted average of the inpatient rates of payments for residential health
care facllit es In the region in which the program is located, ash effect on
January 1- 12J9, in place of the snonsorin residential health care
facility's inpatient rate of payment.

[86-2.1,0] Computation of basic rate.

U] Rates for residential health care facility services for [nonoccupants] r,n-
occupants for 1986 and subsequent rate years shall be calculated in accordance with[section] §86-2.9 of this Subpart, with any operating component of the rate trendedfrom the 1983'base year, to the rate year by the applicable roll factor promulgated by
the [d]Department.
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Outpatient Hospital Mental HealthServices

Intensive Day Treatment program

	

In accordance with the state Ment?l(programs certified by Ct`1H pursuant

	

Hygiene Law, the Office of Mental Healthto 14 NYCR$ Part 581) establishes Medicaid rates ofrei*rbursement for outpatient prog-r-airsissued operating certificates by theCffica. The Intensive Day Treaty ntprogram is an outpatient program.Medicaid rates established by the officeof Mental Health must be certified by

	

the Commissioner and approved byDivision of the Budget. The methods andstandards set forth below do not applyto any other type of outpatient programslicensed by the Office of Mental Health: -
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(1) Operating Costs

Medicaid rates for intensive Day Treatment programs are established
prospectively and are all inclusive, taking into account all allowable costs and
all allowable visits.

p

	

associated with administration, maintenance and support expenses.

Because Intensive Day Treatment programs have not yet accumulated sufficient
cost information to establish cost related rates, operating. costs for all Intensive
Day Treatment programs are determined on the basis of cost projections contained in
budget doccunents prepared by intensive Day Treatment programs selected for
operation and submitted for review and approval by the Office of Mental Health.

Allowable operating costs. include the costs of services approved by the
Commissioner. In determining allowability of costs, the Office of Mental health
reviews the categories of costs, described below, with consideration given to the
special needs of the patient population to be served by the Intensive Day Treatment
program. The categories of costs to be reviewed shall include, but not be limited
to, the following:

(i) clinical care. This category of cost includes salaries and fringe
benefits for clinical and direct care staff of the program.

(ii) other than clinical care.

	

This category of cost includes costs'

Allowable operating costs in the category of clinical care are limited to
costs approved by the C=missioner in connection with his review of the intensive
Day Treatment programs staffing plan. Allowable operating costs in the category

	

other than clinical care are limited to budgeted costs. The other than clinical
costs reported will he reviewed to determine their relative impact within a given
program, as well as in comparison to the universe' of selected In', ensive Cay
Treatment programs-

Appeals from rate determinations are heard by the Commissioner. The
Commissioner may hear requests for rate revisions which are based on errors in the
calculation of the rate or in the data su}..m. itted by the facility or based on
significant changes in cperatin costs resulting from changes in services, programs
or capital projects approved by the Coiss ioner in connection with the Office of
Mental Health's certificate of need procedures. Revised rates must be certified by
the Commissioner and approved by the-Director of the Budget..

(2) Capital Costs

	

V

To alloable operating costs are added allc able capital costs. Allowable

capital costs are determined by the application of principles developed for

	

determining reasonable cost payments under the Medicare program. Allowable capital
costs include an alloL,ran:e for depreciation and interest. A return on equity, as
determined by the New York State Depazr=vnt of Health, is allowed for proprietary

	

hospitals. To be allowable, capital ex _nditure subject to the Office of Mental
Health's certificate of ne• pr, ^ duros * ius:: be reviewed and approved by the Office
of Mental Health.
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,mbulatory Services in Facilities:e*'tifi^ Under Article 31 of the StateMental Hygiene Law:

OMIT Clinic, Day and ContirrsingTreatment Programs
Flat fee developed by OMH and approvedby the Division of the Budget.

Intensive Day Treatment Program(programs certified by OMH pursuantto 14 NYCRR•Part 581)

TNT` Z1f-31
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Types of Service

Hospice Services: Routine Home Care, Continuous Home Care, Inpatient Respite
Cam, And General Inpatient Care

Medicaid payment for hospice care will be in amounts no lower than the Medicare rates
for: general inpatient, inpatient respite, routine home care and continuous home care using the.
same methodology as used under Part A of Title XVIII. Annual adjustments shall be made to
these rates commencing October 1, 1990, using inflation factors developed by the State.

The Commissioner of Health will increase medical assistance rates of payment by three
percent for hospice services provided on and after December first, two thousand two, for
purposes of improving recruitment and retention of non-supervisory workers or workers with
direct patient care responsibility.

For hospice services provided on or after June 1, 2006 through March- 31, [2008] 2011.
rates of payment will be additionally adjusted for the purpose of further enhancing the
provider's ability to recruit and retain non-supervisory workers or workers with direct patient
care responsibility. These additional adjustments to rates of payment will be calculated by
allocating the available funding proportionally based on each hospice provider's non-supervisory
workers or workers with direct patient care responsibility total annual hours of service provided
to Medicaid patients as reported in each such provider's most recent cost report as submitted to
the Department prior to November 1, 2005, to the total of such hours for all eligible hospice
providers. The total aggregate available funding for all eligible hospice providers is as follows:

For the period June 1, 2006 through December 31, 2006 - $730,000.
For the period January 1, 2007 through June 30, 2007 - $730,000.
For the period July 1, 2007 through March 31, 2008 - $1,460,000.
For the period April 1 2008 through March 31, 2009 - $1,460,000.

	

For the period April 1. 2009 through March 31, 2010 - $1460,000
For the period April 1, 2010 through March 31 2011 - $1,460,000.

Hospice services providers that have their rates adjusted for this purpose shall use such
funds solely for the purposes of recruitment and retention of non-supervisory workers or
workers with direct patient care responsibility and are prohibited from using such funds for any
other purposes. Each hospice provider receiving funds shall submit, at a time and in a manner
determined by the Commissioner, a written certification attesting that such funds will be used
solely for the purpose of recruitment and retention of non-supervisory workers or workers with
direct patient care responsibility. The Commissioner is authorized to audit each provider to
ensure compliance with this purpose and shall recoup all funds determined to have been used
for purposes other than recruitment and retention of non-supervisory workers or workers with
direct patient care responsibility. All government and non-government owned or operated
providers are eligible for this adjustment pursuant to the same uniformly applied methodology.
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Type of Service

For persons residing in nursing facilities who have elected hospice care, the Medicaid State

agency will pay the hospice an amount sufficient to cover room and board as defined in Section

1905 (o) of the Social Security Act.

Special Needs Patients

Enhanced medicaid rates for services to special need hospice patients are established .for

routine home care, continuous home care and general inpatient care using the following

methodology: Use the percentages for each service component as promulgated by the CIS in

the routine home care, continuous home care and general inpatient care rates, to determine

service component dollar values;

[Special Needs Patient (cont.)]

[U]use documented cost data which supports specific service component enhancement to

calculate amount to be added to rate as an enhancement; [A]apportion each rate into its

respective labor and non-labor component using the Medicare prescribed labor to non-labor

ratios; [A]adjust labor component of each enhanced rate to account for regional differences in

wages using Medicare hospice wage indices; [A]add adjusted labor component to the non-labor

component to arrive at the regional enhanced rates.

Rehabil itative Services

The New York State Office ofAlcoholism . and Substance Abuse Services establishes rates of

	

reimbursement for the provision of rehabilitative services to persons in freestanding chemical

dependence residential facilities. Allowable base year costs are determined by the application

	

of principles developed for determining reasonable cost payments under the Medicare program.

To be allowable, costs must be reasonable and relate to patient care. Allowable costs may not

include costs for services, which have not been approved by the Commissioner. Total allowable

costs are classified as either treatment related costs or room and board related costs. Utilizing

only allowable treatment related costs; a provider-specific Medicaid treatment rate shall be

established. The treatment rate shall consist of an operating and a capital component.
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TYPE OF SERVICE

	

METHOD OF

(1) Directly Observed Therapy (DOT)
The New York State Department of
Health establishes a weekly fee for
the provision of Directly Observed
Therapy. Fees are established to
take into account service site,
service complexity, service
intensity, any existing relationship
between the provider and the .
recipient, record of compliance and
completion of therapy. Access to
these fees will be available only to
those providers who sign Provider
Agreements .

For Fang out-patient
providers, the Office of Mental
Retardation and Developmental
Disabilities will utilize
established statewide cost related
flat clinic fees for off-site
services. Fees will be assigned
based on provider specific clinic
costs or budgets which correspcd to
the fiscal cycle of the provider.
All fees are subject to the approval
of the New York State Division of
the Dxiget. Access to these fees
will be available only to those
providers who enter into Provider
Agreements.
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[METHOD OF REIMBURSEMENT]

Rehabilitative Services .

Reimbursement for approved early intervention providers is associated with resource use
patterns to ensure that evaluations and early intervention services are economically and
efficiently provided. The method is based on a classification of early intervention services.

Under the reimbursement methodology, individual or combined prices are established
prospectively for each service category. For each service category, a price is established to cover
labor, administrative overhead; general operating and capital costs. The prices are adjusted to
reflect regional differences in costs. The regional classification system used to reflect
differences in costs is described in 86-2.10(c)(5) of Attachment 4.19-A of the State Plan. All
prices are subject to the approval of the New York State Division of the Budget.

Existing rates of reimbursement, for approved early intervention services provided on and after
December 1, 2002, shall be increased by three percent. The Commissioner of Health is
authorized to require any early intervention provider, with the exception of self-employed early
intervention providers, to submit a written certification attesting that such funds were or will be
used solely for the purpose of recruitment and retention of early intervention service providers
during the 2002-03 state fiscal year.

Early Intervention service providers who were authorized to provide early intervention services

	

pursuant to section 236 of the

	

Family Court Act during 1993, shall be reimbursed actual
allowable capital costs obligated prior to July 1, 1993. Such reimbursement will continue
through June 30, 1996.
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APPendix3

	Specialized programb for residents requiring behavioralinterventions.

(a) General.

(1) Specialized programs for residents requiring behavioralinterventions (° the program") shall mean a discrete unit with a. plan-:edcombination of services with staffing, equipment and physical facilitiesdesigned to serve •individuals whose severe behavior cannot be managed ina less restrictive setting. The program shall provide goal-directed,comprehensive and interdisciplinary services directed at attaining ormaintaining the individual at the highest practicable level of physical,affective, behavioral and cognitive functioning.

(2) The program shall serve residents who are a danger. to self or othersand who display violent or aggressive behaviors which are typicallyexhibited as physical or verbal aggression such as clear threats ofviolence. This behavior may be unpredictable, recurrent for no apparentreason, and typically exhibited as assaultive, combative, disruptive orsocially inappropriate behavior such as sexual molestation or firesetting.

(3) The program shall be located in a nursing unit which is specificallydesignated for this purpose and physically separate from other facility'.residents. The unit shall be designed in accordance with the provisionsas set forth in Subpart 713-2 of this Title.

(4) The facility shall have a written agreement with an inpatie
i:censed uiide=Mental Hygiene Law to providefor inpatient admissions and consultative services as needed.

(5) In addition to the implementation of the quality assessment andassurance plan for this program as required by section 415.27 of thisPart, the facility shall participate with the commissioner or his or herdesignee in a review of the program and resident outcomes. The factorsto be reviewed.shall include but not be limited to a review ofadmissions, the care and services provided, continued stays, anddischarge planning. The facility shall furnish records, reports and datain a format as requested by the commissioner or his or her designee andshall make available for participation in the review, as necessary,members of the interdisciplinary resident care team.

(b) Admission.

0 `-t
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(1) The facility shall develop written admission criteria which are
applied to each prospective resident. As a minimum, for residents
admitted to the program, there shall be documented evidence in the
resident's medi-cal record that:

(i) the resident's behavior is dangerous to him or herself or to
others;

(ii) the resident's behavior has been assessed according to sever^_=y
and intensity;

	

(iii) within 30 days prior to the date of application to the program,
the resident has-displayed:

(a) verbal aggression which constitutes a clear threat of violence
towards others or self; or

(b) physical aggression which is assaultive or combative and causes
or is likely to cause harm to others or self; or

(c) persistently regressive or socially inappropriate behavior which
causes actual harm.

(iv) various alternative interventions have been tried and found to be
unsuccessful;

	

'

(v) the resident-cannot be managed in a less restrictive setting; and

(vi) the prospective resident has the ability to benefit from such a
program.

T2 T-Prior-td-admission X.-ythe

	

y s

	

u yin orm t o rest ent an
the resident's designated representative both ora:.ly and in writing
about the program plan and the policies and procedures governing
resident care in this unit. Such policies and procedures shall at a
minimum include a statement that the resident's right to leave or be
discharged from the program shall be consistent with the rights of other
residents in the facility.

(c) Assessment acid Care Planning.

(1) The interdisciplinary team shall have determined preliminary
approaches and interventions to the severe behavior and recorded them in
the resident care plan prior to admission to the unit.

(2) Each resident's care plan shall include care and services which are
therapeutically beneficial for the resident and selected by the resident
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when able and as appropriate. The care plan shall be prepared by the
interdisciplinary team, as described in section 415.11 of this Part,
which shall include psychiatrist, psychologist, or social worker
participation as appropriate to the needs of the resident.

(3) Based on the resident's response to therapeutic interventions, the
care plan including the discharge plan shall be reviewed and modified,
as needed, but at least once a month.

(d) Discharge.

(1) A proposed discharge plan shall be developed within 30 days of
admission for each resident as part of the overall care plan and shall
include input from all professionals caring for the resident, the
resident and his or her family, as appropriate, and any outside agency
or resource that will be involved with the resident following discharge.

(2) When the interdisciplinary team determines that discharge of a
resident to another facility or community-based program is appropriate,
a discharge plan shall be implemented which is designed to assist and
support the resident, family and caregiver in the transition to the new
setting. Program staff shall be available post-discharge to act as a
continuing resource for the resident, family or caregiver.

(3) The resident shall be discharged to a less restrictive setting when
he or she no longer meets the admission criteria for this program as
stated in subdivision (b) of this section.

(4) A resident discharged to an acute care facility shall be accompanied
by a member of the program's direct care staff during transfer. He or
she shall be given priority readmission status to the program as his or
her condition may warrant.

(5) There shall be a written transfer agre ement with any nursing home o
origin vahich allows for priority readmission to such transferring
facility when a resident is capable of a safe discharge.

(e) Resident services and staffing requirements.

(1) The program shall consist of a variety of medical, behavioral,
counseling, recreational, exercise, and other services to help the
resident control or'redirect his or her behavior through interventions
carried out in a therapeutic environment provided on-site.

(2) There shall be dedicated staffing in sufficient numbers. to provide
for the direct services in the unit and to allow for small. group
activities and for one -on-one care.
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(3) The unit shall be managed by a program coordinator who isa licensedor certified health care professional with previous formal education,training and experience in the administration of a program concernedwith the care and management of individuals with severe behavioralproblems. The program coordinator shall be responsible for the operationand oversight of the program. Other responsibilities- of--the-p-rogramcoordinator shall include:

(i) the planning for and coordination of direct care and services;

(ii) developing and implementing inservice and continuing education

	

programs, in collaboration with the interdisciplinary team, for allstaff in contact with or working with these residents;

(iii) participation in the facility' s decisions regarding residentcare and services that affect the operation of the unit; and

(iv) ensuring the development and implementation of'a program plan andpolicies and procedures specific to this program.

(4) A physician who has specialized training and experience in the careof individuals with severe behavioral or neuropsychiatric conditionsshall be responsible for the medical direction and medical oversight ofthis program and shall assist with the development and evaluation ofpolicies and procedures governing the provision of medical services inthis unit.

(5) A qualified specialist in psychiatry who has clinical experience inbehavioral medicine and experience working with individuals who areneurologically impaired shall be available on staff or a consultingbasis---to--the -residents=wand-to th

	

r ogram. -

(6) Aclinical psychologist with at least one year of training inneuropsychology shall be available on staff or a consulting basis to theresidents and to the program.

	

(7) A social worker with experience associated with severe behavioral
conditions shall

	

available either on staff or a consulting basis towork with the residents, staff and family as needed.

(8) Other than the program coordinator, there shall be at least oneregistered professional nurse deployed on each shift in this unit whohas training and experience in caring for individuals with severe
behaviors.

(9) A full- time therapeutic recreation specialist shall be responsible
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for the therapeutic recreation program .

(10) The facility shall ensure that all staff assigned to the direct
care of the residents have pertinent experience or have received
twining in the care and management of individuals with severe
behaviors.

(11) The facility shall ensure that educational programs are conducted
staff not providing direct care but who-come in contact with these

residents on a regular basis such as housekeeping and dietary aides.
The programs shall familiarize staff with the program and the residents.
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ATTACHMENT 4.19E

DEFINITION OF A CLAIM BY TYPE OF SERVICE

A claim is defined as a request for reimbursement for medical services rendered toan eligible Medicaid recipient.

Claims must be submitted on acceptable claim forms.

1)

	

Claim Form A - used by Practitioners (physicians, podiatrists, privateduty nurses, therapists, clinical psychologists), Clinics (Outpatient andFree-Standing), Dental providers, (private practicing, schools andclinics), Laboratories, HMO's Referred Ambulatory, Home Health,Personal Care Services, Transportation and Eye Care providers.
2)	Practitioner Claim Form - used by Physicians.

3)

	

Claim Form B - used by Skilled Nursing Facilities, Health RelatedFacilities, Child Care Agencies and Intermediate Care Facilities.
4)

	

Claim Form C - used by Hearing Aid dealers and Durable MedicalSupplies, Equipment and Appliances vendors.

5)	UBF-1-81 - used by Inpatient Hospital providers.

6)

	

Pharmacy Claim Form - used by pharmacy providers.

7) Child Health Assurance Program Claims and report Form - used byphysicians and clinics to bill for services rendered under the CHAP(EPSDT) program.

8)

	

Universal Physican Claim Form - (New York State's modification of theHCFA-1500) (when implemented will be used by physicians).



Clairr:s are submitted either using the approved rate for each service or billing onaee-for-service basis.

Froviders which submit claims on a. fee-for-service basis include:
Physicians/CHAP physicians

Podiatrists

Private Duty Nurses

Therapists

Clinical Psychologists

Pharmacies

Dentists (private practice, dental school)

Laboratories

Eye Care

Referred Ambulatory

Transportation

Durable Medical Supplies, Equipment, Appliances

Hearing Aid Dealers

Providers which submit claims based on a rate include:
Outpmcient Clinics

Free Standing Clinics

	

Inpatient Hospital

Skilled Nursing Facili ties

Health Related Facilities

HMO

Home Health Agencies (including Long Term Home Health)
Personal Care Services

Child Care Agencies

Intermediate Care Facilities/MR
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Revision: B
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January 1990

State/Territory:

	

New York

1. rz3mencv of 1

433.138(d)(1) State Wage Information Collection Agency (SWICA) and
SSA Wage and Earnings Files.

	Matches with the SWICA in NYS are performed daily and quarterly.
Matches with SSA Wage and Earnings files occur monthly.

433.138(d)(3) State Title IV-A Agency.
In New York State, all potentially employable recipients arematched with an employee file from the Department of Labor. Since
these recipients and their. resources are carried on a singleeligibility file, a data exchange is not needed.

433.138(d) (4) (i) State Worker's Compensation.

	

A match with Worker's Compensation is performed on an annualbasis.

433.138(d)(4)( ii) Department of Motor Vehicle Accident File.
This is conducted on an annual basis.

433.138(s) Diagnosis and Trauma Code Edit
The Department uses diagnosis and trauma codes and providerentered accident indicator code on a monthly basis to determinethe legal liability of third parties.
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4.22®A

433.138(g)(1)(1) SWICA, SSA Wage and Earning files and Title IV -AData Exchanaes.

Districts are required to follow-up on information obtained duringinitial application and redetermination so that it can be used forclaims processing and/or recoveries within 60 days of the districtfirst becoming aware of it.

433.138(g)(2)(1) Health Insurance Information and -Workr®sCompensation.

The Department has issued an Administrative Directive to all localdistrict eligibility and Third Party Workers that. establishesprocedures for identifying third party resources and requiresentering the information on the data base within 60 days so it canbe used for claims processing.

433.138 (d) (4) (11) Department of Motor Vehicle.

If the match identifies a Medicaid recipient who was involvedan auto accident, a questionnaire is sent to the recipient todetermine if any medical services were necessary as a result ofthe accident. Questions are also asked about insurance coverage.
If a positive response is received, it is sent to the localdistrict which has fiscal responsibility for the recipient. Thelocal district is instructed to investigate the potentialliability and pursue recoveries when necessary. If medicalservices are still being provided as a result of the accident, thecoverage is added to MMIS to affect claims processing.

433.138 (s) 9ijagnos ia and Trauma Code Follow-u2.

The Department has been editing claims using diagnosis and traumacodes as well as provider entered accident indicator codes since4IS was impl emented. Through this experience, which has includedextensive analysis by local district staff, the Department hasdeveloped an efficient program to pursue potentia l liability foraccident/casualty cases.
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433.138(0) Dia9o is and Trauma Code Follow-up (cant.)
On a monthly basis, claims that meet the criteria using traumadiagnosis codes and accident indicators are selected and are usedto generate questionnaires to both the recipient and the medicalprovider for further information concerning the accident. if thequestionnaires are not returned, a follow-up letter is sent to theprovider and/or recipient. If either questionnaire is returnedindicating the potential for a third party to pay for medicalexpenses, the questionnaire is forwarded to the local districtthat has fiscal responsibility for the recipient. After the localdistrict has investigated the potential resource a lien is filedif a third party is found to be liable. In any event theDepartment is to be notified of the outcome of the local districtinvestigation.

The information will only be added to the data base where aprovision for medical coverage is involved and it is expected thatthe recipient will require additional medical services past thedate of accident.
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Revision: HCFA® -90-2 (BPD)
January 1990

State/Territory:

	

New York
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433,139 (b) (3) (ii) (C).
Compliance with these billing requirements is determined throughthird party edits in MMIS. .If the Medicaid recipient is coveredby insurance that is furnished through medical support enforcementcarried out by the State'1V-D agency, the claim is denied if thespecific medical service is covered.by the insurance and theprovider fails to indicate that the third party was billed bymaking a positive entry in the other insurance payment field onthe claim form.

2&3. T1 reshold Amount 433.139(F)(21 and (31.

New York State will continue to pursue third party reimbursementthrough cost avoidance in the first instance-by requiringproviders to pursue third party resources prior to, submittingclaims to Medicaid. However, upon discovering insurance which waspreviously unknown or not utilized, the State will elect not topursue any potential recovery below threshold amounts periodicallyestablished to represent a cost effective return for particularclasses of cases. Claims may be accumulated for a period not toexceed two years, for purposes of recovery.

Specific exceptions to this policy include but are not restrictedto the following:

Where accumulated amounts of claims per individual, carrieror provider provide a cost effective basis to submit claimsfor reimbursement.

The deterrent effect of'recovery is felt to outweigh theadministrative cost of claims submission.

Special audit situations which warrant a recovery based onthe specific merits of the case.

Technological advances which allow computer techniques tobe utilized to provide an efficient submission procedure.

^'!'' .° .1 D eeJ
JAN t 6 1995



Revision: HCFA-PM-91-8

	

Attachment 4.22-C
October 1991

	

Page 1
OMB No.:

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory:

	

New Yo

Citation

	

Condition or Requirement

1906 of the Act

	

State Method on Cost Effectiveness of
Employer-Based Group Health Plans

The determination of cost benefit for any health insurance policy is an evaluation of.
many varied but interrelated criteria. It is difficult to establish exact guidelines for cost

benefit determinations that can be applied uniformly in all cases. Unless a person is

already in poor health, whenever insurance is purchased a risk is taken as to whether or

not health expenses will be incurred. Therefore, cost benefit determinations must be

made on an individual basis after the local district or Department of Health staff obtain

information about the insurance policy and the individual applying for the premium

payment. If the average Medicaid payment is known for certain demographics (e.g.. sex.

age, location) . cost effectiveness for paying the premium can be easily determined by

comparing that cost to the cost of a premium for the same demogra is .

Please note that for some cases, even after reviewing these criteria, the determination

to pay for a health insurance policy may still be unclear. In these cases, the final
decision will rest solely on the judgement of local district orDcpartment of Health staff.

The following points should be-considered at the time of determination and

redetermination for coverage provided through employer-based group-health plans.

1. Assess the types of medical services covered by the health insurance policies.

2. Has there been a high utilization of medical services by the applicant/recipient (A/R)?

Request the applicant/recipient to bring to the interview all medical bills (paid and

unpaid), statements of insurance benefit payments and premium notice for the past

year. Determine the total amount paid by all parties for the medical services.
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Page 2
OMB No.:

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT
State/Territory:

	

New York

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

3. Can the past utilization of medical expenses be expected to continue or increase?

During the interview, inquire if any acute or chronic medical conditions exist. If so,
does the condition require or could it potentially require extensive medical services?
Will these potential expenses be covered by the policy?

4. Does a situation exist which warrants.maintaining the policy even through there is no
history of high medical utilization.

Due to the client's age or a pre -existing condition, is it reasonable to assume that the
client may not be able to obtain another policy in the future or that a pre -existing
condition would not be covered by a new policy for a period where medical
utilization may be expected?

5. For policies in force, what are the maximum benefit levels of the policy?

Have the maximum benefit levels been met, rendering the A/R ineligible for
benefits?

If so, is the maximum benefit recurring? Will it be reinstituted on an annual
basis, at the end of a specific benefit period, or does it apply separately to
unrelated injuries, sicknesses, and/or conditions?

> If there will be benefits or recurring benefits that will pertain to the A/R's
potential medical expenses, how do these benefits compare to the cost of the
premium?

6. Review the number of dependents in a family. In general, the larger the family, the
more cost beneficial it is to purchase family coverage.

7. Compare the cost of the premium to the cost of all medical services received by the
applicant/recipient in the previous year (see #2). Using this comparison and the other
factors related to anticipated future utilization (3 through 6) decide whether or not it is
cost beneficial to maintain the policy. That is, does the cost of the premium payment

and cost-sharing amounts appear likely to be less than Medicaid expenditures for an
equivalent set of services?

NOTE: For those districts that use the [Health Insurance Automated Decision Tree]
"Health Insurance Cost Appraisal Progr (HICAPI" make sure that the premium,
payment used in the calculation is the Medicaid portion of the premium payment.
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SUPPLEMENT TO ATTACHMENT 4.22

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State:-

	

New York

STATE LAWS REQUIRING THIRD PARTIES TO PROVIDE
COVERAGE ELIGIBILTY AND CLAIMS DATA

1902(A)(25)(I) The State has in effect laws that require third parties to comply with the

provisions, including those which require third parties to provide the State with coverage,

eligibility and claims data, of 1902(a)(25)(I) of the Social Security Act.
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Page 1
State/Territory:

Sanctions for Psychiatric Hospitals
(a) The State assures that the requirements ofsection 1902(y)(1), section 1902(y)(2)(A), andsection 1902(y)(3) of the Act are met concerningsanctions for psychiatric hospitals that do notmeet the requirements of participation when thehospital's deficiencies immediately jeopardizethe health and safety of its patients or do notimmediately jeopardize the health and safety ofits patients.

(b) The State terminates the hospital'sparticipation under the State plan when theState determines that the hospital does notmeet the requirements for a psychiatrichospital and further finds that the hospital'sdeficiencies immediately jeopardize the healthand safety of its patients.
'y)(1)(B)

	

(c) When the State determines that the hospital does
of

	

Act

	

not meet the requirements for a psychiatrichospital and further finds that the hospital'sdeficiencies do not immediately jeopardize thehealth and safety of its patients, the Statemays

1. terminate the hospital 's participationunder the State plant or

2. provide that no pa yment will

	

madeunder the State plan with res pect toany individual admitted to suchhospital after the effective date ofthe finding; or

3. terminate the hospital's participationunder the State plan and provide thatno payment will be made under theState plan with respect to anyindividual admitted to such hospitalafter the effective date of t hefinding.
1902(y)(2)(A)

	

(d) When the psychiatric hospital described in (c)
of the Act

	

above has not complied with the requirements fora psychiatric hospital within 3 months after thedate the hospital is found to be out ofcompliance with such requirements, the Stateshall provide that no payment will be made underthe State plan with respect to any individualadmitted to such hospital after the end of such3-month period.

Citation

	

1'3020(1).
1902(y)(2)(A),
and Section
1902(y)(3)
of the Act
(P.L. 201-508,-
section 4755(a)(2))

1902(y)(1)(A)
of the Act
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STAT P

	

TITLE ZIZ OF THS SOCIAL SECURITY ACT

State/Territory: New York

PM'THOD FOR ISSUANCE OF MEDICAID ELIGIBILITY CARDS
TO HOMELESS INDIVIDUALS

87 3 5A

New York will mail an ID card to any address
indicated by the otherwise eligible client. This

includes Post Office boxes as well as residential

addresses or other addresses of convenience.
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PLAN

	

ER TITLE XIX OF THE SOCIAL, SECURITY ACT

state /Territory: New York

REQUIREMENTS FOR ADVANCE DIRECTIVES UNDER STATE PLANS

FOR MEDICAL ASSISTANCE

The following is a written description of the law of the

State (whether statutory or as recognized by the courts of

the State) concerning advance directives. If applicable

states should include definitions of living will, durable

power of attorney for health cars, durable power of attorney,

witness requirements, special State limitations on living

will declarations, proxy designation, process info rmation and

State forms, and identify whether State law allows for a

health care provider or agent of the provider to object to

the implementation of advance directives on th e basis of

conscience.

Established by Chapter 752 of the Laws of 1990 by adding Article 29-c

of the Public Health Law. Establishes in statute the right of a competent
adult to appoint a health care agent to make decisions about health care

treatment for the adult in.the event the adult no longer has the capacity

to make such decisions.

The law confers no new rights regard4ng the :^ovision or'rejection of any

specific health care treatment and affirms o fisting laws and policies

which limit individual conduct, including t--se laws and policies against

homicide, suicide, assisted suicide and mere: killing.

The following are definitions that are applicable:

"Adult" means any person who is eighteen years of age or older, or is the

parent of a child, or has married.
"Capaci y to sate health care decisions" means the ability to understand

and appreciate the nature and consequences of health care decisions,

including the benefits and risks of and alternatives to any proposed

health care, and to reach an informed decision.

"Health Care" means any treatment, service or procedure to diagnose or

treat an individual 's physical or mental condition.

"Health Care Agent" or "A ent" means an adult to whom authority to make

health care decisions is de egated under a health care proxy.

"Health Care Decision" means any decision to consent or refuse to consent

to hea l th care.
- "Health Care Proxy" means a document delegating the authority to make health

care decisions, executed in accordance with the requirements of this law.
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Attachment 4.35-A
June 1995

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: New York

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Enforcement of Compliance for Nursing Facilities

The State uses other factors described below to determine the seriousness of deficiencies in
addition to those described. at §488.404(b)(1):

New York State will use the factors described at §488.404(b)(1) to determine the seriousness of
deficiencies.
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Attachment 4.35-B
June 1995

STATE PLAN UNDER TITLE XIX OF TSOCIAL SECURITY ACT

State/Territory: New York

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Enforcement of Compliance for Nursing Facilities

Termination of Provider Agreement: Describe the criteria (as required at §1919(h)(2)(A) for
applying the remedy.

J Specified Remedy

Will use the criteria and notice requirements specified in the regulation.

TR No. 9 5
Supersedes
TR No.

	

V_
Approval Date: Effective Date: JUL 0 1 i

_-4
7



qMW

Provision:

	

HCFA-PM-95-4

	

(HSQB)

	

Attachment 4.35-C
June 1995

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY A

State/ Territory: New York

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Enforcement of Compliance for Nursing Facilities

Temporary Management: Describe the criteria.(as required at §1919(h)(2)(A) for applying the
remedy.

_ Specified Remedy

(Will use the criteria and notice requirements specified in the regulation).

Alternative Remedy

(Describe the criteria and demonstrate that the alternative remedy is as effective in deterring non-
compliance. Notice requirements are as specified in the regulations.)

Appointment of Temp pary Management (Alternative)

New York State provides under §2806-b of the Public Health Law pertaining to caretakers
and §2810 of the Public Health Law pertaining to receivers, for management of a facility to
assure resident health and safety and an orderly closure or correction of requirements. These
receivers and caretakers must pass a character and competence review.

The caretaker/receiver remedy described above is being submitted as an alternative
remedy. It is more stringent than OBRA '87 requirements for facilities with care problems so
serious as to warrant new management imposed by the state and that control not be returned to
the same operator. Our experience has demonstrated great success in gaining court support for
the appointment of caretakers or receivers under our current provisions. In instances of
immediate jeopardy, §2806-b(c) calls for the caretaker to be appointed under the provisions
specified in §2810(2). This procedure allows the state's request for a caretaker appointment to be
before a Supreme Court judge 5 days after notice of the caretaker action is given to the provider:
The notice is given immediately upon the state decision that a caretaker is necessary.

Over the last 10 years, ?5 facilities have had receivers utilized on a voluntary or
involuntary basis to resolve -care issues.
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Attachment 4.35-D

June 1995

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: New York

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Enforcement of Compliance for Nursing Facilities

Denial of Payment for New Admissions: Describe the criteria (as required at §1919(h)(2)(A) for

applying the remedy.

	

.

Specified Remedy

(Will use the criteria and notice requirements specified in the regulation).

- Alternative Remedy

(Describe the criteria and demonstrate that the alternative remedy is as effective in deterring non-

compliance. Notice requirements are as specified in the regulations.)
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Attachment 4.35-E
June 1995

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: New York

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Enforcement of Compliance for Nursing Facilities

Civil Money Penal : Describe the criteria (as required at §1919(h)(2)(A) for applying the
remedy.

./Specified Remedy

(Will use the criteria and notice requirements specified in the regulation).

_ Alternative Remedy

(Describe the criteria and demonstrate that the alternative remedy is as effective in deterring non-
compliance. Notice requirements are as specified in the regulations.)
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Attachment 4.35-F
June 1995

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/ Territory: New York

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Enforcement of Compliance for Nursing Facilities

State Monitoring: Describe the criteria (as required at §1919(h)(2)(A) for applying the remedy.

Specified Remedy

(Will use the criteria and notice requirements specified in the regulation).

_ Alternative Remedy

(Describe the criteria and demonstrate that the alternative remedy is as effective in deterring non=
compliance. Notice requirements are as specified in the regulations.)
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: New York

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Enforcement of Compliance for Nursing Facilities

Transfer of Residents: Transfer of Residents with Closure of Facility: Describe the criteria (as
required at §1919(h)(2)(A). for applying the remedy.

-Specified Remedy

(Will use the criteria and notice requirements specified in the regulation).

V Alternative Remedy

(Describe the criteria and demonstrate that the alternative remedy is as effective in deterring non-
compliance. Notice requirements are as specified in the regulations.)

In Emergency Cases, Closure of Facility and/or Transfer of Residents

Section 2806 of the Public Health Law gives the Commissioner the authority to revoke or
suspend a facility' s operating certificate and/or transfer residents. Rather than subject residents
to unnecessary transfer, Section 2806-b of the Public Health Law is utilized to seek emergency
appointment by -a court of a caretaker on a temporary basis, to protect the interests of the
residents while legal action is taken to revoke the operating certificate of the facility and place the
facility in receivership and ultimately under a new operator.
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STATE PLAK UNDER TITLE XIX OF TIM SOCIAL SECURITY ACT

State/Territory: New York

ELIGIBILITY CONDITIONS AND QVI

	

S

Enforcement of Compliance for Nursing Facilities

Directed Plan of Correction: Describe the criteria (as required at
S1919(h)(2)(A) for applying the remedy.

Specified Remedy

(will use the criteria and notice requirements specified in the regulation).

Alternative Remedy

(Describe the criteria and demonstrate that the alternative remedy is as
effective in deterring non-compliance. Notice requirements are as specified

in the regulations.)
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STATE PLAN UNDER TITLE XIX OF TEM SOCIAL SECURITY ACT

State/Territory: New York

ELIGIBILITY CONDITIONS AND QUI

	

S

Enforcement of Compliance for Nursing Facilities

Directed Inservice Training: Describe the criteria (as required at
§1919(h)(2)(A) for applying the remedy.

Specified Remedy

(will use the criteria and notice requirements specified in the regulation).

_ Alternative Remedy

(Describe the criteria and demonstrate that the alternative remedy is as
effective in deterring non-compliance. Notice requirements are as specified
in the regulations.)
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Enforcement of Compliance for Nursing Facilities

Additional Remedies: Describe the criteria (as required at §1919(h)(2)(A) for applying the additional
remedy. Include the enforcement category in which the remedy will be imposed (i.e., category 1,
category 2, or category 3 as described as 42 CFR 488.408).

STATE C MONEY PENALTIES ZMQSED AS A CATEGORY 2 ENFORCE NT

New York provides under Section 12 of the Public Health law a civil money penalty system
which allows fining facilities for each occurrence of a deficiency. A facility may be fined up to .
$2,000 for the one time occurrence of any violation of state requirements even if that violation has
been corrected. It provides us with the flexibility to evaluate the deficiencies cited, to d etermine the
existence of poor performing facilities, and to fine or not to fine a facility which has corrected the
deficiencies, based on the severity and repetitiveness of the violation. Any facility with deficiencies
identified with a scope and severity in box (D-L) on the remedy grid will be screened to determine
whether a fine will be recommended. Effective October 1, 1990, 10 NYCRR Part 415 was revised
and mirrors 42 CFR Part 483 of the federal nursing home requirements in most areas exceeding
requirements in some sections. Since the requirements are analogous, compliance with state
regulations that might be achieved as a result of utilizing this remedy should also result in a
comparable outcome related to the federal requirements also.

State fines will be assessed at a higher level for facilities identified at subsequent surveys with
repetitive violations as an incentive t0 maintain compliance. In some cases a portion of the state fine
may be suspended contingent on maintaining compliance with selected regulatory groupings for a
specified period of time. Failure to comply with that provision would result in the collection of the
suspended fine as well as assuming a new fine for those violations.

	

This remedy incourages facilities not to allow deficiencies to recur and discourages initial
deficiencies, as facilities	they cannot allow deficiencies to occur and avoid a penalty
by correction within 30 days.

Funds collected by the state from imposition of a penalty are not applied to maintain operation
of a facility pending correction or closure or to costs of relocation or to lost resident fu nds. Facilities
in such a situation are monitored by the state to assure that operations are maintained. The
Department requires operator(s) to provide a final account of residents' monies. In addition, Public
Health Law Section 2810(3) provides a mech anism for non-interest bearing payments to receivers who

take over deficient facilities. The receiver must repay such loans .
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New York

DISCLOSUM OF ADDITIONAL

SZCMUTY ACT

IAN

Information disclosed by the New York State Nursing Home Nurse Aide Registrv in
addition to that required in 42 CFR 483.156(c)(1)(iii) and (iv)

Individuals' certification number

Date of recertification, if applicable

Last home address of record

Date of birth

Date of conviction Of patient abuse, neglect, mistreatment of patients, or
misappropriation of resident's property, if any.
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I

State/Territory: New York

I

	

D I

New York State Nursing Home Nurse Aide Registry information in
cluded on the

registry in addition to the information required by 42 CTR 483
.156(c)

Maiden name and other surnames used (ASI)

Address of nurse aide when certified/recertified

Date of Birth

Social Security Number

Name /Date of state approved training and competency programs
successfully

completed

Certification number of nurse aide

Most recent recertification date of nurse aide

Nursing home employer at time of certification /recertification

Date of conviction(s),'for patient abuse, neglect, mistreatment
 of patients,

or misappropriation of resident property, if any.
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State Plan Under Title XIX of the Social Security Act
State./Territory: New York

DEFINITION OF SPECIALIZED SERVICES

1) For mental illness, specialized services means the services specified by the State
which [combined with services provided by the NF], result[s] in [the continuous
and aggressive implementation of ] an individualized plan of care that demands
hospitalization.

The care plan must require one or more of the following:
a. [Is developed and supervised by an interdisciplinary team, which includes

a physician, qualified mental health professionals, and, as appropriate,
other professionals.] Hospital level assessment or diagnosis of recent
behavioral change:

b. [Prescribes specific therapies and activities for the treatment of persons
experiencing an acute episode of serious mental illness, which necessitates
supervision by trained mental health personnel; and ] Intensive
observation, protection, assistance, or supervision from the professional
staff of a hospital;

c. [Is directed toward diagnosing and reducing the resident's behavioral
symptoms that necessitated institutionalization, improving his or her level
of independent functioning, and achieving a functioning level that permits
reduction in the intensity of mental health services to below the level of
specialized services at the earliest possible time].Introduction or change
medication or other somatic treatment that needs frequent round the clock
monitoring by professional staff.

The plan must be developed and supervised by an interdisciplinary team which includes a
physician, qualified mental health professionals and, as appropriate, other professionals.

The plan must he directed toward diagnosing and reducing the resident's behavioral
symptoms that necessitated hospitalization, so as to improve his or her independent
functioning to a level that permits reduction in the intensity of mental health services to
below the level of specialized services at the earliest possible time.

2) For mental retardation, specialized services means the services specified by the State
which, combined with services provided by the NF or other service providers, results in
treatment which meets the requirements of Section 483.440( a) (1).
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory:

	

New York

CATEGORICAL DETERMINATIONS

Categories for which the State Mental health or mental retardation authority may
make an advance group determination that Nursing Facility (NP) services are needed are:

1) Convalescent care from an acute physical illness which:
(i) Required hospitalization ; and
(ii).Does not meet all the criteria for an exempt hospital discharge, which is not sub ect
to preadmission screening as specified in Section 4S3.106(b)(2).

2) Terminal illness, as defined for hospice purposes in Section 413.3 of this chanter.

3) Severe physical illness such as coma, ventilator. dependence, functioning at a 'brain

stem level, or diagnoses such as chronic obstructive pulmonary disease, Parkinson's

disease, Huntington' s disease ,a=yotrophic lateral sclerosis, and congestive heart failure

::hick result in a level of impairment so severe that the individual could not be &x?ected
to benefit from specialized services.

4) Very brief and finite stays of uo to a fixed number of days to provide respite to
n-home caregivers to whom the individual with Mental Illness (!'_I) or Mental-Retardation ("')
s expected to return following the brief NF stay.
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The State has --'n effect the

	

s•.:rvey and cert; fication periodseducational orccraa far te staff and residents (and the ir representatives)of nursing fac.:it.es in order to -resent current recuiations, procedures,and ooiic_es.

.Health Facility Memorandums - The Health Department's
medium for issuing items in the New York State. Official
Compilation of Codes, Rules and Regulations, and written
information on policy and procedures of concern to certified
health facilities.

.Bureau of Long Term Care Staff conduct seminars and training
for facility providers.

The Health Department contracts with private vendors to
present programs to providers.

.The survey process includes surveyors meeting with the
facility's resident council.

.Ongoing communication occurs between the Bureau of Long
Term Care and the State Ombudsman Office.

.Bureau of Long Term Care Staff meet with the provider
associations regarding specific issues on policies and
regulations:

.Bureau of Long Term Care Staff are available by telephone
to answer specific provider questions.
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STATE PLAN UNDER TITLE XIK OF THE SOCIAL SECURITY ACT

State/Territory:

	

New York

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Process for the Investigations of Allegations of Resident Neglect
and Abuse and Misappropriation of Resident Property

The State has in effect the following process for the receipt and timely review
and investigation of allegations of neglect and abuse and misappropriation of
resident property by a nurse aide or a resident in a nursing facility or by
another individual used by the facility in providing services to such a
resident.
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Attachment 4.40.B
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Page 1

Complaint Program Overview

	

The Department maintains a Patient Abuse Investigation program for

	

investigation of complaints of physical abuse, mistreatment, and neglect. A General
Complaint program is maintained for the investigation of complaints involving systemic
problems in RHCFs. Complaints involving misappropriation of resident funds are
investigated under the General Complaint Program.

	

The patient abuse reporting legislation was enacted to protect Residential
Health Care Facility (RHCF) patients from abuse. The original statute became effective
on September 1, 1977, and mandated the immediate reporting of RHCF patient abuse,
mistreatment or neglect by certain licensed health care professionals and encouraged
reports from all sources.

On September 1, 1980, the statute was amended to require all RHCFp
employees and licensed health care personnel to make such reports.

The administration of the patient abuse reporting program is the
responsibility of the Office of Health Systems Management's Bureau of Long Term Care
Services. Following is a brief overview of the administrative procedures associated with the
program.

Reports may be made anytime, night or day, via the Office of Health Systems
Management's Hotline. The telephone number for each Office of Health Systems
Management Area Office is displayed on the Hotline poster in every RHCF. An
emergency contact number for evenings, weekends and holidays (518-445-9989) is
also listed. Collect calls are accepted on all numbers.

Each report to the Office of Health Systems Management is referred to the Deputy
Attorney General for Medicaid Fraud Control for possible criminal investigation and
to the Local District Attorney if a prior request for such information has been made
by the District Attorney. Thirteen (13) such referral arrangements are currently
honored. (August 1994)

Each report is investigated on-site by Office of Health Systems Management Staff
within 48 hours. A full investigation is conducted. This may include multiple visits
to the residential health care facility, interviews of all involved, and a review of
pertinent facility and patient records.

®

		

The investigation results are compiled by the Office of Health Systems Management's
Area Offices and forwarded to the Co mm issioner of Health's Designee for review.
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The Commissioner of Health's Designee renders a findings that either sustains the
allegation of abuse or finds the allegation uns ustained. If the allegation is unzLjgjM^d,
all records related to the report are expunged in accordance with the statute and the
accused, the facility administrator and all. officials previously contacted are notified of
the determination. If an allegation is

	

, the accused is notified by certified mail
that he/she may request a fair hearing and that as a result of the sustained finding
he/she may be liable for a fine of up to $2,000. The administrator of the facility is also
notified of the sustained finding.

The request for a fair hearing must be made in writing within 30 days of receipt of the
finding of the Commissioner of Health's Designee. All fair hearings are scheduled and
conducted by the Department of Health's Division of Legal Affairs. The purpose of the
hearing is to determine whether the record of the report of the written determination of
the sustained finding should be amended or expunged on the grounds that the record is
inaccurate or the determination is not supported by the evidence. The burden of proof
in such a hearing is on the Office of Health Systems Management. The hearing
will determine whether or not the sustained. finding will be upheld, and if so, whether
or not a fine is to be assessed. In the case of a licensed person, a referral will be
made to the appropriate licensing board, and in the case of a certified nurse aide, a
referral would be made to the RHCF N urse Aide Registry.

lONYCRR 415. 26j requires RHCFs to establish and implement policies and procedures
for the receipt, review and investigation of allegations of misappropriation of resident
property by individuals in the employ of and /or whose services are utilized by the
facility. This is to be done regardless of the monetary value of the property.

An-investigation is required to be made no later than 48 hours after the receipt of the
allegation. The facility must maintain a log regarding the receipt, review, investigation,
and disposition of every allegation including the name of the complainant and resident,
a description of the personal property involved, and the staff designated to conduct the
review and investigation.

Under the General Complaint program, the Department investigates complaints of
inadeuqate response by RHCFs to allegations of misappropriation of resident property.
These complaints may be made to the Office of Health Systems Management Hotline as
indicated above.
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The RHCF is required to notify the resident and complainant in writing as to the
findings upon disposition of the allegation and to notify the appropriate police agency
when the results of the investigation indicate that du= is reasonable cause to
believe that a resident's personal p roperty valued at more than two hundred fifty
dollars has been misappropriated. The RHCF may elect to make such notification
when the personal property is valued at less than that amount.

The RHCF is required to monitor all such referrals at least quarterly and to notify the
New York State Department of Health within 72 hours of receipt of notice that such
referral resulted in the conviction of an individual who was involved in the
misappropriation of resident property.

Upon receipt of notice of a conviction involving misappropriation of resident property
by a nurse aide, the Department provides the individual with an opportunity to dispute

	

the allegations and conviction. Report is then made to the New York State Nurse Aidd
Registry.

Upon receipt of notice of a conviction involving misappropriation of resident property
involving a licensed professional, a referral is made to the appropriate licensing authority.
The licensing authority takes appropriate action after satisfying the individual's due
process rights.

When a referral to the Registry is made of a sustained finding of physical abuse,
mistreatment or neglect, or a conviction for misappropriation of resident property, the

	

individual is given an opportunity to provide a brief statement, not exceeding 150
words, disputing the findings provided that.this does not name any residents or the
complainant.
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Upon receipt of a written request, the New York State RHCF Nurse Aide Registryprovides the following information:

Verification that an individual is a certified nurse aide,

The certification number,

The date of certification/	'cation,

Copies of any final findings of resident abuse, mistreatment or neglect by a nurse
aide and any statement from the nurse aide disputing the findings.

A report of a criminal conviction for resident abuse, mistreatment, neglect or
misappropriation of resident property and the date of conviction.

This information is also available by telephone to . RHCFs, nurse aide,
agencies/employment organizations, and nurse aide registries maintained by othei
states.
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New York State utilizes the flexible survey schedule which
assigns nursinc home surveys on a variable interval basis
according to facility performance.

	

Poor facilities are
surveyed more often, whereas good facilities are surveyed less
often.

	

Facilities are surveyed in accordance with the Federal
Surveillance process at 6-10 month, 10-13 month and 12 -15 month
intervals.

	

These wide intervals makes it difficult for nursing
homes to predict a general survey date, thus enabling the
State to conduct surveys on a surprise basis. The flexible
survey schedule egsures the average survey cycle is no more
than twelve months.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State/Territory: New York

ELIGIBILITY CONDITIONS AND REQUIREMENTS

Programs to Measure and Reduce Inconsistency

The State has in effect the following programs to measure and reduce inconsistency in the
application of survey results among surveyors.

The Bureau of Long Term Care Services evaluates and fosters statewide consistency of the
surveillance process. Area Office surveyors are trained to consistently apply federal decision
making criteria contained in TASK 6 of Appendix P, Survey Protocol for Long Term Cart
Facilities. Statements of deficiencies are routinely reviewed by Area Office supervisory staff.

The Central Office Quality Improvement Unit reviews Statements of Deficiencies to ensure
statewide uniformity. Area Office Long Term Care Program Directors are informed verbally
and in writing of the results of these reviews.

Quality Improvement staff also conduct onsite reviews of the surveillance process. Surveyors
performance in regard to consistent application of the survey process is evaluated and feedback
is provided to individuals and supervisors.

The Bureau of Long Term Care Services staff respond to code interpretation and surveillance
questions from the area offices. These questions and answers are sent to all offices to ensure
consistency of code interpretation and application of the survey process.

Various improvement measures to foster consistency are in effect including regularly scheduled
meetings with Long Term Care Program Directors from the 6 area offices and workgroups of
surveillance staff who are participating in the development of tools to measure and reduce
inconsistencieL
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STr.2^ PLAN US."..ER 7.717- XIX OF THE SOCIAL SECUR::'Y ACT

state/Territory:

	

New York State

CnN::'7:C:; S AND REQUIREME NTS
Process for Invest;,cations of Complaints and Monitoring

:5e state has in effect the fe::re:ng process for investigating complaints of
viclations of requirements by -:: -sing facilities and monitors onsite on a
regular, as needed basis, a r.•_rs:ng facility' s compliance with the requirements
of subsection (b), (c), and (d, !Cr the following reasons:

(i) the facility has been :=_:d not to be in compliance with suchrequirements and is is =e process of correcting deficiencies to achieve
such compliance;

(i-)

	

the facility was p_evic_z:y found not to be in compliance with suchreq-uirer..ents and has ccr_ected deficiencies to achieve such compliance,and verification of co-=:r.Led compliance is indicated; or
(iii.) the State has reason to question the compliance of the facility withsuch requirements.

Complaints received by the Area Offices are screened by theLong Term Care Program Director and Team Leader. Based onseverity, the complaint is catagorized as a 340 (patientabuse or neglect) or a general complaint.

	

If the complaint isdetermined to be a 340, it is investigated within 48 hours.t 4

	

L . ..-.-._ 4
1A

	

General c o m p l a i n t s may r e s u l t inan

	

visit or be investigated at the next surveillance
5uPplemp•+^1'

	

visit.

	

The substance of the general complaint will determinewhen the onsite visit is completed.
Based on the type, number and severity of the complaintsreceived, the Area Office may conduct-a focus survey to determinethe facility's compliance with the regulations. Monitoring_visits,

	

may also be conducted .to ensure the facility isprogressing toward compliance.

	

In addition, prior to therecertification survey all complaints are reviewed in orderfor surveyors to investigate and determine compliance withall applicable regulations.
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STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

StateiTerritory:

	

New York

Employee Education About False Clai Recoveries

The Medicaid agency meets the requirements

	

regarding establishment of policies and procedures for

the education of employees of entities covered by

section 1902(aX68) of the Social Security Act (the

Act) regarding false claims recoveries and

methodologies for oversight of entities' compliance

with these requ'

	

ts.

(1) Definitions.

(A) An "entity" includes a governmental

agency, organization, unit, corporation,

partnership, or other business arrangement

(including any Medicaid managed care

organization, irrespective of the form of

business structure or arrangement by which it

exists), whether for-profit or not-for-profit,

which receives or makes payments, under a

State Plan approved under title XIX or under

any waiver of such plan, totaling at least

$5,000,000 annually.

If an entity furnishes items or services at more

than a single location or under more than one

con

	

or other payment arrangement, the

provisions of section 1902(a)(68) apply if the

aggregate payments to that entity meet the

$5,000,000 annual threshold. This applies

whether the entity submits claims for payments

using one or more provider identification or tax

identification numbers.

A governmental component providing

Medicaid health case items or services for

which Medicaid payments arc made would

qualify as an "entity" (e.g., a state mental
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STATE PLAN UNDER TTIME XDC OF THE SOCIAL SECURITY ACT

StateiTerritory:

	

New York

health facility or school district providing
school-based health services). A government
agency which merely administers the Medicaid
program, in whole or part (e.g., managing the
claims processing system or determining
beneficiary eligibility), is not, for these
purposes, considered to be an entity.

An entity will have met the $5,000,000 annual
threshold as of January 1, 2007, if it received
or made payments in that amount in Federal
fiscal year 2006. Future determinations
regarding an entity's responsibility stemming
from the requirements of section 1902(a) (68)
will be made by January 1 of each subsequent
year, based upon the amount of payments an
entity either received or made under the State
Plan' during the preceding Federal fiscal year.

(B) An "employee" includes any officer or

employee of the entity.

(C) A "contractor" or "agent" includes any
contractor, subcontractor, agent, or other
person which or who, on behalf of the entity,
furnishes, or otherwise authorizes the
furnishing oft Medicaid health care items or
services, performs billing or coding functions,
or is involved in the monitoring of health care
provided by the entity.

(2) The entity must establish and disseminate written
policies which must also, be adopted by its
contractors or agents. Written policies may be on
paper or in electronic form, but must be readily
available to all employees, contractors, or agents.
The entity need not create an employee handbook
if none already exists.
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STATE PLAN UNDER TITLE XDC OF THE SOCIAL SECURITY ACT

State/Territory:

	

New York

(3) An entity shall establish written policies for all

employees (including management), and of any

contractor or agent of the entity, that include

detailed information about the False Claims Act

and the other provisions named in section

1902(a)(68XA). The entity shall include in those

written policies detailed information about the

entity's policies and.procedures for detecting and

preventing waste, fraud, and abuse. The entity

shall also include in any employee handbook a

specific discussion of the laws described in the

	

written policies, the rights of employees to be

protected as whistleblowers and a specific

discussion of the entity's policies and procedures

for detecting and preventing fraud, waste, and

abuse.

(4) The requirements of this law should be

incorporated into each State's provider enrollment

agreements.

(5) The State will implement this State Plan
amendment on 01/01/07 (date.

(b)

	

ATTACHMENT 4.42-A describes, in accordance with

section 1902(aX68) of the Act, the methodology of.

compliance oversight and the frequency with which

the State will re-assess compliance on an ongoing

basis.
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Oversight will primarily be the' responsibility of the Office of the Medicaid Inspector
General, which will incorporate criteria to address these mandates into its periodic audits
and.investigations.

Under proposed regulatory provisions, each covered provider and entity, as defined in
section 4.42(a)(I)(A) above, shall be required to submit to the Office of the Medicaid
Inspector General on or before October 1, 2007, and on or before January I. every year
thereafter, a certification that it maintains the written policies, and any employee handbook,
required under the above mandates and that they have been properly adopted and published
by the provider entity, and disseminated among employees, contractors and agents. The
written policies and any employee handbook shall be retained for a period of six years from
the latter of the due,date or the actual date of submission of the certification.

The Office of the Medicaid Inspector General will review the certifications of the entity,
and will also review the written policies and any employee handbook maintained by the
entity during audits, for compliance with the Social Security Act, and any additional
requirements of which entities are notified. Failure to timely submit the required
certifications, or to bring the written policies and any employee handbook into compliance
upon reasonable notice from the Medicaid Inspector General, may be considered an
unacceptable practice and subject the entity to sanctions and/or penalties. CMS may, at its
discretion, independently determine compliance through audits of entities or other means.

In addition, the Medicaid Inspector General will request participation from other state
agencies responsible for regulatory oversight and will strongly recommend inclusion of this
periodic review during such agencies' routine audits and investigations. These agencies
will include:

Department of Law: Medicaid Fraud Control Unit
Office of Mental Health

	Department of Health: Offices of Health Systems Management, Professional
Medicaid Conduct

State Education Department: Office of Professions
Office of Alcoholism and Substance Abuse Services
Office of Mental Retardation and Developmental Disabilities
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MEDICAL ASSISTANCE PROGRAM

State of

	

NF7 YORK

Non discrimination

.

	

Currently approvedmethodsof administration under the Civil
Rights requirements are on file in the Regional Office.
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Attachment 4.19-D
Part R

STATE PLAN UNDER TITLE XIX OF THE SOCIAL SECURITY ACT

State of New York

Methods and Standards for Establishing Payment Rates

Intermediate Care Facilities for the Mentally Retarded
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Attachment 4.19-D
Part 11 ICS'/DD

Rate setting and financial reporting for intermediate care facilities for persons with
developmental disabilities (ICFiDD). This section is effective (January 1, 1999]
January 1, 2003 for under thirty one bed non-state operated facilities classified as
Region 11 and III facilities, [April 1, 1999] April 1, 2003 for all under thirty one
bed State operated facilities, and [July 1, 1999] July 1. 2003 for under thi rty one
bed non-state operated facilities classified as Region I facilities.(a)

	

Definitions applicable to this section.
(1) Intermediate Care Facilities for the Developmentally Disabled. For the purpose ofthis section: "Provider" shall mean the individual, corporation, partnership or otherorganization to which the OMRDD has issued an operating certificate, to.operate afacility, or a State owned developmental center and to which the New York StateDepartment of Health has issued a Medicaid provider agreement for such facility.For the purpose of this section: "Facility" shall mean

(i)(a) that program and site for which OMRDD has issued an operating certificateto operate as an intermediate care facility for the ddvelopmentally disabled,or .

(b) a developmental center which consists of institutional beds, including thosebeds in Small Residential Units operated by a Developmental DisabilitiesServices Office (DDSO), but excluding those beds in Small Residential Unitsoperated by a DDSO whose developmental center has closed or is scheduledto close, and

(ii)

		

for which the New York State Department of Health has issued a Medicaidprovider agreement.
(2) For the purposes of this section:

Ii(i) A Region I facility is a facility which is located in Region I (other than afacility located in Region I which has been designated or elected to a RegionII and III reporting cycle), or a facility which is located in Region II or IIIwhich has been designated or elected to a Region I reporting cycle inaccordance with 14 NYCRR subpart 635-4.
(ii) A Region II or Ill facility is a facility which is located in Region R or III(other than a facility located in Region II or III which has been designated orelected to a Region I reporting cycle), or a facility which is located in RegionI which has been designated or elected to a Region II or li repo rting cycle inaccordance with 14 NYCRR subpart 635-4.

Region The geographic regions are:
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Region I (NYC) is New York City and includes the counties of New York,
Bronx, Kings, Queens and Richmond.

(ii) Region II (NYC Suburban) includes the counties of Putnam, Rockland,
Nassau, Suffolk and Westchester.

(iii) Region III (Upstate New York) includes all other counties in New York State.

(4) Newly certified facility is an under thirty-one bed facility which has been in
operation for less than [five] four full years as of the start of a rate cycle, or an
over thirty bed facility which has been in operation for less than two full years as
of the start of a rate cycle.

(5) Operating costs are allowable costs which are non-capital in nature and which are
allowable as specified in paragraph s (f)(1) and (2) of this section and subdivision (j)
General Rules for Capital Costs and Costs of Related Party Transactions, and
subdivision (k) Glossary. For purposes of this section, this includes day treatment,
day service, transportation and regional FTE add-ons.

(6) Capital Costs are allowable costs as specified in paragraph (f)(1) and (3) of this
section and subdivision (j) General Rules for Capital Costs and Costs of Related
Party Transactions, and subdivision (k) Glossary.

(7) Reimbursable Costs are allowable costs, either operating or capital, adjusted per the
application of this section, and prior to the application of the trend factor.

(8) Total reimbursable costs are reimbursable costs trended, as appropriate, per the
application of subdivision (g) of this section.

(b) Reporting requirements. Each provider shall submit reports in accordance with the
__---requirements of14NYCRR subpart 635-4.

(c) Rate setting.

(1)

	

..Units of service.

(i) A unit of service is the unit of measure denoting lodging and services
rendered to one consumer between the census-taking hours of the facility on

	

two successive days; the day of admission but not the day of discharge shall
be counted. One unit of service shall be counted if the consumer is discharged
on the same day the consumer is admitted, providing there was an
expectation that the admission would have at least a 24-hour duration.

(ii) Reserve bed days determined in accordance with l8 NYCRR section 505.9
and subdivision (i) of this section are units of service.
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(2)

	

Rate cycle.

(i) For facilities of over thirty beds, the rate cycle is comprised of two twelve month.rate periods.

(ii) For facilities of under thirty-one beds the rate cycle is comprised of [three twelve
month rate periods except that the rate cycles beginning January 1, 1999, April 1,
1999 and July 1, 1999 shall consist of four twelve month rate periods] a base
period and subsequent period or periods.

[(iii) This rate cycle is divided into a base period and a subsequent period or periods.]

(a)

	

The base period is the first twelve month period of the rate cycle.

The base period for under thirty one bed non-state operated
facilities is from January 1 to December 31 for Region II or III
facilities. The first base period for non -state operated facilities
begins January 1, 1988 for over thirty bed Region II or III
facilities. The (first) base period for non-state operated under

	

thirty one bed facilities begins (January 1, 1999] January 1.
2003 for under thirty-one bed Region II or III facilities.

(2) The base period for under thirty one bed non-state operated
facilities is from July 1 to June 30 for Region I facilities. The first

	

base period for non-state operated facilities begins July 1, 1988 for
over thirty bed Region I facilities(, and July 1, 1999 ]. The base
period for non-state operated facilities begins July 1. 2003 for
under thirty-one bed Region I facilities.

Q)

	

For state operated facilities of under 31 beds, regardless-of region;
the [fuss] base period

	

I be {April 1, 1999 to March 3 .1, 20001
April 1. 2003 to March 31. 2004 and shall remain April 1 to
March 31 for every rate cycle thereafter. For state operated
facilities of more than 30 beds and developmental centers,
regardless of region, the first base period shall be April 1, 1988
to March 31, 1989 and shall remain April 1 to March 31 for every

rate cycle thereafter.

The subsequent period for over thirty bed facilities is the second twelve
month period of the rate cycle. The subsequent periods for under thirty-
one bed facilities are the (second and third) subsequent twelve month
periods ofthe rate cycle. [For the rate cycles beginning January 1, 1999,
April 1, 1999 and July 1, 1999 there shall be additional

-3-
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subsequent period of January 1, 2002 to December 31, 2002; April1, 2002 to March 31, 2003; and July 1, 2002 to June 30, 2003 forunder 31 bed facilities.]

Ll,) The subsequent period for non-state operated facilities is fromJanuary 1 to December 31 for Region II or III facilities. Thefirst subsequent period begins January 1, 1989 for non-stateoperated over thirty bed Region II or III facilities. The firstsubsequent period for non-state operated facilities begins[January 1, 2000] January 1.2004 for under thirty-one bedRegion II or III facilities.

(z) The subsequent period for non-state operated facilities is fromJuly 1 to June 30 for Region I facilities. The first subsequentperiod for non-state operated facilities begins July 1, 1989 forover thirty bed Region I facilities. The first subsequent periodfor non-state operated facilities begins [July 1, 2000] July 1.2004 for under thirty-one bed Region I facilities.

(2) For state operated facilities of less than 31 beds, regardless ofregion, the first subsequent period begins [April 1, 2000]April 1:2004 and shall remain April to March for every ratecycle thereafter. For developmental centers and stateoperated facilities over 30 beds, regardless of region, the first

	

subsequent period shall be April 1, 1989 to March 31, 1990and shall remain April 1 to March 31 for every rate cycle
thereafter.

(3)

	

Computation of Rates (General).

(i) All rates shall not be final unless approved by the Director of the Division ofthe Budget.

The commissioner may make adjustments to rates calculated in accordancewith this section based upon the allowability of costs as determined by

	

subdivision (f) of this section and subdivision (j) General Rules for Capital-Costs and Costs of Related Party Transactions, and subdivision (k) Glossary.In addition, costs may be reallocated and adjusted following a desk auditof cost reports.
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(a) The desk audit will examine the allocation of costs and

	

OMRDD will reallocate unidentified and improperly

classified costs, if any, to appropriate cost categories.

(b) The desk audit will examine base year costs against both

	

the prior and subsequent years' costs. OMRDD will

determine if costs are recurring, or are atypical and/or
expended only in the base year.

(1) If OMRDD determines that base year costs for a
facility are recurring, for the base periods
beginning January 1. 2003, April 1, 2003 or July 1,
2003, the methodology described in this section
will Apply.

(2) If OMRDD determines that base year costs for a

facility are atypical and/or were expended only in

the base near, OMRDD will expand the desk audit.

OMRDD may make adjustments to base year costs

so that such costs represent typical and recurring

costs.

(3) For a facility whose base year costs are subject to
an expanded desk audit per subclause (b)(2) of this
subparagraph, OMRDD shall continue the rate in
effect on December 31, 2002, March 31, 2003 or

June 30, 2003, and, if applicable, trended to 2003

or 2003-2004 dollars, until OMRDD completes the
desk audit. For Region 11 and III facilities,

OMRDD shall notify the provider by December 1,

2002 if the December 31. 2002 rate shall continue.
For Region I facilities, OMRDD shall notify the

provider by June 1, 2003 if the June 30, 2003 rate
shall continue. For all State operated facilities.

	

OMRDD shall notify the provider by March 1,

2003 if the March 31, 2003 rate shall continue.
Upon OMRDD' s completion of the expanded desk

audit, for the base periods beginning January 1,

2003, April_ 1, 2003 or July 1, 2003, the

methodology described in this section will apply.
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(c)

	

Administrative review of expanded desk audits shall be in
accordance with subdivision 635-4.60i) of 14 NYC

[(ii)] iii The commissioner may also make adjustments based on errors
which occurred in the computation of the rate, changes in certified capacity,
changes in payments for real property which have the prior approval of the
commissioner and the Director of the Division of the Budget, or changes
based upon previously determined final audit findings. If a facility has
undergone a change in certified capacity, the commissioner may:

(a) request the facility to submit a budget report subject to 14 NYCRR
subpart 635-4; or

request the facility to submit incremental/decremental cost data which
is associated with the capacity change.

Uc

		

Utililizing the submitted incremental /decremental data or budget
report, OMRDD shall make the appropriate upward or downward
adjustment in a facility's rate; or

rd) continue the then existing rate for the remainder of the subject rate
period in those instances where the commissioner has determined that
the facility is operating at a loss for the rate period in question and
adjusting the current rate would further increase such loss, or the
facility is operating at a surplus for the rate period in question and
adjusting the rate would further increase such surplus.

[(iii)] iv Rate adjustments as described in subparagraph (ii) of this paragraph will
be limited to those adjustments which will result in an annual increase or
decrease in.reirnbursement -of $1;000 or more.

[(iv)] y) .Notwithstanding any other provisions of this section, for over thirty bed
facilities the reimbursable operating costs contained in the rates shall be
computed as follows.

(a) For over thirty bed facilities other than developmental centers,
OMRDD shall determine the total reimbursable operating costs (with
the exception of education and related service costs, sheltered
workshop services, and day training services) included in the
payment rate in effect on December 31, March 31 or June 30 of the
immediately preceding rate period applicable to that facility.

IN 0 3 - 3 6 -4b-
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The dollars for sheltered workshop and day training services shall be revisedbased upon the number of individuals participating in the program. Thereimbursable operating costs plus any revised sheltered work and day trainingcosts will be increased by the trend factor calculated in subdivision (g) of thissection and may be adjusted for appropriate appeals. Education and relatedservices will be updated in accordance with clause (4)(ix)[(c)] £11 of thissubdivision. To determine the capital cost portion of the subsequent periodrate, OMRDD shall review the component relating to capital costs forsubstantial material changes and, if said changes conform to the requirementsof paragraphs (f)(1) and (3) of this section and subdivision (j) General Rulesfor Capital Costs and Costs of Related Party Transactions, and subdivision(k) Glossary, make corresponding adjustments in computing the subsequentperiod rate.

()(a For developmental centers, the statewide average rate for the periodfrom April 1 to March 31 shall be calculated as follows. The totalreimbursable operating costs contained in the payment rate in effecton the preceding March 31, with the exception of education andrelated service costs, after the adjustment for the latest available
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projected number of client days, shall be increased by the trend factor
described in subdivision (g) and increased by an amount for
education and related services in accordance with clause 4(ix)[(c)] W.
In addition, if substantial, material changes that conform to the

requirements of subdivision (h) are projected for the rate year these
changes may be incorporated into the computation of the April 1 to

	

March 31 period rate without an appeal being filed. OMRDD shall
perform a rate year end volume variance adjustment to the April 1 to
March 31 period rate for developmental centers by taking into
account recalculated operating costs based upon a fixed to variable
ratio of 64 percent fixed /36 percent variable, and actual client days.

CHI In addition, to encourage the closure of developmental centers, the
commissioner will allow the net variable -costs associated with the
planned reduction of the developmental centers to become part of the
operating costs of remaining like facilities. Net variable costs are
total variable costs less the sum of that portion of the variable costs
that become part of the operating costs of new state operated
programs and services and the projected' personal service attrition
savings, as determined using historical attrition trends over the
preceding three years; that occur at the developmental centers. The
commissioner will allow reimbursement of these net variable costs as
part of a plan to close the developmental centers. This incentive plan
would provide for the reimbursement in total of net variable costs in
the developmental centers without adjustment or offsets.

(^) Under this incentive plan eligible costs will be limited to
personal service costs including fringe benefits and overhead
and other than personal service costs excluding capital costs.

^) To determine the capital cost portion of the rate, OMRDD
shall' review the component relating to capital costs for
substantial material changes and if said changes conform to
the requirements of paragraphs (f)(1) and (3) of this section
and subdivision (j) General Rules for Capital Costs and Costs
of Related Party Transactions, and subdivision (k) Glossary,
make corresponding adjustments in computing the subsequent
period rate.

(a) For each rate period, the net variable cost will be calculated
based on the number of reduced beds planned for that rate
period. 100 percent reimbursement of the net variable cost
will be allowed for that rate period.

-6-
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[(v)] yi The computation of the rate resulting from the application of this paragraph
can also be represented by the following formula:

(a) trended reimbursable operating costs + untrended reimbursable
operating costs + reimbursable capital costs = total reimbursable
costs.

(b)

	

total reimbursable costs / units of service = the rate.

[(vi)] vii If OMRDD is unable to compute a rate for a newly certified facility, itmay establish an interim rate which shall be the regional average for otherfacilities.

(a) OMRDD shall replace the interim rate retroactively to the starting
date of such interim rate by a rate developed from the initial budget
report submitted by the facility.

(k) The rate developed from the initial budget report shall be subject to
all the requirements of this section, and shall be effective for the
remainder of the then current rate period.

[(vii)] viii Since July 1, 1996,. providers have been responsible for any necessary
transportation to and from physician, dentist, and other clinical services, and
any other transportation appropriate to the consumer's participation in
community-based out of residence activities planned for or sponsored by the
facility. Nothing herein shall be interpreted as precluding the accessing of
separate Medicaid. claiming for emergency/nonemergency ambulance
services (as defined in 18 NYCRR 505.10) necessitated by the consumer's
medical condition.

[(viii)] LW (a)To encourage the closure of developmental centers, the commissioner will
consider proposals to allow the variable costs associated with the closed
facility or facilities to become part of the operating. expenses of new or
existing state operated under 31 bed facilities. The commissioner will allow
a reasonable incentive plan for the reimbursement of the increased costs in
the state operated under. 31 bed facilities if it is coupled with the closure of
a developmental center. An incentive plan would provide for the
reimbursement in total of increased costs in the state operated under 31 bed
facilities without adjustment or offsets.

(J

	

100 percent reimbursement of the increased cost for at least one full
rate period, but less than two full rate periods.
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(ii) 75 percent reimbursement of the increased cost for the second full rateperiod.

(iii) 50 percent reimbursement of the increased cost for the third full rateperiod.

25 percent reimbursement of the increase cost for the fourth full rateperiod.

(b) Costs to be eligible for this incentive plan will include but not be limited todirect care, support and clinical personal service and fringe benefit amountsfor employees whose most recent prior employment was at a closed orscheduled to close developmental center.

(J In order to have the cost of former developmental center employeesincluded in the incentive plan, the state operated facility applying fora rate adjustment must hire such employee within twelve months ofthe official closing date of the developmental center.
(:ii) Salaries and fringe benefit amounts paid to eligible employees by thefacility cannot exceed the average salary and fringe benefit amountpaid to comparable employees currently on that facility's payroll.

(c) Incentive plan applications from provider shall be made in writing to thecommissioner.

()

		

The application shall identify the employees, their job titles, salarylevels, date hired and B/DDSO.

[(ix)] LxJ To accelerate the closure and to encourage a reduction in the size ofdevelopmental centers, the commissioner will consider proposals to allow thevariable costs associated with a developmental center to become part of theoperating expenses of new and existing state operated under 31 bed facilities.The variable costs associated with the developmental center will be allowedfor the transition which is the period beginning on the date an official	announcement to close a facility or facilities'and ending on the date of actualclosure. Also variable costs associated with the planned conversion of bedswhich is at least 10 percent change in the facility census will be allowed. Thecommissioner will- allow a reasonable incentive for the reimbursement of theincreased costs in the state operated under 31 bed facilities during thetransition and/or conversion period. An incentive plan would provide for thereimbursement in total of increased costs in the state operated under 31 bedfacilities without adjustments or offsets.
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(a) The commissioner will allow the following reimbursement for
approved proposals:

Q) 75 percent reimbursement of the increased costs incurred
durirrg the transitional closure period. On the effective date
of closure, reimbursement of increased costs will, be
considered under subsection (cX3)(viii).

	

-

75 percent reimbursement of the increased costs incurred
during the conversion period. The conversion period will be
for at least one full rate period but less than two full rate
periods. If during the conversion period, an official
announcement of closure occurs, the reimbursement of
increased costs may be considered under (c)(3)(ix)(a)(i).

(b) Costs to be eligible for this incentive plan will include but not be
limited to direct care, support and clinical personal service and fringe
benefit amounts for employees whose most recent prior employment
was at a developmental center.

(U) In order to have the cost of former developmental center's
employee included in the incentive plan, the facility applying
for a rate adjustment must hire such employee during the
transitional and conversion periods.

(ii) Salaries and fringe benefit amounts paid to eligible employees
by the facility cannot exceed the average salary and fringe
benefit amount paid to comparable employees currently on
that facility's payroll.

(c) Incentive plan applications from the provider shall be filed in
accordance with (c)(3)(viii)(c).

(4)

	

Computation of the base period rate.

(i) For each facility the commissioner shall establish rates in accordance with
the certified capacity as stated in a facility's provider agreement.

(ii) Base period rates for over thirty bed facilities and developmental centers
shall be computed on the basis of a full 12-month cost report submitted by
the provider for the 12-month period beginning 24 months prior to the
effective date of the base period, and subject to the cost category screens
described herein. For a newly certified over thirty bed facility, OMRDD
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shall use budget data, as submitted pursuant to NYCRR subpart 635-4 or681.12 (which ever is applicable).

(iii) The [initial] base period rate for under thirty-one bed Region II and III non-state operated facilities shall be computed on the basis of a full twelve monthcost report submitted by the provider for the twelve month period beginningJanuary 1, [1994] 1999 and adjusted in accordance with subpara2raah(3)(ij) of this subdivision. The [initial] base period rate for under thirty-onebed Region I non-state operated facilities shall be computed on the basis ofa full twelve month cost report submitted by the provider for the twelvemonth period beginning July 1, [1994] 1999 and adjusted in accordancewith subparagraph (3)(ii) of this subdivision. For state operated facilitiesof under thirty-one beds, regardless of region, the initial base period rate shallbe computed on the basis of a full twelve month cost report submitted by theprovider for the twelve-month period beginning April 1, [1994] 1999 andadjusted in accordance with subparagraph (3)(M of this subdivision.Thereafter, the base period rates for under thirty -one bed facilities shall becomputed on the basis of a full twelve month cost report submitted by theprovider for the twelve month period beginning [36) 41 months prior to theeffective date of the base period.[However, there shall be no base period ratefor the rate periods beginning January 1, 2002, April 1, 2002 and July 1,2002.] For a newly certified under thirty-one bed facility, OMRDD shall usethe budget data submitted pursuant to NYCRR subpart 635-4 or 681-12(which ever is applicable).

(iv) - For a newly certified facility, the initial base period rate shall be determinedpursuant to subparagraph (vii) of this paragraph. For under thirty-one bedfacilities the units of service are determined by multiplying the certifiedcapacity of the facility by 365 days. For over thirty bed facilities, units ofservice are the certified capacity of the facility multiplied by 365 daysmultiplied by 99,percent. A facility's submitted budget costs may be adjustedbased on a comparison to the actual costs of other existing facilities operatedby the provider in order to determine the costs of an efficient and economicoperation. If the provider does not operate other facilities, the submittedbudget costs may be adjusted based on a comparison to the average costs ofother facilities in the same region.
(v) For facilities which are not newly certified facilities, the initial base periodrate shall be determined pursuant to subparagraph (vii) of this paragraph. Forunder thirty-one bed facilities the units of service are determined bymultiplying the certified capacity of the facility by 365 days. For over thirty

bed facilities, units of service are the higher of the certified capacity. of the

	

facility multiplied by 365 days multiplied by 99 percent, or the actualreported units of service.

(vi) As appropriate, OMRDD shall apply trend factors to each facility's0

	

b

	

bl perating costs, except for education and related services.
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(vii) The computation of the rate resulting from the application of this paragraph
can also be represented by the following formula:

(a) trended reimbursable operating costs + untrended reimbursable
operating costs + reimbursable capital costs = total reimbursable
costs.

(b,

	

total reimbursable costs / units of service = the rate.

(viii) For [under thirty-one bed] all facilities there shall be a day [treatment]
program services add-on [such] so that facilities which have day [treatment]
program services included in their joperating costs] rate shall be reimbursed,
[in their base period rate. For day treatment services, a facility shall be
reimbursed at a varying funding level, for a maximum of 225 days per year.
The facility will be reimbursed at the lower of either the actual costs per the
cost report (or for budget costs for newly certified facilities) or the calculated
per diem fee for day treatment services pursuant to 14 NYCRR section 690.7
of this Title in effect for the appropriate fee period.] as follows for these
services. The add-on shall reflect service needs as well as efficiency and
economy of operation.

[(ix) For all facilities there shall be a day services add-on such that facilities which
have the following day services included in their operating costs shall be
reimbursed as follows for these services.]

	

For sheltered workshop services, effective July 1, 1995, the facility will
receive a reimbursable cost'of $9,899 per annum for each program
participant. For program participants to whom the conditions set forth
in subparagraph [(x)](ix) of this paragraph apply, the facility will
receive a reimbursable cost of $9,499 per annum for each program
participant.

For day training [services] programs, effective July 1, 1995, the
facility will receive a reimbursable cost of $11,033 per annum for
each program participant. For program participants to whom the

	

conditions set forth in subparagraph [(x)](ix) of this paragraph apply,
the facility will receive a reimbursable cost of $10,633 per annum for
each program participant.
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(c) [Upon an agency's application] If an agency applies to OMRDD
prior to January 1, 2003 and for participants receiving services in
day training facilities where the Developmental Disability Profile
average score for the site exceeds 348 for the adaptive score and
exceeds 10 for the health score, the amount of [reimbursement] the
add-on shall be determined by a budget review. The amount of
[reimbursement] the add-on received by the ICF/DD for such day
training services shall reflect individual service needs as well as
efficiency and economy of service provision. Effective January 1,
2003, for any facility to which this subclause applies the add-on
will be equal to the reimbursement that was in the facility's rate
on December 31, 2002, and that was applicable to day training
services described in this subclause.

The costs of day program services delivered in a certified Day
treatment facility (see Part 690 of 14 NYCRR) may not be
included as an add-on to the ICFIDD rate.

(

		

Effective January 1, 2003, a provider may request that a day
services add-on be included in the facility's rate. The day
program services add-on for all day program services shall be
either the day program services reimbursement included in the
rate on December 31, 2002 and adjusted for actual service
delivery; or the lower of:

(1) the actual costs per the cost report, or
(2) the budget costs
(3) The costs in subclauses (1) and (2) of this clause are subject to

a desk audit. Administrative review of these desk audits shall
be in accordance with subdivision 635-6(b) if 14 NYCRR.

[(c)] Effective June 1, 1995, the facility will be reimbursed for-education
and related services in accordance with Title 8 NYCRR. These costs
shall not be trended.

[(x)](ix)

	

Effective July 1, 1997 an under thirty-one bed facility may submit to the
commissioner a request for a transportation add-on for transportation of

If%

TN U iJ=- 36

	

Approval Date
Supersedes TNT-

	

Effective Date

-11a-



New York
Attachment 4.19-D
Part II ICF'/DD

persons to and from an outpatient service certified pursuant to
Article 28 of the Public Health Law for certain persons if:

(a) in order to meet a person=s active treatment needs the person=s
Individual Program Plan requires a. day service (comprising regular
attendance at a sheltered workshop or a day training service) in
combination with visits to the outpatient service described above, and

prior to July 1, 1996, transportation to and from the outpatient service
was not included in the rate for the operator of the outpatient service,
and

() prior to July 1, 1996, the rate approved by the local social services
district was billed separately by a transportation vendor for
transportation to and from the outpatient service, and

(d)

	

the vendor ceased billing for transportation of persons residing in the
facility to and from the outpatient service.

[(xi)](x)The transportation add-on shall be a reimbursable cost added to a facility=s
rate subject to the conditions set forth in subparagraph [(x)](ix) of this
paragraph. The transportation add-on shall be calculated using payment/rate
data based on local social service district approved Medicaid payment rates
made to transportation vendors as of June 30, 1996. A weighted
transportation average shall be calculated. for each facility by dividing the
aggregate transportation payments by the aggregate day service transportation
round trips for all persons described in subparagraph [(x)](ix) of this
paragraph.

(a)

	

The weighted transportation average for each facilityshall be ranked...............................among all day treatment facilities state wide pursuant to the
methodology'for calculating the transportation component add-on for
day treatment facilities described in. NYCRR Part 690 subclauses
690.7 (e)(3)(vii)(,(1) through and including (a)(3).

(b) The modified weighted transportation average shall be multiplied by
the total to and from day service transportation units of service to
determine reimbursable transportation costs.

(5)

	

Computation of the subsequent period rate.

(i)

	

The reimbursable operating costs contained in the subsequent period rates
shall be computed as follows. OMRDD shall determine the total

TN03-=36
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(d)

reimbursable operating costs (with the exception of education and relatedservice costs, sheltered workshop services, day training services) included inthe payment rate in effect on December 31, March 31 or June 30 of theimmediately preceding rate period applicable to that facility. The dollars forsheltered workshop and day training services shall be revised based upon thenumber of individuals participating in the program. The reimbursableoperating costs plus any revised sheltered work and day training costs will beincreased by the trend factor described in subdivision (g) of this section andmay be adjusted for appropriate appeals. Education and related services willbe updated in accordance with clause (4)(ix)[(c)] n of this subdivision.OMRDD will determine the capital cost portion of the subsequent period rateby reviewing the component relating to capital costs for substantial materialchanges. If such changes conform to the requirements of paragraphs (f)(1)and (3) of this section and subdivision (j) General Rules for Capital Costs andCosts of Related Party Transactions, and subdivision (k) Glossary, OMRDDwill make corresponding adjustments in computing the subsequent periodrate.

(ii) The computation of the rate resulting from the application of this paragraphcan also be represented by the following formula:
(a) trended reimbursable operating costs + untrended reimbursableoperating costs + reimbursable capital costs = total reimbursable

costs.

(k)

	

total reimbursable costs / units of service = the rate.
(iii) For a newly certified facility which begins to provide services that fall withina subsequent period, the initial rate shall be calculated as though it were abase period rate.

Cost category screens and reimbursement for under thirty-one bed facilities.
In order to determine the reimbursable operating costs to be included in the rate calculation,the following screens (i.e., the maximum amount that will be allowed for a specific item orgroup of items) will be used. The regional screens corresponding to the actual geographiclocation of the facility will be applied.

(1)

	

Administration screens and reimbursement.

(i)

	

Screens.

(a) Administrative screen values shall be equal to the sum of the totalreimbursable administrative costs and the total reimbursable.administrative fringe benefits, less the value of the efficiency
adjustment, included in the rate effective on the last day of the

-13-
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immediately preceding rate period. This amount shall be detrended

to the base period.

For facilities without a screen as determined in clause () of this

subparagraph, operated by a provider which does operate other

facilities, an agency administrative percentage based on the current

reimbursement of those other facilities shall be applied.

(c) For facilities without a screen as determined in clauses ^a) and (b) of

this subparagraph, operated by a provider which operates other

OMRDD certified residential programs, an agency administrative

percentage based on the current reimbursement of the other OMRDD

certified residential programs shall be applied.

() For facilities without a screen as determined in clauses (a.) - (c) of this

subparagraph, operated by a provider which does not operate any

other OMRDD certified residential programs, a regional average

administrative percentage based on the current reimbursement of

facilities operated by other providers shall be applied.

(,e For facilities without a screen value as determined per clause (a) of

this subparagraph, the administrative screen value shall be equal to

the percentages derived from clause (,b),(c) or (d) of this paragraph

times the reimbursable operating costs other than administration.

This value shall be detrended to the base year.

(ii) Reimbursable administration costs shall be the lesser of administrative base

year costs/ budget costs, or the screen value as determined in subparagraph

(i) of this paragraph.

(2)

	

Direct care screens and reimbursement.

(i)

		

Screen. The direct care screen value shall be the direct care Fits multiplied

by the regional salary.

(a) Direct care FTEs shall be calculated utilizing the facility specific

disability increment plus bed size increment. The term disability

increment shall mean the process of developing facility specific direct

care FTEs based upon aggregate consumer disability characteristics

as described in 14 NYCRR subdivision 690.7 (g) (of this Title] and

reported on the Developmental Disabilities Profile (DDP). The

	disability` increment methodology will only be calculated if at least 50

percent of the DDP scores are available. If less than 50 percent of the

DDP scores are
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available, the direct care FTEs calculated shall be based upon bed
size increment alone. The disability increment using the DDP scores
is calculated as follows: 0.063 FTEs times the facility mean direct
care score plus.008 FTEs times the facility mean behavior score plus
0.062 FTEsjimes the facility standard deviation direct care score
minus 0 .019 FTEs times the facility standard deviation behavior
score. The direct score is computed for each consumer from.'the
DDP adaptive and health/medical scores as follows: 7.962 plus
0.156 times the adaptive score plus 1.611 times the health/medical
score. The bed size increments are as follows:

Bed size

	

Bed size increment

four

	

5.700
five

	

8.310
six

	

6.448
seven

	

7.123
eight

	

8.294
nine

	

9.171
ten

	

10.957
eleven

	

10.939
twelve

	

12.746
thirteen

	

9.277
fourteen

	

15.154
fifteen

	

10.507
sixteen

	

14.530
seventeen

	

16.987
eighteen

	

18.501
nineteen

	

18.751
twenty

	

15.115
twenty-one

	

20.515
twenty-two

	

. 24.873
twenty-three

	

19.688
twenty-four

	

22.93 5
twenty-five

	

24.043
twenty-six

	

30.361
twenty-seven

	

31.325
twenty-eight

	

3 2.265
twenty-nine

	

33.205

thirty

	

34.145
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(b)

	

Direct care regional salaries.

Region

I

	

$[26,024] $29,375
II

	

[24,627] 29422
III

	

[21,085] 25,005

Note: The above values are in base year dollars.

Reimbursable direct care costs shall be the lesser of the base year
costs/budget costs or the screen values established by sub paragraph (i) of this
paragraph.

(3) Support personal service screens and reimbursement.

Screen. The support screen value shall be the support FTEs multiplied by the
regional salary.

(a)

	

Support FTE screen values for budget-based facilities:

Bed size

	

Support FTE value

4

	

[0.59]0.55
5

	

[0.74]0.71
6

	

[0.89]0.87
7

	

[1.04]1.03
8

	

1.19
9

	

(1.34]1.35
10

	

(1.49]1.50
11

	

[1.64] 1.66
12

	

[1.79] 1.82
13

	

[1.941]1.98
14

	

[2.091 ]2.14
15

	

-

	

[2.241]2.30
16

	

[2.391 ]2.46
17

	

[2.541]2.61
-18

	

[2.691%77
19

	

[2.841]29
20

	

[2.991].Q2
21

	

[3.141
22

	

(3.291%4.1
23

	

[3.441
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24

	

[3.591]1.72
25

	

[3.7,41 ]3.88
26

	

[3.891)4&4
27

	

[4.041 ]4
28

	

[4.191 ]4.36
29

	

[4.341 ]4
30

	

(4.491]4..§7

(b) Support FTE screen values for cost-based facilities-
base year cost report.

(c) Support regional salaries.

Region

I

	

$(26,024] 29J75
II

	

[24,627] 29,522
III

	

(21,085] 2

Note: The above values are in base year dollars.

(ii) Reimbursable support personal service costs shall be the lesser of the base
year costs/budget costs, or the screen values established in subparagraph (i)
of this paragraph.

(4)

	

Clinical screens and reimbursement.

(i) For facilities which are not newly certified, the clinical screen shall be the
[value contained in the base year cost report] the appropri ate clinical
regional salary multiplied by the base year cost report clinical FTEs.
Clinical

	

tonal salaries are:

R
$56,510

11

	

.53.584
11

	

40,414

Note: The above values are in base year dollars.
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(ii) For newly certified facilities, that have a rate effective on the last day of theimmediately preceding rate period, the [clinical screen will be equal to theclinical costs] reimbursable clinical costs will be the clinical 1!TEsapproved and reimbursed in the rate effective on the last day of theimmediately preceding rate period multi lp ied by the lesser of:.

(a) the clinical average salary reimbursed in the rate on the last day ofthe immediately preceding rate period detrended to the base year, or

(b) the appropriate clinical regional salary listed in subnara ph(i) ofthis paragraph.

For newly certified facilities, that do not have a rate effective on the last dayof the immediately preceding rate period, (the clinical screen will be basedupon budgeted FTEs] OMRDD will consider budget

	

s and averssalaries reviewed and adjusted if necessary through a desk audit process[and multiplied by the base year average reimbursed clinical salary of theother facilities operated by the provider. If the provider does not operate anyother facilities then a base year regional average reimbursed clinical salarywill be utilized.] The reimbursable clinical costs shall be the desk -auditedbudgeted clinical F TEs multiplied by the lesser of:

(a) the desk audited budgeted clinical average salary, detrended to thebase lear; or

(b) the appropriate regional clinical salary listed in subparagraph (i ofthis naragra®h.

TN 0 a a

	

Approval Date
Supersedes TN'---a7 Effective Date

-17a-



	

New York
Attachment 4.19-D
Part 11 ICFIDD

(iv) For facilities which are not newly certified the reimbursable clinical costsshall be the (base. year clinical costs. For newly certified facilities thereimbursable costs shall be the lesser of the clinical budget year costs or thescreen values established in subparagraph (ii) or (iii) of this paragraph.] baseyear cost report clinical FTEs multiplied by the lesser of
(a) the base year cost report clinical average salary; or
(b) The appropriate clinical regional clinical salary listed insubparagraph (i) of this paragraph.

(5) Fringe benefit screens and reimbursement.
(i) For every new rate cycle, OMRDD shall compute a facility-specific fringebenefit percentage. This percentage shall be determined by summing thedirect -care, clinical and support fringe benefit costs from the base year budgetor cost report and dividing this sum by the sum of direct care, clinical andsupport personal service costs (exclusive of contracted personal service) fromthe base year budget or cost report.

(ii) For newly certified facilities, that have a rate effective on the last day of theimmediately preceding rate period, the fringe benefit percentage screen shallequal the fringe benefit percentage contained in the rate effective on the lastday of the immediately preceding rate period.
(iii) For newly certified facilities, that do not have a rate effective on the last dayof the immediately preceding rate period, the fringe benefit percentage screen(as calculated in subparagraph (i) above) shall equal the average percentagereimbursed to existing facilities currently operated by the provider. If thereare no existing facilities, then the fringe benefit percentage screen shall equalthe average reimbursed fringe benefit percentage of any other programsoperated by the provider. If the provider does not operate any other programs,then the fringe benefit perzentage screen shall equal the regional averagepercentage reimbursed to other facilities.

(iv) Reimbursable fringe benefit costs shall be equal to the computed fringebenefit percent established in subparagraphs (i), (ii) or (iii) of this paragraphmultiplied by the reimbursable direct care, clinical and support personalservice dollars, exclusive of contracted personal service.
(6)

	

Support OTPS (other than personal service) screens and reimbursement.
[(i) Capacity

	

Region I

	

Region II

	

Region III4

	

51,314

	

41,999

	

39,1505

	

64,142

	

52,499

	

48,9386

	

76,970

	

62,999

	

58,7257

	

89,799

	

73,499

	

68,5138

	

102,627

	

83,

	

78,300
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9

	

115,456

	

94,498

	

88,08810

	

128,284

	

104,998

	

97,87511

	

141,112

	

115,498

	

107,66312

	

153,941

	

125,998

	

117,45013

	

166,769

	

136,498

	

127,2381.4

	

179,598

	

146,998

	

137,0251,5

	

192,426

	

157,497

	

146,81316

	

205 ,254

	

167,997

	

156,60017

	

218,083

	

178,497

	

166,38818

	

230,911

	

188,997

	

176,17519

	

243,740

	

199,497

	

185,96320

	

256,568

	

209,997

	

195,57021

	

269,396

	

220,496

	

205,53822

	

282,225

	

230,996

	

215,32523

	

295,053

	

241 ,496

	

225,11324

	

307,882

	

251,996

	

234,90025

	

320,710

	

262,496

	

244,68826

	

333,538

	

272,

	

254,47527

	

346,367

	

283,495

	

264,26328

	

, 359,195

	

293,995

	

274,05029

	

372,024

	

304,495

	

283,83830

	

384,852 ,

	

314,995

	

293,625]
(i) The facility's support OTPS screen is determined by multiplying the certifiedcapacity by the appropriate regional per bed value.

(ii) Support OTPS r oeg'onal per bed values:

Rujan
1 $16,097

13.085
16 41

Note: The above values are in base year dollars.

[(ii)] ih Reimbursable support OTPS costs shall be the lesser of the base year costs / budgetcosts, or the screen values established in subparagraph (1) of this paragraph.
Utility costs will not be included within the support OTPS screen. The reimbursable utilitycosts shall be the base year costs or budget costs.

OMRDD shall include in reimbursable costs a regional FTE add-on calculated bymultiplying FTEs established per subparagraph (2Xi of this paragraph by the followingdollar amounts:

Region One

	

$624.00
Region Two

	

$623.35
Region Three

	

$556.87

Note: The above values are in base year dollars.]
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(e) Cost Category Screens and reimbursement for over thirty bed facilities. In order to

determine the reimbursable operating costs to be included in the rate calculation, the

following screens (i.e., the maximum amount that will be allowed for a specific item or,

group of items) will be used.

(1) Direct care, mid-level supervision, and clinical personal service cost category

screens:

(i) For every new rate cycle, OMRDD shall develop values by applying a

maximum statewide salary amount to a facility's applicable consumer specific

staffing standards. Refer to paragraphs (5)-(8) of this subdivision.

(ii) These standards shall reflect the severity of disabilities of the population

residing at the facility as determined by the procedures outlined in

paragraphs (5)-(7) of this subdivision; the number of beds in the facility;

whether or not a facility provides on site day program services; and the

persons the facility provides services to (i.e., adults, children or both).

(iii) For any facility which elected to participate in the salary enhancement plan

as evidenced by adoption of a resolution of its governing body, effective on

the later of October 1, 1987, or the date of adoption of such resolution, the

direct care/support reimbursement will be adjusted to reflect the obligation

to pay salary levels established by adoption of the resolution referred to in

this subclause. In absence of such an election, the standard shall be

determined by the facility's actual salary amount based upon the budget or

cost report used to establish the rate being adjusted or calculated.

(2)

	

Administrative and support cost category screens:

(i) OMRDD shall de. clop values for every new rate cycle by application of a

statewide maximum allowable cost.

The personal service costs shall be determined by applying a maximum

statewide salary amount to the allowable staffing level contained in this

subdivision.

For any facility which elected to participate in the salary enhancement plan

as evidenced by adoption of a resolution of its governing body, effective on

the later of October 1, 1987, or the date of adoption of such resolution, the

direct care/support reimbursement will be adjusted to reflect the obligation

to pay salary levels established by adoption of the resolution referred to in

this subclause. In the absence of such an election, the standard shall be

R062©11
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determined by the facility's actual salary amount based upon the budget or
cost report used to establish the rate being adjusted or calculated.

(3) Fringe benefit cost category screens:

(i) For every new rate cycle, OMRDD shall compute a facility- specific fringe
benefit percentage. This percentage shall be determined by computing the
total fringe benefit cost from the base year budget or cost report and dividing
this total by the total personal service cost (exclusive of contracted personal
service) from the base year budget or cost report. For every rate cycle after
April 1, 1984, this percentage shall be the lower of the previous rate cycle's
cost-based fringe benefit percentage plus one percent or a new percentage
computed in accordance with the immediately. preceding sentence. If a
facility's previous rate is based upon a budget, it is not subject to the
aforementioned one-percent fringe benefit limitation.

(ii) To determine the fringe benefit component of the rate, the facility- specific
fringe benefit percentage shall be multiplied by the total reimbursable
personal service dollars exclusive of contracted personal services.

Z
(iii) For newly certified facilities, the fringe benefit percentage allowed shall. not

exceed the average allowed for existing facilities (regardless of size)
currently operated by the provider. If there are no existing facilities, then the
fringe benefit percentage allowed shall not exceed the fringe benefit
percentage of any other programs operated by the provider. If the provider
does not operate any other programs, then the fringe benefit percentage
allowed shall not exceed. the regional average for other facilities.

(iv) Any increase in the fringe benefit percentage due to Federal or State laws,
rules or regulations shall not be subject to the percent increase limitation
described in subparagraph (i) of this paragraph.

(v) If a newly certified facility whose base period rate was determined from total
reimbursable. budget costs, submits a cost report for the subsequent period in
accordance with 14 NYCRR subpart 635-4 [of this Title], a new fringe

	

benefit percentage shall be computed by dividing these costs by the total
personal service costs (exclusive of contracted services) as submitted in the
new cost report. This percentage shall be subject to the limitations of
subparagraphs (i) and (ii) of this paragraph.

(4)

		

Other than Personal Service (OTPS) and Overhead shall be combined into one cost
category screen.
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(i) The Other than Personal Service cost category screen will be based on a per
bed amount effective at the beginning of each new rate cycle (see paragraph
(8) of this subdivision.)

(ii) The Overhead cost category screen will be a percentage of reimbursable
personal service and fringe benefits (see paragraph (8) of this subdivision).
This screen will be compared to reported cost or budget costs (agency
administration, personal service, OTPS, fringe benefits and capital costs) to
determine reimbursable costs.

Costs associated with transportation to and from physician, dentist and other
clinical services shall be included in the Other than Personal Service screen
and subject to the limitations contained therein.

49- 06 2001
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Attach ment 4.19-D

Part 11

(6) For the purposes of developing an economy of scale, the following FTE offsets

shall be applied against the clinical ratios listed in paragraph (5) of this

subdivision:

(i) For children, bed sizes 32-59, a straight deduction of 0.00182 will be

computed per 1-bed increase from the 0.4878 at 31 beds.

(ii) For children, bed sizes 61 -99, a straight deduction of 0.00119 will be

computed per 1-bed increase from the 0.4350 at 60 beds.

(iii) For adults, bed sizes 32-59, a straight deduction of 0.00136 will be

computed per 1-bed increase from 0.4046 at 31 beds.

(iv) For adults, bed sizes 61-99, a straight deduction of 0.00034 will be

computed per 1-bed increase from 0.3651 at 60 beds.

(7) An assessment of consumer level of disability for the purposes of designating

direct care staffing levels, as listed. in paragraph (5) of this subdivision, shall be

completed utilizing the following criteria.

Direct
Care
Shin

	

Ratio

	

Factor

	

Description

1) All children age 21 and under
2) All nonambulatory consumers nonambulatory

or wheelchair only)
3) All multiply handicapped consumers (blind or
deaf or tube- fed)
4) All nonsel preserving consumers

1:16

	

0.06250

	

All consumers over age 22 who:
1) walk freely
2) have a mental level moderate or above

3) are toilet -trained
4) do not need help eating or dressing

5) have no serious behavior problems

6) do not have any mild behavior problems in the

following categories:
a) assaults others
b) self-abusive
c) destroys property
d) runs away

Day or

	

1:4

	

0.25000

Evening
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Part II

7) have some speech and comprehension

1:6

	

0.16666

	

All others not in above categories

Night

	

1:12

	

0.08333

	

All consumers

(8) Cost center screens for over thirty bed facilities.

(i)

	

From July 1 to June 30, the cost center screens shall be:

(a) Salaries.

Cost area

Administration and support

	

$21,751

Direct care and mid -level supervision

	

20,814

Clinical

	

34,824

(b) Other cost center screens. .

Cost area

OTPS/bed

	

$ 9,190

Overhead

	

7.29%

Administration and support FTE

	

0.6284/bed

From January 1 to December 31 the cost center screens shall be:

(a) Salaries.

Cost area

Administration and support

	

$19,413

Direct care and mid -level supervision

	

19,956

Clinical

	

31,931

(b) Other cost center screens.

Cost area

OTPS/bed

	

$ 9,180

Overhead

	

6.76%

Administration and support FTE

	

0.56/bed
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A.

(vi)

	

April 1 to March 31 the cost center screens shall be:

(a) Salaries

Administration and Support

	

$21,560

Direct Care and Mid-level Supervision 20,643

Clinical

	

34,495

(b) Other Cost Center Screens

Cost Area

OTPS/Bed

	

$9,121

Overhead

	

6.34%

Administration and Support FTE .6288 FTEBed

6 2001
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II ICF/DD

Allowable costs. To be considered allowable, costs must be properly chargeable to

necessary consumer care rendered in accordance with the requirements of this Part.

	

(1)

	

Allowable costs (general).

Except where specific rules concerning allowability of costs are stated

herein, or in subdivision (j) General Rules for Capital Costs and Costs of

Related Paazt Trans-actions, or subdivision (k) Glossary, the Medicare

	

Provider Reimbursement Manual, commonly referred to as HIM-15, shall

be used to determine the allowability of costs. HIM-15 is published by the

U.S. Department of Health and Human Services' Health Care Financing

Administration (HCFA) and is available from:

Health Care Financing Administration

Division of"Publications-Managcement-SSL-l2-i5

7500 Security Boulevard
Baltimore, MD 21244-1850

It may be reviewed in person during regular business hours at the NYS

Department of State, 41 State Street, Albany, NY 12207; or, by

appointment, at the NYS Office of Mental Retardation and Developmental

Disabilities, Division of Revenue Management, 44 Holland Avenue,

Albany, NY 12229-0001.

Where (specific] rules stated herein, in subdivision (I) General Rules for

	

Capital Costs and Costs of Related Party Transactions. in subdivision (kl

Glossary or in HIM-15, are silent concerning the allowability of costs, the

commissioner shall determine allowability of costs based on

reasonableness and relationship to consumer care and generally accepted

accounting principles.

(iii) Expenses or portions of expenses reported by a facility that are not

reasonably related to the efficient and economical provision of care in

accordance with the requirements of this Part, because of either the nature

or amount of the item, shall be not allowed.

(iv) Costs which are not properly related to consumer care or treatment, and

which principally afford diversion, entertainment or amusement to

owners, operators or employees of the facility, shall not be allowed.

(v) The OMRDD shall reduce a facility' s base year costs / budget costs by the

costs of such services and activities that are not chargeable to the care of

the consumers in accordance with this subdivision.
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In the event that the commissioner determines that it is not

practical to establish the costs of such services and activities, the

income derived therefrom shall be substituted as the basis for

reductions of the facility's reported or estimated costs.

Examples of sources of such income include, but are not limited

to:

(1) supplies and drugs sold by the facility for use by
nonresidents;

(2) telephone and telegraph services for which a charge is

made;

(2) discount on purchases;

(4) employees' rental of living quarters;

(5) cafeterias;

(6) meals provided to staff or a consumer's guests for which

there is a charge;

(7) operating parking facilities for community convenience;

and

(g) lease of office and other space by concessionaires
providing services not related to intermediate care facility

services.

Costs for any interest expense related to funding expenses in excess of an

approved rate, or penalty imposed by governmental agencies or courts and

the costs of insurance policies obtained solely to insure against such

	

penalty, shall not be allowed. OMRDD will not pay interest on the final

dollar settlement resulting from the retrospective impact of the rate

appeals.

(vii) Costs of contributions or other payments to political parties, candidates or

organizations shall not be allowed.

[(viii) Costs of related organizations, other than costs incurred pursuant to a

lease, rent or purchase of real property, may be an allowable cost subject

to the following:

T
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(a) A related organization means any entity of which the facility is in
control or by which the facility is controlled including the
organizations and persons listed in clauses (3)(iii)`)-( of this
subdivision, either directly or indirectly, or where an association
of common interest exists in an entity which supplies goods and/or
services to the facility.

(b) The costs of goods and/or services furnished to a facility, within
the course of normal business operations, by a related
organization, are allowable at the cost to the related organization,
or the market price of comparable goods and/or services available
in the facility's region, whichever is lower.]

[(ix)] viii - Restricted funds are funds expended by the facility, which include
grants, gifts, and income from endowments, whether cash or
otherwise, which must be used only for a specific purpose as
designated by the donor or grant instrument. Except as provided
for in [clauses (3)(iv)(4) and (e)] subparagraphs (3)(iii) and (iv) of
this subdivision, restricted funds are to be deducted from the
designated costs when determining allowable costs. The
commissioner may waive the provisions of this subparagraph at
his discretion only in those instances where the provider makes a
reasonable showing that the imposition of the requirements of this
subparagraph would cause undue financial harm to the existence
of the facility.

[(x)] ix Only that portion of the dues paid to any professional association
which has been demonstrated to be attributable to expenditures
other than for lobbying or political contributions shall be allowed.

[(xi)] ) A monetary value assigned to services provided by a religious
order for services rendered to an owner and operator of a facility
shall be considered allowable subject to review by OMRDD for
reasonableness.

[(xii)] Wil Funded depreciation.

(a) Applicability. This subparagraph shall apply to all facilities except
those governed by [clause (3)(iv)(d) or (e)] subparagraphs (3) (iii)
or (iv) of this subdivision and those for which the provider is
receiving or has a commitment to receive HUD funding. This
section shall apply to facilities which were governed by [clause (3)
iv)`d).or `)] subparaphs (3)(iii) or (iv), but which are no longer
governed by either such section because the provider has repaid
the entire principal owed on the real property of the facility.
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c3
Effective April 1, 1986, for any rate period during which the'

	

_

	

pa
reimbursement attributable to depreciation on a facility's real property,

	

Cz
excluding equipment, exceeds the provider's principal repayment
obligations on indebtedness attributable to such real property, such
provider shall fund depreciation by depositing such difference in an
interest-bearing checking account or other secure investment. If the
provider operates more than one facility governed by this paragraph, the
provider may maintain one funded depreciation account for two or more
facilities. The provider shall not commingle such funded depreciation
accounts with other monies of the provider. The provider shall not be
required to fund depreciation attributable to the provider's equity in such
real property. The provider may expend the funds in such account,
including accrued interest, to retire all or a portion of the indebtedness
attributable to such real property, or for building improvements and/or
tixea equipment necessary to me racuity.

(c) OMRDD will not reimburse interest expense incurred to meet funded
depreciation, pursuant to this subparagraph and [clauses (3)(iv)(d) and
`e)] subparagraphs (3) (iii) and (iv) of this subdivision.

(2)

	

Allowable costs (operating).

(i) Interest on working capital indebtedness in accordance with standards listed in
[subparagraph (3)(vii) of this] subdivision (i) General Rules for Capital-Costs
and Costs of Related Party Transactions and subdivision (k)' Glossary and
subject to the limitations of paragraphs (d)(l) or (eX4) of this section will be
considered allowable. In the event that a loan is not in accordance with the
standards listed above, then the approval of the commissioner is required.

(ii) Effective April 16, 1992, costs incurred as a result of the provider of services
assessment charged pursuant to section 43.04 of the Mental Hygiene Law in the

	

amount of 2.4 .percent of the .3 percent assessment charged on cash receipts shall
be included in the rate.

(iii) Effective April 4, 1996, costs in excess of 0.6 percent incurred as a result of the
provider of services assessment charged on cash receipts pursuant to section

	

43.04 of the Mental Hygiene Law shall be included in the rate. Effective April
1, 1999, costs in excess of 0.3 percent incurred as a result of the provider of
services assessment charged on cash receipts pursuant to section 43 .04 of the
Mental Hygiene Law shall be included in the rate. Effective April 1, 2000, the

	assessment charged on cash receipts pursuant to section 43.04 of the Mental
Hygiene Law shall be a reimbursable expense.
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(3)

(iv) Allowable operating costs 'shall also include, but not be limited to,

personal service, fringe benefits, OTPS, utility, administration costs, as

well as day treatment, day services, and transportation costs, and

regional FTE add-ons.

(v) Liability for compensated absences determined and accrued in accordance

with generally accepted accounting principles for governments as

promulgated by the Governmental Accounting Standards Board shall be

considered an allowable cost.

Allowable costs (capital).

(1) Start-up costs are those costs which are incurred from the period the

provider receives approval pursuant to 14 NYCRR Part 620 for a facility

to become an intermediate care facility to the date the first consumer is

admitted. However, costs incurred during the period from the first

admission to the effective date of the initial provider agreement shall not

be considered as start-up costs.

(a) OMRDD may, at the discretion of the commissioner, reimburse a

provider for all allowable start-up costs incurred in the

preparation of the provider during that six-month period prior to

the date of the first consumer admission. A provider may apply to

the commissioner for an extension of the six-month reimbursable

start-up period, provided that the provider can demonstrate why

such an extension is necessary. However, under no circumstances

shall a facility be allowed reimbursement of start-up costs for any

period of time exceeding 18 months prior to the date of the first

consumer admission.

(b)

	

Allowable start-up costs may include, but not be limited to:

(1) personal service expenses;

(2) utility expenses;

(3) taxes;

(4) insurance expenses;

(5) employee training expenses;

(6) housekeeping expenses;

N
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(7)

	

repair and maintenance expenses; and

(B)

	

administrative expenses.

Any costs that are properly identifiable as organization costs, or
capitalizable as construction costs, shall be classified as such and
excluded from start-up costs.

(d) If a provider intends to prepare all portions of its entire facility at
the same time, start-up costs for all portions of the facility shall be
accumulated in a single deferred account and shall be amortized
from the date of the first consumer admission. However, if a
provider intends to prepare only portions of its facility (e.g.,
preparation of a floor or wing), start-up costs shall be capitalized
and amortized separately. In either case, unless reimbursed as
described in [subparagraph (iv) of this paragraph] paragraph (3) of
subdivision (j) of the ICF/DD section of this Plan, start-up costs
shall be amortized over a period not to exceed 60 months from the
date of the first consumer admission.

Any cost of the sale, purchase, alteration, construction, rehabilitation
and/or renovation of a physical plant or interest in real property
manifested by cooperative shares shall be considered allowable up to the
amount approved by the commissioner and the director of the Division of
the Budget.

(a)] ii For any transaction resulting in a change of ownership, the
valuation of the assets shall be limited to the lesser of the
allowable acquisition cost of the assets to the first owner of record
who has received Medicaid payment for the assets) in question on
or after August 4, 1982, minus any paid depreciation i.e., seller's
net book value) or the acquisition cost of the asset to the new
owner.

Costs including legal fees, accounting and administrative costs,
travel costs, and the costs of feasibility studies (attributable to the
negotiation or settlement of the sale or purchase of any capital
asset by acquisition or merger) for which any payment has
previously been made under Medicaid, shall not be allowable for
reimbursement.

A facility's annual rental payments for real property and maintenance
charges associated with cooperative shares may be considered an
allowable cost subject to the following conditions:
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(a) The lease, or in the case of cooperative shares, the subscription
agreement, is reviewed by and acceptable to OMRDD and any
other State agency which must by law or regulation review and
approve reimbursement rates.

(b) The lease agreement must be considered an "arm's-length
transaction" not involving an affiliate, controlling person,
immediate family or principal stockholder. The "arm's-length
transaction" requirement may be waived by the commissioner
upon application for those corporations holding title to the
intermediate care facility's physical plant, created pursuant to the
Not-for-Profit Corporation Law with the approval of the
commissioner.

() For the purposes of this section, affiliate means:

(1 J

	

with respect to a partnership, each partner thereof;

(2) with respect to a corporation, each officer, director,
principal stockholder and controlling person thereof;

(3) with respect to a natural person, each member of said
person's immediate family, or each partnership and each
partner of such person, or each corporation in which said
person or any affiliate of said person is an officer, director,
principal stockholder or controlling person.

(d)

	

For the purposes of this section, controlling person of any
corporation, partnership or other entity means any person who by
reason of a direct or indirect ownership interestwhether of record
or beneficial) has the ability, acting either alone or in concert with
others with ownership interest, to direct or exert a controlling
influence on the direction of the management policies of said
corporation, partnership or other entity. Neither the commissioner,

	

nor any employee of the OMRDD, nor any member of a local
legislative body of a county or municipality, nor any county or
municipal official except when acting as the, administrator of a
facility, shall by reason of his or her official position be deemed
a controlling person of any corporation, partnership or other entity;
nor shall any person who serves as an officer, administrator or
other employee of any corporation, partnership or other entity, or
as a member of a board of directors or trustees of any
corporation, be deemed to be a controlling

TN -32-Approval Day.

	

AUG 03 2001

-LOWof

	

,A% of
Super ,odes TN

	

-Effectivo DateO-J_



New York

	

Attachment 4.19-D
Part II ICFIDD

person of such corporation, partnership or other entity solely as a
result of such position or his or her official actions in such
position.

For the purposes of this section, immediate family means brother,

	

C;)

sister, grandparent, grandchild, first cousin, aunt or uncle, spouse,
parent or child of such person, whether such relationship arises by
reason of birth, marriage or adoption.

For the purposes. of this section, principal stockholder of a
corporation means any person who beneficially owns, holds or has
the power to vote, 10 percent or more of any class of securities
issued by said corporation.

Therental amount is comparable to similar leases for properties
with similar functions in the same geographic area.

(h) If the criteria in this paragraph are not met, reimbursement for
lease costs will be the lower of lease costs or the amount
determined in accordance with subparagraphs (iv) and (vii) of this
paragraph.

(i) Existing leases shall be approved during the original term of the
lease. However, lease options to renew shall not be exercised
without review and approval of the parties listed in clause (a) of
this subparagraph. Such review and decision shall occur more than
30 days before the last date the option may be exercised, the date
of which the facility has notified OMRDD in accordance with
clause (j) of this subparagraph.

(j) Effective January -1, 1983, requests for approval of lease renewals
must be submitted whenever possible at least 120 days prior to the
last date for the exercise of the lease renewal option.

(iv) Depreciation shall be an allowable cost when based upon factors of

	

historical costs and useful life of buildings, fixed equipment and/or capital
improvements or acquisition of an interest in real property manifested by
cooperative shares. For the purpose of this section:

Unless an exception is made by the commissioner, the useful life
shall be the higher of the reported useful life or those from the
Estimated Useful Lives of Depreciable Hospital Assets (1983
edition), published by the American Hospital Association, and

-33-
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	available by writing to the American Hospital Association, 840
Lake Shore Drive, Chicago, IL 60611. In certain instances, a
useful life that is based upon historical experience as shown by'
documentary evidence and approved by OMRDD may be allowed.

The depreciation method used shall be the straight -line method.

In the event that the historical cost of the facility cannot be
adequately determined by the commissioner, an appraisal value

	

shall be the basis for depreciation. The appraisal of the historical
cost of assets shall produce a value approximating the cost of
reproducing substantially identical assets of like type, quality, and
quantity at a price level and in a bona fide market as of the date of
acquisition. Such appraisal shall be conducted by an appraiser
approved by OMRDD and pursuant to a method approved by
OMRDD.

iii Notwithstanding subparagraph (f)(1)[(ix)] viii of this
paragraph, in the case of any provider which has been notified by
OMRDD on or after April 1, 1986 that there is a preliminary
reservation of State aid funds for a capital grant pursuant to Mental
Hygiene Law, section 41.18(g) or [section] 41.23, the basis for
computing depreciation on the facility which is the subject of the
capital grant shall include the facility's depreciable project costs
which were funded with such capital grant, provided that the
provider is not receiving and does not have a commitment to
receive HUD funding for the facility, and has not repaid the entire
principal owed on the real property of the facility. If the
depreciable project costs are adjusted after audit, the basis for
computing depreciation on the facility will be changed to such
adjusted depreciable project costs. Upon full repayment of
principal, the basis for depreciation for the facility will cease to
include the amount of the capital grant. Any provider which
receives such a capital grant shall enter into certain assurances
with the OMRDD whereby the provider agrees that:

[(1)] The difference between depreciation in the rate
attributable to the facility's depreciable project costs (other
than depreciation attributable to the provider's equity in the
facility's real property at the time such property is put
into use as a facility) and the principal
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which is repaid shall be deposited in a secure investment approved by thecommissioner.

(b) Withdrawals from such investment shall be made only for the purpose ofrepayment of indebtedness owed on the real property of the facility. With thecommissioner's approval based on cost savings, a provider may use withdrawalsfrom such investment for repayment of indebtedness owed on the real propertyof another facility which received a capital grant under this subparagraph or

	

under subparagraph (ix) of this paragraph, or if there is no such other facility

	

which is mortgaged, for the repayment of indebtedness owned on the realproperty of another facility which is mortgaged under the same mortgage as thefacility,

(c) Each withdrawal must be approved by the commissioner.

(d) If the provider ceases to operate the facility as an intermediate care facilityfor the developmentally disabled, or as any facility certified by OMRDD, itwill repay to OMRDD the balance on deposit in the secure investment at thetime of such cessation, including interest earned on the investment.

(e) Depreciable project costs shall mean those acquisition and construction costs
of a facility which have been approved, either before or after audit, by the
New York State Office of the State Comptroller or by OMRDD or by
OMRDD' s designee. Such costs shall include the cost of land.

(f) HUD funding shall mean lower income housing assistance undersection 8 ofthe United State Housing Act of 1937, as amended 42 U.S.C. section 1437(f)and/or a loan or loans pursuant to section 202 of the Housing Act of 1959, asamended 12 U.S.C. section 1701(q).

(iv) Notwithstanding subparagraph (1)(1)(viii) of this paragraph, any provider which hasbeen notified by OMRDD before April 1, 1986 that there is a preliminary reservationof State aid funds for a capital grant pursuant to Mental Hygiene Law, section 41.18Lc} or section 41.23, which is not receiving and has no commitment to receive HUDfunding for the facility which is the subject of the capital grant, may apply to thecommissioner to have the basis for computing depreciation on the facility includethe facility's depreciable project cots which were funded with the capital grant. Suchapplication must be submitted to the commissioner on or before September 30,1986on the forms prescribed by the commissioner, Such application shall be granted atthe discretion of the commissioner upon a showing that inclusion in the depreciationbasis of the facility's depreciable projects which were funded with the capital: grant is
necessary
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to the financial viability of the facility and wi ll not impede e
facility's efficient and economical operation. If the commissioner...,..
approves such application, the facility's rate shall be revi
-retroactive to April 1, 1986 to include in the depreciation basis.
facility's depreciable project costs which were funded with'the
capital grant, and the provider shall enter into certain assuran
described in subparagraph (iii) of this paragraph. Upon full..;
repayment of -principal, the basis for depreciation for the facility, will
cease to include the amount of the capital grant. If the dep .d ;tile
project costs are adjusted after, audit; the basis for computing
depreciation on the facility will be changed to such adjus ted
depreciation project costs.

	

.

(v) Effective April 29. 2005, for non State operated facilities, costs incurred
as a result of requests for criminal history record information `under
section 16.33 of the New York State Mental Hygiene Law and section
845-b of the New York 'State Executive Law shall be allowable costs and
shall be considered part of the rate.
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Advance refunding costs incurred in connection with the
refunding of bonds, and determined in accordance
generally accepted accounting principles, shall

	

an.
alowrable. cost

(g) . Trend factors.
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(1) As appropriate, OMRDD shall apply trend factors to each . facility's total

reimbursable operating costs as determined by subdivision (c)-(j) and as

submitted on the budget or cost reports required by section (a)(1)(i) and (ii)

respectively. Except for educational and related services as defined at

(3)(viii)(b)(3), such trend factors shall be applied to only reimbursable operating

costs, with capital costs and start-up costs added to this result to compute the final

rate.

(i) For all facilities, effective on the first day of the applicable fiscal cycle

the trend factor utilized shall be that figure developed by the New

York State Office of Mental Retardation and Developmental

Disabilities.

(2) Effective January 1, 2006, for all facilities, in addition to the trend factor

identified in subparagrap(1) (i), a variable adjustment within a range of zero

percent to three percent [may] shall be applied to the rate. This variable

adjustment shall be that figure developed by the New York State Office of Mental

Retardation and Developmental Disabilities from a review of the provider's

application and historical expenditures for fringe benefits as a result of an

initiative aimed at improving the recruitment and retention of the facility' s lower

paid employees. e.g., health care .

TN#:

	

06-14

	

Approval Date:

	

NOV 1 2006

Supersedes TN#:

	

00-47

	

Effective Date:

	

JAN -1 2006

-39-



New York

	

Attachment 4.19
Pats II ICFIDD

1(2))M Where appropriate, the commissioner shall use some combination in
whole or in part of the yearly components to project cost data into the
appropriate rate period.

(h)

	

Appeals to rates.

(1) The commissioner will consider only the following appeals for adjustment to the
rates which would result in an annual increase of $1,000 or more in a facility's
allowable costs, and are:

(i) needed because of changes in the statistical information used to
calculate a facility's staffing or utilization standards; or

requests for relief from the standards contained in subdivisions (d) or
(e) of this section which were applied to costs used in calculating the
base period and subsequent period rates.

Appeals for adjustments needed because of material errors in the
information submitted by the facility which OMRDD used to establish
the rate, or material errors in the rate computation.

(iv) Appeals for significant increases or decreases in a facility's overall
base period operating costs due to implementation of new programs,
changes in staff or service, changes in the characteristics or number of
individuals, changes in a lease agreement so as not to involve a related
party, capital renovations, expansions or replacements which have
been either mandated or approved by the commissioner and, except in
life-threatening situations, approved in advance by the appropriate
State agencies.

(2) Notification of fast level appeal.

(i) In order to appeal a rate in accordance with subparagraphs (1)(ii-iii) of
this subdivision, the facility must send to OMRDD an appeal

	

application by certified mail, return receipt requested, either within 90
days of the facility receiving the rate computation or within 90 days of
the beginning of the rate period in question, whichever is later.
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In order to appeal a rate in accordance with subparagraphs (1)(i and iv) of

this subdivision, the facility must send to OMRDD, within one year of the

close of the rate period in question, a first level appeal application by

certified mail, return receipt requested.

(3) First level rate appeal applications shall be made in writing to the commissioner.

(i) The application shall set forth the basis for the first level appeal and the

issues of fact. Appropriate documentation shall accompany the application

and OMRDD may request such additional documentation as it deems

necessary.

(ii)

	

Actions on first level rate appeal applications will be processed without

unjustifiable delay.

(4)

	

The burden of proof on the first level anneal shall be on the facility to demonstrate

that the rate requested in the appeal is necessary to ensure efficient and

economical operation.

(5) A rate revised by OMRDD pursuant to an appeal shall not be considered final

unless and until approved by the State Division of the Budget.

(6) At no point in the first level appeal process shall the facility have aright to an

interim report of any determinations made by any of the parties to the appeal. At

the conclusion of the first level appeal .process OMRDD shall notify the facility
Z

of any proposed revised rate or denial of same by certified mail, return receipt

requested. OMRDD shall inform the facility that the facility may either accept the

proposed revised rate or request a second level appeal in accordance with 14

NYCRR section 602.9 [of this Title] in the event that the proposed revised rate

fails to grant some or all of the relief requested.

(7) If OMRDD approves the revision to the rate and State Division of the Budget

denies the revision, the facility shall have no further right to administrative review

pursuant to this section.

(8) Any rate revised in accordance with this subdivision shall be effective according

to the dates indicated in the rate appeal notification.

(9) Any additional reimbursement received by the facility, pursuant to a rate revised

in accordance with this subdivision, shall be restricted to the specific purpose set

forth in the appeal decision.

(10) Second level appeals to rates.
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(i) OMRDD's denial of the first level appeal of any or all of the relief

requested in the appeals provided for in paragraph (1) of this subdivision

shall be final; unless the facility requests a second level appeal to the

	

commissioner in writing within 30 days of service of notification of denial

or proposed revised rate.

Second level appeals shall be brought and determined in accordance with

the applicable provisions of 14 NYCRR Part 602.

Reserve bed days for overnight absences for hospitalization or leaves of absence in

facilities.

(1)

	

Payment.

(i)

		

Payment for overnight absences due to hospitalization shall be in

accordance with 18 NYCRR section 505.9.

Payment for overnight absences due to leaves of absence shall be in

accordance with 18 NYCRR section 505.9 and the following additional

requirements.

(a) A leave of absence due to visits with relatives or friends, must not

be medically or programmatically contraindicated.

(b) In the case of a leave of absence due to medically acceptable

therapeutic leave or rehabilitative plans of care, the plan of care

must be documented.

Leaves of absence covered under the bed reservation-program

must be provided for in the consumer's individual program plan as

designated by the interdisciplinary team.

Such planning should most appropriately take place during the

development and monitoring process of the individual program

plan during the quarterly and annual reviews. A consumer's

assigned bed cannot be reserved if another person is occupying

that bed.

(2)

	

Reporting.

(i) Each facility shall maintain an absence register for each consumer who is

absent overnight.

(c)

(d)

TN 062001
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(ii) The facility shall record the duration and purpose of each absence and make
an annotation indicating whether or not the consumer's bed was reserved.

(iii) Each month the facility shall complete a report summarizing all consumef"
absences and submit the report to OMRDD. The facility shall submit the®
report to the consumer's sponsoring local social services district within ten co
working days following the end of the month. This report shall reflect the
information contained in each consumer's absence register.

	

a)

The facility shall report reserve bed absences in the form and format as
prescribed by the commissioner.

(i) Where a transaction is not presumed to be between related parties under
subparagraphs (ii). or (iv) below, OMRDD will determine whether the transaction
is between related parties.

(a)

	

Such determination shall be made on a case-by-case basis. 1

(b) Such determination shall be based on whether the facts and
circumstances of the transaction, and the parties' situation and
history, indicate that the party from whom the provider or consumer
obtained the real property. equipment, goods, services or 12rol2e rty is Z
a related party.

	

i;--

(c) If a transaction is between a provider or consumer and a&p ' t i not
	presumed to be a related p rty (under subparagrap ii or. (iv):

below), OMRDD never-the-less can determine that the transaction is
between related parties (using the criteria in subparagraph (i)(b)
above), where the party transacting with the provider or consumer
directly or indirectly obtained the real property. equipment, goods,
services or. property in question from someone or an organization
presumed to be related to the provider or consumer (under
subparagraphs (ii) or (iv) below).

(ii)

	

The existence of any of the conditions in clauses (a) through (f) below will create
a presumption that the transaction is between a provider and a related party.

(j) General Rules for Capital Costs and Costs of Related Party Transactions

(1) Determination of Whether a Transaction is Between Related Parties

()

	

The provider is a partnership and the other party to the transaction is
a partner of the provider.

-43-
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(b) The provider is a corporation and the other parts' to the transaction is
an officer, director, trustee, principal stockholder or controlling party

of the provider.

(c) The provider is a corporation and the other party to the transaction is
a corporation. where someone is an officer, director, trustee, principal
stockholder or controlling party of both corporations.

Id)

	

The provider is a natural person and the other part, to the transaction
is either:

(1) a member of the provider's immediate family :

(2) a partnership in which the provider is a partner:

(3) a co-partner of the provider:

(4 : a corporation in which the provider is an officer, director,
trustee: principal stockholder or controllingparty:

(5)`i _, a,corooration in which a memberof the provider's immediate
fam lyl:is an officer, director, trustee, principal stockholder or

(8

		

ri bratidii , if^wNch.. another corporation is a principal
stock`holi er; where the p der is an officer, director; trustee,

t ickbOlder or a controlling party of such otherPin

(e )

	

Th i r o v id rr is an unincorporated association and the other party to
the i aatio i seither

(1) someonc who is a member of the provider;

(2) so "

	

a member of whose immediate family is a member
of e` rovider,
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(3)

	

-4-partnership in which one partner is a member of th

(4) a corporation in which a member of the provider is an officer,
director, trustee, principal stockholder or controlling party-,

(5) a corporation in which a member of the provider has an
immediate family member who is an officer director trustee,
principal stockholder or controlling party:

(6) a corporation in which any partnership in which a member of
the provider is a partner, is a principal stockholder,

(7) a corporation in which a co-partner of a member of the
provider is an officer., director, trustee, principal stockholder
or controlling party, or

	

W
z3__

	

cv
(8) a corporation in which another corporation is a principal

	

E

	

stockholder, where a member of the provider is an officer

	

a
director, trustee, principal stockholder or a controlling party Z

Cf)of such other corporation.

(f)_

	

The other party to the transaction is a'specialpurpose organization

(iii)

		

A provider may overcome a presumption that the transaction is between related
parties by clearly demonstrating that:

(a) The other party to the transaction in question is a bona fide separate
organization,

(b) A substantial part of the other party's business activity of the type
carried on with the provider is transacted with other organizations or
those not related to the provider and the other party by common
ownership or control and there is an open, competitive market for the
= of real property. equipment, goods, . services or property
furnished by the other party:

(c) The real property, equipment, goods, services or properties are those
which commonly are obtained by organizations such as the provider
from other organizations and are not a basic element of care
ordinarily furnished directly to consumers by such programs, and

provider:

	

e) .
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(d)

	

The charge to the provider is comparable to the charge for such real
property, equipment, goods, services or property in the open market
and no more than the charge made under comparable circumstances
to others by the other party to the transaction for such real property.
equipment, goods, services or property.

(iv)

	

The existence of any of the conditions in clauses (a) through (e) below will create
a presumption that the transaction is between a consumer and a related party.

(a)

	

The other party to the transaction is a member of the consumer's
immediate family.

(1) The other party to the transaction is a partnership in which the
consumer or . a member of the consumer's immediate family is a
partner.

(c) The other party to the transaction is a corporation in which the
consumer or a member of the consumer's immediate family is an
officer, director, trustee, principal stockholder or controlling party.

(d) The other party to the transaction is a corporation in which:

(1) any partnership, in which the consumer or a member of the
consumer's immediate family is a partner, is a principal
stockholder, or

(2) another corporation is a principal stockholder, where the
consumer or a member of the consumer's immediate family is
an officer, director, trustee. principal stockholder or
controlling party of such other corporation.

(eThe other party to the transaction is an unincorporated association
which has as a member either:

(1) the consumer:

(2) a member of the consumer's immediate family:

(3) a partnership in which the consumer or a member of the
consumer's immediate family is a partner:

(4) a corporation in which the consumer or a member of the
consumer's immediate family is an officer, director, trustee,
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principal stockholder or controlling party:

(5) __ a corporation in which any partnership, in which the consumer

	

or a member of the consumer's immediate family is apjjj o

is a principal stockholder, or

(6

	

a corporation in which another corporation is a principal

stockholder, where the consumer or a member of the

	

consumer's immediate family is an officer, direct_ orstrustee.

principal stockholder or a controllintt_narty of such other

corporation.

(2 Leases for Real Property

(i) In order for lease costs to be considered for allowability, the provider or consumer

must submit the lease to OMRDD for approval.in deciding whether to approve

a lease OMRDD shall consider whether the lease is in the best interests of the

programs and the persons it serves and whether the lease in any MY violate

	

public policy.IIn deciding whether to approve an amount for rent, OMRDRD shall

consider whether the provider's rate, fm or price, as a whole, including the

amount of rent to be approved, would result in payment which is consistent with

efficiency and economy.

if an approved lease or approved proprietary lease is between the provider or

consumer and a part,_y which is not a related _ parM aly lowable lease costs shall be

the lesser of contract rent or fair market rental.

viii

	

If an approved lease or approved proprietary lease is between the provider or

consumer and a related party, allowable lease costs shall be the least of.

(a)

	

contract rent

fib)

	

fair market rental or

(c)

	

- the landlord' s net cost (see subdivision (k), glossary)

iv) The Commissioner may waive the limitations on allowable costs as stated in

subparagraph (iii) above upon a showing that such limitations would jeopardize

the opening or continued operation of the pro am or services and that the

negotiations for the lease or proprietary lease were conducted as though the Rarfies

were not related.

(v)

	

The commissioner may, upon application from a provider. allow lease costs in an

-47-
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amount equal to contract rent and greater than fair market rent if the following
conditions are met. The commissioner will allow such lease costs only for as long 0
as it is necessary for the provider to relocate the pro ram or services located on
the ease property.

(a) the lease is a renewal which is not pursuant to an option to renew:

	

E:z

(b) the lease is a renewal of a lease for an existing program or services,
and

(o)

	

the provider has shown that:

(1)

		

the provider has made diligent efforts to negotiate a lease
renewal for fair market rent or less:

less than the current rent,

	

07(3) the parties to the lease renewal are not related:
.

	

tU
Ir t%(4) allowance of lease costs in the amount of contract rent is

necessary to ensure the continued operation of the program of
services.

	

^.

(vi) From October 1.2000 until January 1, 2001. allowable costs under leases between
related parties in effect on September 1. 1984 shall be determined in accordance
with the State Plan in effect on September 30, 2000. On and afte January 1.
2001. allowable costs under leases between related parties in effect on September
1. 1984 shall be determined in accordance with subparagraph (iii) above.

(vii) Contract rent incurred pursuant to an approved lease or V roved proprietaryllease
which is renewed pursuant to an option to renew is allowable.

(viii) Costs incurred pursuant to an approved lease or approved proprietary lease which
is renewed other than pursuant to an option to renew shall be allowable as
follows:

(a) If the -lease is between parties who are not related allowable costs are
determined in accordance with subparagraph (ii) above.

(b) If the lease is between parties who are related, allowable costs are
determined in accordance with subparagraph (iii) above.

(2)

	

the provider has been unable to negotiate a lease renewal for
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(c) OMRDD shall decide whether to approve any such renewal at least
30 days before the last day the lease may be renewed, if the provider
or consumer has notified OMRDD in accordance with subclause (d)
below.

(d) Whenever possible, the provider or consumer shall submit to
OMRDD a request for approval of lease renewals at least 120 days
prior to the last date for renewing the lease.

(3) Costs of Ownership of Real Properly

(i) Unless specifically otherwise provided for in this part of the Plan, costs of ownership of real
property shall be allowable in 't a amount of depreciation, interest and costs attributable to
the negotiation or settlement ofsale or'purchase of real property, or in the amount of costs
related to loans from the :Dormitory Authority of the State of New York.

(ii) Depreciation is basedrupon,the,historical cost-and useful life of buildings, fixed equipment

rr.consumer, s

which is transferred: purchased, 'altered,
shall ;, be&iual to"thie amount approved

f.-Mhbvatiori

(b)

	

The historical, IAbMs' transferred or purchased from a
party. related to"iflte^l the;lesser.of fair market value or the
acquis on°:cost'of? ra sferor or'the seller.

	

.

(c)

	

The historical cost'of{any
and/or renovateti'ili ii i

roperty-which is altered, constructed, rehabilitated
to, tle provider or consumer is the_ lesser of

(1)

	

the fair zriatket value of such alteration, construction, rehabilitation or
renovation:;or

's ,,cost of the alteration, construction, rehabilitation

-49-
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or renovation.

(iv) Where the previous owner of the real property had the,-costs of such property
funded, in whole or in part, by the State of New York, the historical cost of the
property shall be the least of

(a) the acquisition cost of the property to the new owner;

(b) the seller's net book value (see subdivision (k), glossgu), or

(c) fair market value.

(v)

	

If the previous owner is related to the provider or consumer purchasing the
property, any amount paid by the State to the provider or consumer for rent equal
to depreciation on the property shall be counted as paid depreciation and as
funding for the costs of such property.

NO If the seller or transferor of the real pMr-ty to the providei or consumer is not a
party related to the provider or consumer, but any prior owner of the property in
question is a party related to the provider or consumer, and the sale or transfer
from the prior related party occurs within five years of the sale or transfer to the
provider or consumer, the transaction shall be deemed to be between the provider
or consumer and the prior owner related to the provider or consumer.

(vii)

	

If OMRDD cannot determine the historical cost of real property OMRDD shall
use an appraisal value as the basis for depreciation. The appraisal value shall be
based upon an appraisal which is done by OMRDD or by an appraiser approved
by OMRDD. which uses an appraisal methodology which is generally accepted
within the profession and -which is factually correct in all significant matters.
OMRDD shall approve an appraiser if one of the following tests is met:

(a) the appraiser is a New York State certified or licensed appraiser, or

(b) no licensed or certified appraiser is available in the geographic area
in which the property is located: the appraiser is recommended by
another State a ency and, in OMRDD's opinion, the appraiser has the
professional experience and qualifications to do the appraisal in
question.

(viii)

	

The commissioner may allow an alternative historical cost of ownership of real
property obtained from a related party.

(a)

	

The commissioner may allow such alternative historical cost if

-50-
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(1) the provider or consumer demonstrates that allowin ' such
alternative historical cost would make property available to
consumers or providers which would not otherwise be
available:

(2)	such alternative historical cost is substantially less than the

	

cost which would be allowed under this subpart for property
which is obtained from an unrelated party and which is of
similar function and value to OMRDD and to the provider or
consumer,

(3)	the seller or transferor has owned the property in question for
at least five years, and

(4)

	

the fair market value of such prop= is greater than the
seller's cost.

(b) Such alternative historical cost maw greater than the cost of the
property to the transferor or seller, but shall not be greater than the
lesser of:

(1)	the acquisition cost of the property to the provider or
consumer, or

	

-

(2) the cost of the property to the seller or transferor, increased by
one-half of the percentage increase (as measured from the
date of acquisition by the seller to the date of the change of
ownership) in the Consumer Price Index for New York -
Northeastern New Jersey (All items), as reported - by the
United States Department of Labor... Bureau of Labor
Statistics.

(c) The commissioner may allow an alternative historical cost only for
transfers, purchases, alteration, construction, renovation or
rehabilitation, the terms of which were agreed to after October 1,
2000.

(ix) Useful Life and Amortization Period.

(a) The useful life of depreciable assets shall be the higher of the
reported useful life or the useful life from the Estimated
Useful Lives of Depreciable Hospital Assets (current edition),

F=O

-Si-



New York

		

Attachment 4191
Part II ICF' D

published by the American Hospital Association.

(b) A provider or consumer may use a different useful life or amortization period if
such different useful life is approved by OMRDD. OMRDD shall base such
approval upon historical experience, documentary evidence, loan agreements (if
any) and need for the services for which depreciable assets are used.

(x) The provider or consumer shall use the straight-line method of depreciation.

(xi) Interest costs.

(a)

	

Interest costs shall-be allowable if the followin g criteria are met:

	

l)

	

The interest rate is not in excess of the amount a prudent borrower
would pay at the time the loan was incurred.

(2) The loan agreement is entered into between the provider or consumer
and a party not related to the provider or consumer. The
commissioner may waive this provision based on a demonstration of
need for the services and cost savings resulting from the transaction.

(3) If the interest expense results from either start-up costs and/or the
initial financing of the capital indebtedness, the capital indebtedness
shall represent all or part of the currenfOMRDD and Division of the
Budget approved value of the property, after subtracting any equity
contributions such as, but not limited to, applied to the

prop

(4)	In the case of interest expense, or a portion of interest expense,
resulting from the refinancing of the capital indebtedness.. the
refinancing has the prior approval of the commissioner and'the
Division of the Budget, and the interest is in the amount associated
with the outstanding principal balance prior to refinancing.

(b) Interest expense resulting from the inclusion of the reasonable closing costs, such
asbut not limited to, attorney's fees, recording costs and points, is allowable in
the initial financing and start-up costs, and in the refinancing of the capital
indebtedness.

(c) Interest income generated from the provider's revenues for the
operation of the services shall be used to offset interest expense
incurred during the same reporting period. Notwithstanding the
forego nga provider is not required to use the following to offset

I

-52-



I

I m i -a.^ crJu 1

New York

		

Attachment 4.19-D

Part II ICF/DD

interest expense: income earned on qualified pension funds, income

from gifts or grants which are donor-restricted, income earned on

funded depreciation accounts or secure investments for depreciable

project costs above principal repayments.

(xii) Where any real property for which previous Medicaid payment has-been made is transferred

by sale, purchase, acquisition or merger (other than as a result of a receivership under New

York Mental Hygiene Law, section 16.27). the costs (including_legal fees, accounting and

administrative costs, travel costs and the costs of feasibility studies) attributable to the

negotiation or settlement of sale or purchase are not allowable.

(xiii) Costs related to Dormitory Authority loans shall be allowable as follows:

(a) The cost of principal and interest payments on loans from the Dormitory Authority

pursuant to subdivision 13-d of section 5 of the Facilities Development

Corporation Act, net of the 2ortion of such payments attributable to operating

costs, are allowable, provided that the reimbursement of such costs is an

allowance in lieu of reimbursement of interest and depreciation associated with

the property, and in lieu of reimbursement of the underlying allowable costs,

	

which may include allowable start-up costs, for which the Dormitory Authority

loan is received. A provider which receives a Dormitory Authority loan shall not

have the option of having included, in the calculation of its-rate, ftor price, the

loan's underlying costs instead of the loan principal and interest payments.

(b) Operational period fees imposed by OMRDD and annual administrative fees

	

imposed by the Dormitory Authority in connection with Dormitory Authority

mortgage loans shall be allowable costs.

Interest payments on Dormitory Authority loans pursuant to this subparagraph

(xiii) for -capital indebtedness and start-un costs will be considered allowable

where interest ex eennse results from capital indebtedness and start-up costs in an

amount equal to the OMRDD and Division of Budget approved value of the loan.

Interest payments on Dormitory Authority loans pursuant to the provisions of

subparagraph (xiii) are allowable in excess of the amount associated with the

outstandng rincipal balancevrior to refinancing, if the purpose of the debt is to

acquire assets to be used for care of the persons served by the program or services

and all other applicable requirements of this Plan are met.

C41 Costs'of Co-operative (see subdivision (k). glossary) Ownership of Real Estate

which

i)

	

If an a reement to purchase membership or ownershi interest in a co-operative.'

agreement has been approved by OMRDD and the New York State Division of Budget, is

-53-
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agreement has been approved by OMRDD and the New York State Division of Budget, is
between the provider or a consumer and a party which is not a related party, allowable costs
shall be the lesser of the actual purchase price or the price of a membership or ownership
interest in a co-operative for real estate with similar functions in the same geographic area.

(ii) If an agreement to purchase membership or ownership interest in a co-operative, which
agreement has been approved by OMRDD and the New York State Division of Bud 'ê t, is
between the provider or a consumer and a related party, allowable costs for such 'purchase

shall be the least of

(a) the actual purchase price,

the price of membershij or ownership interest in a co-operative with similar
functions in the same geographic area, or

()

	

the co-operative's costs attributable to the provider or consumer.

g membership or ownership interest in a co-operative shall
f th

	

b h

	

'd;.or .the ,term o e mortgage even

	

t e prove er or

R

2

Costs of:ownerS

	

i

	

t

amp t?of^de

nerie*tation 11

r:

	

it`s ^l;}t^^st^^^^n•^:

tHlesser of flee ecf.ray
If the;:

	

•^' 'f 1'i'^Y-^

eauit e i ort

If the equipment i
provider, or^the1i Onsurn . e.

The use
in the Estimated^Useful Live
published by theAme iE

sported useful life or the useful life as reported

	

ofb epreciable Hospital Assets (current edition),
ostiital Association A provider or consumer may



WIJ • C. i IY i J LeJi i 1J1r7"i r ""t 707

.New York

	

Attachment 4.19-D

Part rd ICFYDD

OMRDD shall base such approval upon historical experience and documentary

evidence.

(d) The-provider or consumer shall use the straight -line, double declinine balance or

sum-of-the-years' digits depreciation method. Once selected, the depreciation

method shall remain constant for the useful life of the asset.

(i)

	

Costs of leasing moveable equipment and ,personal property shall'be allowable as follows:

(a

	

If lease payments are made to a party which is not a related party, allowable costs

shall be the lesser of

(1) actual lease payments, or

(2) fair market rental.

(b^

	

If lease payments are made to a related party, allowable costs shall be the least of:

(1) actual lease payments,

(2) fair market rental, or

(3). allowable depreciation, the associated interest expense, if any, and

other related expenses, including, but not limited to, maintenance

costs.

^6) Costs Applicable to Goods Services or Property Not Covered Elsewhere in this Section.

cods, services or not covered elsewhere in the CE/DD-Portion
licable toon UroCosts a Ix

of is Plan and finished to the provider or consumer by a related be allowable

at the lesser of

(a) the cost to the related party, or

(b) the price of comparable goods, services or properties that could be obtained

elsewhere.

(ii) Interest on working capital indebtedness in accordance with subparagraph (xi) of paragraph

(3) of the ICFlDD portion of this Plan are allowable. In the event that a loan. is not in

accordance with the standards listed in subparagraph (xi), the need for such loan shall be

demonstrated in writing to the commissioner, and the express written approval of the

commissioner is required.
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lk) G oSSary

(1) Approved lease - A lease approved by OMRDD and the New York State Division of the

•

	

Bu et.

2) Approved proprietary lease - A proprietary lease approved by OMR.DD and the New

York State Division of Budget

(3) Common ownership- An individual or individuals possessing significant ownership or

equity in the provider and the organization serving the provider.

(4) Consumer - Anyone with a diagnosis of developmental disability who receives services

from OMRDD or from a provider, or anyone to whom OMRDD provides funds (other than

	

pa ryment for competitive employment with OMRDD to purchase services from a provider

or to purchase other goods services or property

(5) Control - The power directly or indirectly, to significantly influence or direct the actions

or policies of someone or an organization.

(6) Controlling party_ An organization or someone who. by reason of a direct or indirect

ownership interest (whether of record or beneficial), has the ability, acting either alone or in

concert with others with ownership interest, to direct or exert a controlling influence on the

mana ement policies of the provider. Except as otherwise provided in this section neither

the commissioner, nor any employee of the OMRDD, nor anymember of a local le islative

body of a county or municipality, nor any county or municipal official except when actin

as the administrator of a program, shall byreason of his or her official positi on be deemed

a controlli party of the provider nor shall anyone who serves as an administrator or other

employee of a provider be deemed to be a controlling party of such provider solely as a result

of such position or his or her official actions in'such position.

(7) Contract rent - The amount of rent stated in the lease or proprietary lease as rent,

additional rent, maintenance. .s. 'al assessments or any. other additional .c h ar .es

Menses. liabilities and obligations. Notwithstanding the foregig_A contract rent shall

not include an amount greater than the amount approved by OMRDD and the Division of

Bu et.

8) Co-operative - A corporation or organization-formed for the purpose of co-operative

ownership of real estate.

(9 Copartner - A partner in a partnership of which the provider is also a gamier.

(10) Dormitory Authority - The Dormitory Authority of the State of New York as successor

to the Facilities Development Corporation, and the Dormitory Authority of the State of New

York as-the successor to the Medical Care Facilities Finance A enc
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cis
(11) Fair market rental - The rental that the property would most probably command'on the
open market as indicated by rentals being paid and asked for comparable properties in the 3
same geographic area as of the date of the appraisal.

(12) Fair market value -

(i) In the case of goods and services, the price of comparable goods and services
that could be obtained elsewhere.

ii) In the case of real property, the most probable price which a property should
bring in a competitive and open market under all conditions requisite to a fair sale,.: :.
the buyer and seller each. actingprudently and knowledgeably, and assuming the
price is not affected by undue stimulus. Implicit in this definition is the
consummation of asale-asofa specified.date and tke passing-of title from seller
to buyer under conditions whereby:

(a) buyer and seller are typically motivated;

(b) both parties are well-informed or well-advised, and acting in what
they consider their own best interest;

(c) a reasonable time is allowed for exposure in the open market,

(d)

	

payment is made in terms of cash in U.S. dollars or in terms of i^n
financial arrangements comparable thereto, and

	

0
a)

(e) the price represents the normal consideration for the prop tv. sol'' ..
unaffected by special or creative financing or sales concessions
granted by anyone associated with the sale.

	

r

	

t^

(13) Immediate family - Brother, sister grandparent grandchild first cousin, aunt. uncle,
spouse parent or child of an individual, whether such relationship arises by reason of birth,

marriage or adoption.

(14) Landlord's net cost - The amount equal to depreciation (subject to the limitations in

section (j). the associated interest expense on capital indebtedness if any, and other expenses

ap p Loved by OMRDD. OMR DD shall approve such other expenses if they are reasonable
in an amount and directly related to owning and maintaining the property in question. The
types of other expenses directly related to owning and maintaining the property in question
include, but are not limited to, real estate taxes, water and sewer charges, heat and utilities,
maintenance costs, legal and accounting fees, lawn care- snow removal, rubbish and

insurance.

-57-
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removal rubbish and insurance.

(15) Option to. renew a lease - An option, stated in a lease, to renew the lease at a specific
amount of rent and term of renewal where such rent and term of renewal were stated in the
original lease at the time the parties entered into the original lease, and were not negotiated
by the parties subsequent to the signing of the original lease.

(16) Organization - A corporation, partnership or unincorporated association.

(17) Principal stockholder - Someone or an organization beneficially owning, holding or
having the power to vote. 10 percent or more of any class of securities issued by a
corporation.

18) 'Proprietary lease - A lease between a co-operative, as lessor, and a person or
organization with membership or ownership interest in the co-operative, as lessee.

(19) Provider - Someone or an organization licensed or otherwise approved by OMRDD to
provide goods, services or property to consumers.

(20) Related Party - Someone or an organization which to a significant extent is associated
or affiliated with the consumer or provider by common. ownership or control, or which to a
significant extent has control of, or is controlled by, the consumer or provider, by common
ownership or control.

(21) Seller's net book value - The allowable acquisition cost of the asset(s) to the first owner
of record who has received payment from the State of New York for the asset(s); minus any
paid depreciation.

(22) Special purpose organization - For the purpose of this subpart is:

(a) an organization which the provider controls through contracts or other = legal
documents that give the provider the authority to direct the organization's
activities, management and policies:

bbl an organization, the activities of which the provider is, for all practical purposes,
the sole beneficiary. The provider will be considered the organization's sole
beneficiary if one or more of the three following circumstances exist:

on(1) the provider has assigned certain of its functions to the organizati
and the organization is operating primarily for the benefit of the
provider:

(2)

		

the provider has transferred some of its resources to the organization,

CD
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and substantially all of the organization's resources are held for the
benefit of the provider: or

(3) the organization has solicited funds in the name of and with the
express or implied approval of the provider and substantially all the
funds solicited by the organization were intended by the contributor
or were otherwise rectuired to be transferred to the vrovideroY used
at its discretion or direction: or

(c)

		

an organization , which was created for the sole purpose of benefiting the provider,
where the provider.or''s'uch'organization has been in operation for less than one
year. The organiadon.will be considered to be created for the sole purpose of
benefiting tho. pro ider' if the organization's or provider's certificate of
incorporations by=lai^v partnership agreement or other governing rule state one
or more of the follow

(1)

	

the/pmvider,must assign certain of its functions to the organization
atids tli og, -lion mast operate primarily for the benefit of the

s#'

	

fer some .of its resources to the organization.
W fitB"figliviillfof t^e^orgarii^ation's resources must be held for
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Adjustments. Effective January 1, 2005 for Region 11 and

	

voluntary
operated facilities, effective April 1, 2005 for all state operated facilities, and
effective July 1, 2005 for voluntary operated Region I facilities, there shall be
an efficiency adjustment for under-31 bed facilities as described herein and
applied as a reduction to reimbursable operating costs.

(1) A determination shall be made as to whether each provider has a per bed
surplus or loss for all its under-31 bed facilities.

(i) Surplus/loss shall equal operating revenue minus operating costs.

fal For purposes of this efficiency adjustment, operating revenue and
costs are net of day treatment, day service, transportation and
regional FTE .a_dl-ons.

^b Revenue for determining the surplus/ loss calculations for all facilities
in Al regions is from the rate effective July 1, 2004.

Lcj Costs for determining the surplus/ loss calculations are from the 2001
or 2001 -2002 cost reporting year, trended to 2004 or 2004-2005
dollars.

(ii) The value of the surplus /loss is divided by the total number of beds in all
of the provider's under-31 bed facilities to determine the provider's per
bed surplus/ loss value.

(2) Regional ranking of the per bed surplus/ loss.

(i) Within each of the three regions, the per bed surplus /loss values are
ranked and identified in descending order.

(ii) Within-each region, the ranking is divided into five croups:

Re ion I Sur lus/ Loss Range

	

er Bed

Efficient Grou 5 $17,498 to $4,289
Efficien Group 4 $4,288 to $523
Efficien Group 3 $522 to (S2,9 8
Efficien Grou 2 $2 98

	

'to ($7,465)

Efficien Group I

	

-----T($7,46§) to (S42,035)
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Region II
Efficiency Group 5
Efficienn
Efficient

Surplus/Loss Rang
$17,478 to $6,354
$6,353 to $4,081
$4,080 to $873
$872 to ($5.343)
($5,344) to ($16,087)

k Per Bed)

Efficieni
Efficient

Grou
Grou
Group 2
Grout 1

4
3

Region III
Efficiency Group 5
Efficient Group 4
Efficiency Group 3
Efficiency Group 2
Efficiency Group 1

Surplus/Loss Range (Per Red)
$12,398 to $7,216
$7,215 to $2,207
$2,206 to ($1,049)
($1,050) to ($6,440)
$6,441) to ($15,631)

(3) Each of thefve.grou.ps within each region is assigned an ordinal weight,

Group 5 = 5
Group 4=4
Group 3 = 3
'Group 2=2
Group 1=1

(4) Determination of total adjustment per facility.

(i) The number of beds in the facility is multiplied by its assigned ordinal

weight and the result is multiplied by $334.

(ii) The facility's reimbursable operating costs are reduced by the amount

determined in subparagraph (i) of this paragraph.

	

(5) Reallocation of costs. The following changes to cost allocations for all under-31

bed facilities are effective January 1, 2005 for voluntary operated Region II and

1.1I facilities, effective April 1, 2005 for all state operated facilities, and effective

July 1, 2005 for voluntary operated Region I facilities.

(i) General insurance costs are reallocated from base year administration

OTPS costs to base year support OTPS costs.

(ii) Property and casualty insurance costs are removed from base year

administration OTPS costs. Property and casualty insurance costs

from the appropriate cost report period are included in capital costs.

(iii) Expensed equipment costs from the base year cost report are included

in Support OTPS costs. Expensed equipment costs are not included in

capital costs.

TN#
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Methods and Standards for Establishing Payment Rates

Out of State Services

(Skilled Nursing and Intermediate Care Facilities (SNF's and ICF's)]

Nursing Facilities

New York State reimburses [SNF/ICF] nursing facility services
provided in accordance with rates negotiated by the [recipient's
district of fiscal responsibility or directly] State and the facility.
.The rate negotiated is based on the approved Medicaid rate established
by the facility's home state. Where ancillary services for the
necessary care of the recipient are not included in the home state's
Medicaid rate, the rate approved by New York State may be augmented to
include the additional services. All out-of-state rates, except those
equal to or less than the facility's home state Medicaid rate must be
approved by both the State Department of Social Services and the
Division of the Budget. In those instances where the proposed rate is
not approved, an alternative rate is negotiated and re-submitted to the

	

Division of the Budget. Only one rate for a level or type of care will
be established for a given out-of - state facility and will be applicable
to all local districts. The implementation of a single locator code for
all out- of-state billings precludes the potential for different rates
being paid to the same facility on behalf of different local districts.

TN __ q3-51
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RESIDENTIAL HEALTH CARE FACILITIES

(Statutory authority: Public Health Law, SS2803[2],2808)
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Financial and statistical data required86-2.3
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86-2.6

	

Certification by operator or officer86-2.7

	

Audits
86-2.8 Patient days
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86-2.10 Computation of basic rate
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New York State provides public access to governmental records, including
data and the methodology used in establishing payment rates for nursing facilities
under Medicaid. The State Freedom of Information Law (Public Officers Law, Article
6) is the principal statute providing public access to information and records.
Regulations related to the process of obtaining access to the Department of Health's
records are contained in Sub-part 50-1 of Title 1ONYCRR. These records include, but
are not limited to, facility cost reports, case mix indices and the methodologies by
which reimbursement rates are set for hospitals, nursing homes, and other health
care providers.

Anyone wishing to inspect or obtain public records must apply to the
Department's Records Access Officer in writing. The Officer is responsible for
insuring appropriate agency response to requests for public access to records, and
will coordinate the Department's response as per the process contained in the New

	

York State Department of Health Administrative Policy and Procedure Manual, 100.0
- RELEASE OF INFO TO OUTSIDE GROUP/ FREEDOM OF INFO/RECORD ACCESS.
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Section 86 -2.1 Definitions. As used in this Subpart, the following

definitions shall apply:

((1)].b Residential health care facility, medical facility or facility

shall mean all facilities or organizations covered by the term nursing home

[or health-related facility] as defined in article 28 of the Public Health

Law, including hospital-based residential health care facilities, and

NURSING FACILITIES. as defined in Section 1919 of the federal Social Security

Act, provided that such facility possesses a valid operating certificate

issued by the State Commissioner of Health and, where required, has been

established by the Public Health Council.

((2)](b) Patient classification groups shall mean patient categories

contained in the classification system, Resources Utilization Groups-Il

(RUG-II), which identifies the relative resource consumption required by

different types of long term. care patients as specified in Appendix (6]

13-A, infra.

[(3)]b Case mix shall mean the patient population of a facility as

classified and aggregated. into patient classification groups.
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86-2.2 Financial and statistical data required. (a) Each residential health
care facility shall complete and file, with the New York State Department of
Health and/or its agent, annual financial and statistical report forms supplied
by. the department and/or its agent. Residential health care facilities certified
for title XVIII of the Federal Social Security Act (Medicare) shall use the same
fiscal year for title XIX of the Federal. Social Security Act (Medicaid) as is used
for title XVIII. All residential health care facilities must report their

operations from January 1, 1977, forward on a calendar-year basis.

(1) Hospital based residential health care facilities whose affiliation

changes to freestanding pursuant to subdivision,(a) of section 86-2.34

of this Subpart shall complete and file the freestanding annual cost

report (RHCF-4) supplied by the department and/or its agent for the

first full calendar -year following actual complete closure of the acute

care beds of its affiliated hospital.

(_b) Federal regulations require the submission of cost reports to the State
agency no later than three months after the close of the cost reporting year.

State agencies requiring certified reports may grant an extension of 30 days.

Since the reports from all residential health care facilities are required to be

certified, an extension of 30 days is automatically provided-in this subdivision

so that all required financial and statistical reports shall be submitted to the
department no'later than 120 days following the close of the fiscal period.

Further extensions of time for filing reports may be granted upon application

received prior to the due date of the report and only in those circumstances where
the residential health care facility established, by. documentary evidence, that
the report cannot be filed by the-due date for reasons beyond the control of the
f'Ici'_ity.
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(c) In the event a residential health care facility fails to file the
required financial and statistical reports on or before the due dates, or as

TN No. 88-47
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the same may be extended pursuant to subdivision (b) of this
section, the State Commissioner of Health shall reduce the current
rite by two percent for a period beginning on the first day of the
calendar month following the original due date of the required
reports and continuing until the last day of the calendar month in
which said required reports are filed.

(d) In the event that any information or data which a
residential health care facility has submitted to the State
Department of Health, on required reports, budgets or appeals for
rate revisions intended for use in establishing rates, is
inaccurate or incorrect, whether by reason of subsequent events or
otherwise, such facility shall forthwith submit to the department
a correction of such information or data which meets the same
certification requirements. as the document being corrected.

(e) Except .:as: _ dentifsed ..< n :sect ions :: 8^..: Z 1.t}`(k ('6) and 86-
2'.16 (off:` a cost report shall be filed in accordance with this
section by each new facility for the first [six-month] twelve-month
period during which the facility has had an overall average
utilization of at least 9a percent of bed capacity. This report
shall be filed and properly certified within 60 days following the

elr

	

z

	

period covered by the report.
end of the [six-month]
Failure to comply with this subdivision shall result in application
of subdivision (c) of this section.

(f) If the financial and statistical reports required by this
Subpart are determined by the department to be incomplete,

	inaccurate or incorrect, the residential health care facility will
have 30 days from the date of receipt of notification to provide
the corrected or additional data. Failure to file the

96 4 Approval Date JUL 2 4
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corrected - or additional data that was previously required within that periodwill result in a reduction of the current rate in accordance with subdivision
(c) of this section. Lack of the respective certifications by both theoperator and accountant, as required pursuant to section 86-2.5 and 86-2.6 ofthis Subpart, shall render a financial and statistical report incomplete, andthe facility shall not be entitled to the 30-day period to submit thecertifications.

(g) Specific additional data related to the rate setting process may berequested by the State Commissioner of Health. These data, which include and..are limited to those for use in a wage geographic differential survey, a peergrouping data survey, a medical supplies survey and a malpractice insurancesurvey, must be provided'by the residential heal:-, care facility within 30days from the date of receipt of notification to sly such information. Thecommissioner must supply to each facility prior to the start of each rateperiod, a preliminary listing of the.data trat will be required. Failure tosubmit the additional data shall result in a reduction of the current rate inaccordance with subdivision (c) of this section, unless the residential healthcare facility can prove by documentary evicence that the data being requestedis not available.
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1(h) each residential health care facility shall

with the New York State Department of Health a complete ccpy _1-e

Department of the Treasury, Internal Revenue Service Form 790, for

that facility. The Form 990 shall be submitted to the depart.-..en:

	

no later than 30 days following the annual filing with the internal

Revenue Service. Failure to submit the Form 990 shall. result in

application of the provisions set forth in. subdivision (c) of this

section.]
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86-2.3 Uniform system of accounting and reporting. (a) Residential healthcare facilities shall maintain their records in accordance with:
(1) section 414.13 of Article 3 Subchapter A of Chaoter

v of thisTitle; and

(2) for the 1980 calendar year in substantial compliance, and

	

thereafter in full compliance, with Article 9 of Subchapter A of Chaoter Vof this Title. Subscanclal compliance shall be defined as the resultthat would be expected from
.a good-faith effort taken by an inforr..ed',responsible person.

(b) For purposes of rate setting, the report required for the fiscal yearbeginning on or after January 1, 1980 by residential health care facilitiesshall be made in accordance with the policies and --structions as set forth inArticle 9 of Subchapter A of Chapter V of this Ti-.'e for financial
presentation purposes.

(c) Rate schedules shall not be certified by the Commissioner of Healthunless residential health care facilities are in full compliance with the
reportir^g requirements of this Subpar:, sect:.-,n 414.13 and Article 9 of
Subchapter A of Chapter V of this Title. For the ur-ose of certifying rates,
compliance with reporting repuire,:.ents of Article 9 .f Suochapter A of ChapterV of this Title will incl,-^e, but rot be limiteo to, the. timely filing ofproperly certified reports .rich are ccmplete ara accurate in all material
respects.
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(d) Failure of residential health care facility to file the reports

required pursuant to this section will subject to residential health care

	

facility to a rate reduction as set forth in section 86-2.2 of this Subpart.

However, there may be instances where a facility is not in compliance with

Article 9 of Subchapter A of Chapter V of this Title, resulting in reports

which are inaccurate, incomplete or incorrect, and the area of noncompliance

cannot, for the reporting period, be corrected. In such instances a rate

reduction shall, with respect to the report for such reporting period, begin

on the first day of the calendar month following the original due date of the

required report and continue until the last day of the calendar year in which

the report was required to be filed.
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86-2.4
Generally accepted accounting principles.

The completion of

financial and statistical report form shall be in accordance with

	

the

generally

accepted accounting principles as applied to the residential health care

facility unless the reporting instructions authorized specific variation in

such principles.
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86-2.5 Accountant's certification. (a) The financial and statistical
reports shall' be certified by an independent licensed public accountant or an
independent certified public accountant. The minimum standard for the term
®independent" shall be the standard used by the State Hoard of Public
Accountancy.

(b) Effective with report periods beginning on or after January 1, 1977,
the requirements of subdivision (a) of this section shall apply 'to
residential health care facilities operated by units of government of the
State of New York heretofore exempt from the requirements of this section
except that those medical facilities for which an annual reimbursement audit
by a State agency is required by law shall be required to comply herewith
effective with report periods beginning on or after January 1, 1970.

^1%^'^'y'E 1'-rtE
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86-2.6 Certification by operator or officer. (a) The financial and
statistical reports shall be certified by the operator of a proprietary
medical facility. an officer of a voluntary medical facility or the public
official responsible for the operation of a public medical facility.

(b) The farm of the certification required in subdivision (a) of thissection shall be as prescribed in the annual fiscal and statistical reports
forms provided by the State Commissioner of Health.
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96-2.7 Audits. (a) All fiscal and statistical records and reports shallbe subject to audit. All underlying books, records and documentation whichformed the basis for the fiscal and statistical reports, filed by theresidential health care facility with the department, shall be kept andmaintained by the facility for a period of time not less than six years fromthe date of filing, or the date upon which the fiscal and statistical recordswere to be filed. whichever is the later date. In this respect, any rate of

	

payment certified by the State Commissioner of Health based on the initialsubmission of base year data and reports will be construed to represent aprovisional rate until such audit is performed and completed, at which timesuch after or adjusted rate will be construed to represent the audited rate.
(b) Subsequent to the filing of required fiscal and statistical reports,field audits shall be conducted by the records of residential health care

facilities, in a time, manner and place to be determined by the State
Department of Health.

(c) The required fiscal and statistical reports shall be subject to auditfor a period of six years from the date of their fi1',ng with the department orform the date when due, whichever is later. This li.nitation shall not applyto situations in which fraud may be involved or where the provider or an agent
thereof prevents or obstructs the co:nmi ss loner from ;,erforminq an audit
pursuant to this section.

(d) Upon completion of t`e audit the residential health care facilityshall be afforded a closing conference. The residential health tare facility

as L^PfLt t-Z t L
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may appear in person or by anyone authorized in writing to act on behalf ofthe residential health care facility. The residential health care
facilityshall be afforded an opportunity at such conference to produce additionaldocumentation in support of any modifications requested in the audit.

(e) The residential health care facility shall be provided with the auditreport and the rate computation sheet per audit. The audit report shall befinal unless within 30 days of receipt of the audit report, the residentialhealth care facility initiates a bureau review by notifying the Division ofHealth Care Financing by registered or certified mail, detailing the specificitems of the audit report with which the provider disagrees and such othermaterial as the provider wishes to submit in its benaif and for4arding all

	

material documentation in support of the residents-3l health care facility'sposition.

(f) The residential health care facility shall be notified in writing of	the determination of the controverted items of the final audit report,
including a statement of the reasons for such adjustments and the appropriatecitation to applicable law, regulation or policy. The audit finding as
adjusted in accordance with the deter mination of the bureau review shall be
final, except that the residential health care facility may, within 30 days of
receipt of the determination of the bureau review, initiate a hearing to
refute those items of the audit report adverse to the interests of the
residential health care facility presenting a factual issue by. serving on thecommissioner, by certified or registered mail, a notice containiiig a statement

//)/
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of the legal authority and jurisdiction under which the hearing should be

held, a reference to the particular sections of the statutes and rules

involved and a statement of the controverted items of the audit report and

bureau determination, together with copies of any documentation relied on by

the residential health care facility in support of its position.

(1) Upon receipt of such notice the commissioner shall:

(i) designate a hearing officer to hear and r-ecommend;

(ii) establish a time and place for such hearing;

(iii) notify the residential health care facility of the time

and place of such hearing at least 15 days prior thereto; and

(iv) include in a notice of hearing those issues of the audit

report which are controverted in the notice served on the

commissioner by the residential health care facility.

(2) The issues and documentation presented by the residential health

care facility at such hearing shall be limited to the factual issues and

documentation presented at the bureau review.

	

(3) The audit report shall be presumptive evidence of its content.

	

The burden of proof at any such hearing shall be upon the residential

health care facility to prove by substantial evidence t'at the items

therein contained are incorrect., At such hearing, the residential health

care facility shall have the obligation to initially p-resent such evidence

in support of its position.

	

Failure to 0o so shall result in terminoti-on

of the hearing.
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(4) The hearing shall be conducted in conformity with section 12-a

of the Public Health Law and State Administrative Procedure Act.

(5) At the .concTusion of the hearing the residential healtn care

facility may submit memoranda on any. legal issues which it deems relevant

to the proceeding. Such memoranda shall he come part of the official

record of the hearing.

(g) Rate revisions resulting from the procedure set forth in this section

shall be made retroactive to the period or periods during which the rates

based on the periods audited were established. Any resulting overpayment or

underpayment shall be satisfied by either retroactive adjustment of the

provisional rate paid based on the period audited, or prospective adjustment

of the current certified rate at the discretion of `-e State Ccmmissierer of

Health.

(h) All overpayments resulting from rate revisions shall. be suoject to

such penalties as the Commissioner of health may impose for incorrect

completion of the report or the failure to file required revisions of tie

report in the amount of up to 25 percent of the overpayment for negligent

incorrect completion or negligent failure to file revisions and up to lco

percent of the overpayment for willful incorrect co-'oietien or willful failure

to fil8 revisions.

	

The penalties assessed under this section are separ3te

from and shall not be construed to be in mitigation of damages ahicn Tay e

recovered pursuant to section 145-b of the Social Services Law.
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fib-2.8 Patient days. (a) A paelene day is the unit of measure denotinglodging provided and services rendered to one patient between thecensus-taking hour on two successive days.
(b) In computing patient days, the day of admission shall be counted butnot the day of discharge. When a patient is admitted and discharged on thesame day, this period shall be counted as one patient day.
(c) For reimbursement purposes residential health care facility daysshall be determined by using the higher o.f the minimum utilization factor of90 percent of certified beds or the actual patient days of care as furnishedby the facility.

(d) Reserved bed patient days shall be ccrputec separately from patientdays. A reserved bed pacier. c day is the unit of -.asure denoting anovernight stay away from th e residential health care facility for 4nich the	patient, or patient's third-party payor, provides per diem

	

reimbursement *-menthe patient's absence :s due to hosaitalizaticn or therapeutic leave.(e) In computing reserved bed patient days, the day of discharge frc::t theresidential health care facility shall be counted, but not day of reaczissi;,n.
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The voluntary health care facility right-sizing program Is Intended to address excess

	

capacity in residential health care facilities. Under this program, a residential health care facilitymay apply to temporarily decertify, or permanently convert, a portion of Its edsting certifiedbeds to another level of cam The Commissioner of Health may approve temporarydecertiflcation and permanent bed conversions, which total no more than [2,500]residential health care beds on a stataewlde basis,

A residential health care facility may temporarily decertify beds for up to five years.Temporarily decertified beds will remain on the facility 's license during and after the ftve-Ywi.

	

The following adjustments to the calculation of Medicaid rates of payment for residentialhealth care centers will be made for fadlittee that have temporarily

	

ed beds under thisp ogram-

® Capital cost reimbursement will be adjusted to reflect the new bed capacity

® The facility's ter group assignment for indirect cost reimbursement Will be based
on total certified beds less the number of temporarily deoertlfied beds; and

® The facility's vacancy rate, for the purpose of determining eligibility for reserved bed

	

day payments, will be calculated on the basis of the facility's tonal certified beds lessthe number of temporarily decertified beds. Payments for reserved bed days forfacilities that have temporarily decertified beds will be in an amount that is fifty
percent of the otherwise applicable payment amount for such beds.
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P Por group shall mean a set of facilities distinquished by like
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ahl'0hirq payment `atQs using such criteria as affiliation (i.e.,
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't) Cost. rrr;ter shall mean categories into which related ccsts are grouses

::ti ..?r:•:nrrianre with and defined in Part 455 of this Title.
(5) Case mix index shall mean the numeric weighting of each patient

:lassification group in terms of relative re-source utilization as specified in
Appendix 13-A, infra.

(6) Rate shall mean the agareg•ste governmr_ntal payment to facilities per
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illi1

	

I -

	

Approval Date
,U>~



NEW YORK
-18-

	

Attachment 4.19-0
Part i'

	of medicaid patients which shall include a Direct Indirect Non-^

	

► 3 1e and
Capital component.

(7} Operating portion of the rate shall mean- the oort4on of •'e ..ate
consisting of the Direct, Indirect and Non-Comparable ccr^nor•en•s 3fer
agg1iCation of the roll factor Dromu1cated by the department

(8)_ Role Factor shall mean the cu^ulative result of '"ultiplvino one
year's trend (inflation) factor tines one or more other veers trend

factor(s) which is used to inflate costs from a base period to a rate

period.

(9) Capital Cost s shall r-ean costs reported in the Depreciation

Leases and Rentals, Interest on Cac;i Jett a^^'cr major ucvaoie

	

Equipment Depreciation Cost. C-enters, as well as costs reported in env

other cost center under t''e major ,atu-ral class`ficaticn of Ceoreciation

Leases and Rentals on the facilities a^.^ual cost retort (?HCF-.:)

(10) Base shall mean, as aoolic:,:te to cost or or`ce, a minimum Cost

or 'price.

(11) Ceiling shall ^een

	

as

	

e

	

:s

	

:r price

	

a "aY•-U"1

cost or price.

(12) Corridor sh3l T -031 the +' to

	

. ;,t •Faon 3 ``ase a^d 3 cei 1 ina.

(13) H o s oital based s.a l1 mea n aS ^^'•'•^«S:
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Administration (HCFA) to be hospital based or hospital rated (as pertaining to cost
allocation) and which derive and report costs on the basis of a Medicare cost allocation
methodology from an affiliated hospital.

ii. For facilities receiving operating certificates after January 1, 1983 the
Commissioner shall review and determine whether or not such facilities are
hospital based utilizing the following criteria:

a. the nature of -any construction approval received pursuant to Section
2802 of the Public Health Law;

b. the nature of any establishment approval received pursuant to Section
2801-a of the Public Health Law;

c. the architectural configuration for the residential health care facility unit
as related to the hospital physical plant;

d. the method and amount of cost allocation;
e. whether a determination that such a facility is hospital based would result

in the efficient and economic operation of such facility.

(b) (1) The rate for 1986 and subsequent rate years shall
i. be computed on the basis of allowable fiscal and statistical data

submitted by the facility for the fiscal year ending December 31, 1983,
as contained in parts I, II, III and IV of the facility's annual cost report
(RHCF-4) and for hospital based facilities, the annual cost report
(RHCF-2) and the institutional cost report of its related hospital.
Beginning with the annual cost report filed for 2005 and for each year
thereafter; in the event the operating costs reported by a facility are
less than 90 percent of the operating costs reported in the cost report
utilized to compute the facility's rates, trended to 2005 and each year
thereafter, the facility's rates shall be recalculated utilizing the more
recent reported operating cost data.
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(ii) Consist of the following four Separate and d4st--'t

components, as defined in this section

la) Direct

(b) Indirect

_ _. (c) Mon-Comparable

(.d) Capital

(2) The operating portion of the rate for 10-0 5 and subsecuent rate

years shall consist of the sum of t_he Direct Indirect and yon-rop•oarable

Comoonents of the rate determined in accordance with this section trended

to the rate year by the applicable roll factor promulgated by the

department.

(3) Allocation and Ad'ust-eats of pec^r.-~ Costs.

(i) The cc-:'!tation of tie rate for '^:5 and for sutsecuent

rate years shall 'ncoroorate t`"e use of t"e s4,nc11e steodo«n -ethod of

cost allocation as defined in section as'._%z of Article 9 of

Subchapter A of Charter V of 6"1

	

e

(ii) Individual dis:rete __i1 is

renumeration for tie faciiit_y'S ac•_inistra• r ,

	

SSicta^t

administrator and ooeratc- as spec "4ed in '•p ^o^x 5a ^^r1.
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those related to staff hired subsequent to December 31, 1982 and those appeal

requests received by the department prior to July 1, 1985.

(iv) In the determination of rates, reported costs shall be subject to

the limitations and adjustments contained in sections 86-2.12, 86-2.17,

86-2.18, 86-2.25 and 86-2.26 of this Subpart.

(v) Salaries paid to related parties shall be subject to an initial

maximum not to exceed $ 17,000. This limitation may be waived by the

department pursuant to the provisions of section 86-2.14(a)(7) of this

Subpart.

(c) Direct component of the rate. (1) Allowable costs for the direct component

of the rate shall include costs reported in the following functional cost centers

on the facility's annual cost report (RHCF-4) or extracted from a hospital-based

facility' s annual cost report (RHCF - 2) and the institutional cost report of its

related hospital, after first deducting for capital costs and allowable items not

subject to trending.

(i) nursing administration;

(i.i) activitie-s;

(iii) social services;

(iv) transportation;

(v) physical therapy;

(vi) occupational therapy;

((vii) laundry and linen]

APR 2 - 1991

JUL I 1 1994
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((viii)] (viz) speech and hearing therapy-(speech therapy • -rtion only)

((ix)) (viii) pharmacy;

((x)) (ix) central service supply; and

[(xi)] (x) residential health care facility.

(2) For purposes of calculating the direct component of the rate, the

department shall utilize the allowable direct costs reported by all racilities

with the exception of specialty facilities as defined in subdivision (i) of this

section.

(3) (Except as provided for in subparagraph (-)(viii) of this subdivision,

the) The statewide mean, base and ceiling direct price for patients in each

patient classification group shall be determined as follows:

(i) Allowable costs for the direct cost centers for each facility after

first deducting capital costs and items not subject to trending, shall be

multiplied by the appropriate Regional Direct Input Price Adjustment Factor

("RDIPAF"), as determined pursuant to paragraph (5) of this subdivision.

The RDIPAF neutralizes the difference in wage and fringe benefit costs

between and among the regions caused by differences in the wage scaled of

each level of employee.

(ii) The statewide distribution of patients in each patient

classification group shall be determined for 1986 payments utilizing

9 0:-J O.
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the patient data obtained in the patient as sessrent oeri^d Ns rrh 1	1985 through September 30, 1995, conducted pursuant to Sec`4sn
8E-2.30 of this Subpart.

(iii) A statewide mean direct case mix neutral cos- a
statewide base direct case mix neutral cost and a statewi^e C9414-
direct case mix neutral cost shall be determined as Follcws:

(a) Allm-able direct costs for each Oaci1ity after
first deducti•no capital costs and items not subiec` to trending
and adiusted by acolvina the PDTP F shall be sure.-ed to determine
total statewide direct costs.

(b) The acare^_ate statewide case mix i^dex s'"511
deter -ned "v nultip_lvi^ a n,^:or oc 4:-'S on a

basis in aC' patient class 4 4 4catic- _r^;p by `he case nix i^dex
for each patient- classific3ti n cr^',, and the resul ts su'-edj

(c) statewide me an {4.i ec' cis` cer day shall be
deter"-ned by dividina total St3`ewiCe ''irect class by °'"e
acgreaate nu!rbe of stat?,.iide i:73

	

won' Mays.
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(e) The statewide mean direct case mix neutral cost per day shail be

the basis to establish a'corridor between the statewide base direct case

	

mix neutral cost per day and the statewide ceiling direct case mix neutral

cost per day.

(f) The corridor shall be established by use of a base factor and a

	

ceiling factor expressed as a percentage of the statewide mean direct case

mix neutral cost per day.

(g) A statewide base direct case mix neutral cost per day shall be

determined by multiplying the base factor times the statewide mean direct

case mix neutral cost per day.

(h) A statewide ceiling direct case mix neutral cost per day shall be

determined by multiplying the ceiling factor times the statewide mean

direct case mix neutral cost per day.

(i) A statewide mean direct price per day for each patient

classification group shall be determined by multiplying the statewide

mean direct case mix neutral cost per day by the case mix index for each

patient classification group, provided however that the index for reduced

physical functioning A shall be .4414.

(j) A statewide base direct price per day for each patient

classification group shall be determined by multiplying the statewide

base direct case mix neutral cost per day by the case mix index for each

patient classification group, provided however that t-he index for reduced

physical functioning A shall be .4414.
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(k) A statewide ceiling direct price per day for each patient

classification group shall be determined by multiplying the statewide

ceiling direct case mix neutral cost per day by the case mix index for

each patient classification group, provided however that the index for

reduced physical functioning A shall be .4414.
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(1) The corridor referred to in clause (e) of this subparagraph shall be calculated as
follows:

(1) . The base factor referred to in clause (f) of this subparagraph shall be
approximately 90 percent effective January 1, 1996 and thereafter. The base factor
referred to in clause (f) of this subparagraph shall be approximately 90 percent for the
period January 1, 1987 through December 31, 1987, such factor shall be approximately
90 percent. For the period January 1, 1988 through December 31, 1992, such factor
shall be increased to approximately 95 percent. For the period January 1, 1993 through
December 31, 1995 such factor shall be approximately 90 percent.

(2)-The ceiling factor referred to in clause (f) of this subparagraph shall be
approximately 115 percent for the period January 1, 1986 through December 31, 1986.
For the period January 1, 1987 through December 31, 1987 such factor shall be reduced
to approximately 110 percent. For the period January 1, 1988 through December 31,
1988, and thereafter such factor shall be reduced to approximately 105 percent.
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(iii)

	

For the period January 1

	

i-.

	

ttir-Ouc.)- es
December 31 1986 the base factor and ceilina factor
contained in this clause shall initially be deter-,_2=d to
result in a 20 percent corridor. The ceili^a fart^r
shall then be increased by 5 aercent

	

For to ceri d
January 1, 1987 throuch December 31 1007 the
acalication of the base factor anti ceilina tac°or
cc"rained in this clause shall result in a 20 Der^ent
corridor. For the oer4od January 1 19139 throuch
December 31, 1998, and thereafter, the base factor and
ce-c 113ct.Jr ccrt3ire

	

in

	

clause sh?11 resui
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t corridor.

(4)
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determined by multiolving the statewide base direct price ^er iav for
each patient classification group times the number of -,atlents
properly assessed and reported by the facility in each patio"-
classification oroup pursuant to section 8S-2 30 of this Sutra rt and
dividing the sum of the results by the total number of patients
properly assessed and reported by the facility pursuant to sect4nn
86-2.30 of this Subpart.

(iii) The facility specific ceilino direct price per day shall
be determined by n+ultiolvina the statewide ceilino direct price oer
day for each patient classification oroup times the number of
patients properly assessed and reoorted by the facility in each
patient classification croup curs ant to

	

i^n 96-2.20 of this
Suboart and divid=^I "'•e su'n of *~e resu''s by the total nl;70er of
patients orderly assessed and reoorted `_' the facility pursuant to
section e6-2.30 of this Sutoar`_

(iv) The facility so ec'f`c cost ba s ed direct' -ri,^ per day
shall be dete"i^?d by livid

	

a ^c

	

s ad Stall a '

reocrted direct costs afte--

	

Ied+uct.

	

C_Oi.3. c353nd i'arns
not subject to trendino a^d,

	

!T,:"'

facility's 1983 total patient ~+;•: S.

9 198'1

	

,, -^

	

JAN.

	

1 '996JUL. 2
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(v) Except as contained in subparagraph (vi) of this paragraph
the facility specific direct adjusted payment price per day

	

all be
determined-by Comparison of the facility specific cost based price
per day with the facility specific base direct price per day and the
futility specific ceiling direct price per day Dursuant to the
following table:

Facility Specific Cost Based

	

Facility Specific Direct
Direct Price Per Day

	

Adjusted Payment Price Per Day

Below Facility Specific Base

	

Facility Specific Base
Direct Price Per Day Direct Price Po• Cay

Between Facility Specific Base

	

Facility Soec^==c Cost

Direct Price Per Day and Facility Based Direct Price Per Day
Specific Ceiling Direct

Price Per Oay

Above Facility Specific Ceiling

	

Facility Specific Coiling

Direct Price Per Day

	

Direct Price Per Day

,, -

	

JUL. 2 t9^7
^

	

-

	

^^

	

tJAN
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Zvi) The facility specific direct adjusted pavre^t or4re oerday shall be considered to be the facility specific cost based directprice per day when such price is below the fac ility s pec i f ic basedirect price per day subject to the Dro visio n s of paraarah 6 of --is

	

subdivision for the following operators of residential he 31t ►+ ra refacilities:

(a) An one ►°ator who has had an operating certificate
revoked pursuant to Section 2 905(5) of the public uealt_h Law andis operat4na a residential health, care facility pursuant to anOrder of the Carrmissioner of this deoart^ent;

(b) An operator of a facility in which the Federal P 1 thCare Finarcino

	

'- nis rat ^n fur

	

' s i^•oosed a San on
payrrent for all 4ec'icare and uedic

	

-^ admissions after a
specified date pursuuart to Section '3S6(f) of the federal Sccial

	

Security Act until the 1if ring

(vii) The direct cc-oarent of

of the ban in writiro by HCFA.

3 facility's rate shall be )efacility specific direct ad":sled cayrent or4ce oer day deter'-n:-pd i'1subparacraph (v) or (vi) of this _araora'n as aoplicahle ar-er
applying the R0Ip4F•

O

.^

	

JUL. 2 1981
3A4 - .1&

iJAN.

	

t^B6
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(5) The RDIPAF shall be based on the following factors:

Residential health care facilities shall be grouped, by county.

into 16 regions within the State as outlined in Appendix 13-A,

infra.

(ii) The (facilities) facility's staffing, based on case mix

predicted staffing for registered professional nurses, licensed

practical nurses, and aides, orderlies and assistants for each

facility. The case mix predicted staffing shall be adjusted

	

annually on January ist of each rate year based on the [most recent)

PRI's submitted by each facility [prior to January 1st] for the

fourth quarter of the preceding calendar year, in accordance with

sections 86-2.11(b) and 86-2.30 of this Subpart.

	

Until such PRIs

are available, the case mix predicted staffing shall be based on

	

the most current PRIs available prior to calculation of the initial

rate effective January 1st of each rate year. The case mix

predicted staffing shall subsequently be revised based on more

recent PRI submissions until such time as the PRIs for the fourth

quarter of the preceding calendar year are available.

(iii) The proportion of salaries and fringe benefit costs for the

direct care cost(s) centers indicated in subdivision (c) of this

section to the total costs of such direct care cost centers.

Ii L 1 1 1994

,.. _.,

	

q

	

Q1 .__...

	

-

	

,z APR 1 ° 1991



NEW YORK
-32-

	

Attachment 4.19-0
Part I

(6) Case mix adjustment. A facility shall receive an increase or
decrease in the direct component of its rate if the facility has increasedor decreased its case mix from one assessment period to the ..ext and in
accordance with subparagraph (v) of paracraph (4) of this - subdivision,would not have received any change in the direct comoone n t of its ratefrom that determined as of January 1, 1986 to the current calculation
date. The increases or decreases in the direct component of the rate
shall be determined as follows-

(i) The facility specific mean price oer day effective January
1, 1986 as determ ined in accordance with section 86-2.10(4)( i) shall
be compared to the facility specific rean price oer day de t er-Tined asa result of the submissions recuired in ac::

	

ance with sec--ion
86-2.11(b) of this s u boart. Any increase o r decrease determined asa
result of such cc:°:parison, shall be expressed as a oercentaCe,
positive or negative, of the facili t y specific neap price per day
effective January 1. 19Q6.

(ii) 'This oercentace shall be acolied to t -e ^aci):.v Specific
Cost Based Direct Price Per Day determined as of 'aruari 1. 11?6 and
an adjustment factor shall be deter-iired.

•

	

(iii)

	

This adiustrent factor shall be arjed to or st:btr3r`ed
from the facility specific cost based direct once oer day deter-4---d
as of January 1

	

19F6, to ar''1'feat an adjusted focilit't specific
---------

	

-
cost based direct price Cor day •..!^ich shall teccne for a f2Cility

g(°^^

	

^

	

11686
JUL. 29 1957
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their facility specific adjusted payment price per day for

applicable rate period for which payment rates are adjusted

pursuant to section 86-2.11 of this Subpart.

(d) Indirect component of the rate.

(1) Allowable costs for the indirect component of the rate shall include

costs reported in the following functional cost centers on the facility's annual

cost report (RHCF-4) or extracted from a hospital based facility's annual cost

report (RHCF-2) and the institutional cost report of its related hospital, after

first deducting for capital costs and allowable items not subject to trending:

(i) fiscal services;

(ii) administrative services;

(iii) plant operations and maintenance (with the exception of utilities

and real estate and occupancy taxes);

(iv) grounds;

(v) security;

(u:i) laundry and linen;

[(vi)J(vii) housekeeping;

((vii))(viii) patient food services;

((viii))(ix)

	

cafeteria;

((ix))(x) non-physician education;

[(x)l(xi) medical education;

((xi)j(xii}

	

housing; and

[(xii)((xiii)

	

medical records.

JUL 11 1994.

APR

	

991
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For the purposes.of establishing the indirect component of the rate of payment for

services provided on or after April 1, 1995 through March 31, 1999 and for services provided on

or after July 1, 1999 through [March] December 31, 2006, the reimbursable base year costs as

reported in the fiscal services and administrative services functional cost centers as specified in

subparagraphs (i) and (ii) of this paragraph of a provider of services, excluding a. provider of

services reimbursed on an initial budget basis, shall not, except as otherwise provided in this

paragraph, exceed the statewide average of total reimbursable base year administrative and

fiscal service costs. For the purposes of this paragraph, reimbursable base year administrative

and fiscal service costs shall mean those base year administrative and fiscal services costs

remaining after application of all other efficiency standards, including but not limited to, peer

group. ceilings. or. guidelines. Effective for rates of payment commencing July 1, 2000, a
le base-gear-administ ative -and fiscaf services

costs shall be determined for each of those facilities wherein eighty percent or more of its

patients. are classified with a patient acuity equal to or less than .83 which is used as'the basis

for a facility's case mix adjustment. For the period July 1, 2000 through March 31, 2001, the

total reimbursable base year administrative and fiscal services costs of such facilities shall not

exceed such separate statewide average plus one and one-half percentage points. For annual

periods thereafter through [March] December 31, 2006,. the total reimbursable base year

administrative and fiscal services costs of such facilities shall not exceed such separate

statewide average. In no event shall the calculation of this separate statewide average result

in a change in the statewide average determined pursuant.to this paragraph. The limitation on

reimbursement for provider administrative and general expenses provided by this paragraph

shall be expressed as a percentage reduction of the operating cost component to- the rate

promulgated for each residential health care facility.

#06-21 Approval Date
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for the p,trpn,^c; of o-;tahl ;h

	

t. ho allnwanla indiror- t. r^r1nr,r,nr,

f. ri 1 it.iec ;ha ho rr.IU) i ncri poar

	

a r r t l I,.^
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t '?

(ti)

	

I es

	

than 10t) hods;

(h) 300 or mnrq beds

(ii) Aff`Iiation:

(a)

	

free -ctan(1inq,

(h)

	

hospital -based.

(iii) Casemx index:

h in lensitv, ca semi x index qreat,- r than 33:
ow._i n te n s

	

. case mix i

	

J e s ses sthan o r equal to .83.
(3) If any peer group contains fewer than five facilities, those facilities

f a I! !gin included in a p9er group of a similar type.

(4) For e ach of the peer groups., the indirect component of the rate shall
he del.?rmined As follows:

(i) A mean indirect price per day shat I he computed as fol lr,ws:
(a) Reported aiiowahle costs for the indirect cost centers for each

factlity in the peer group, after first deducting capital costs. and
allowable items not sub.iect to trending shall be adjusted by applying the
Regional Indirect Input Price Adjustment Factor ("RIIPAF"), as determined
pursuant to paragraph (6) of this subdivision.
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(b) The results of the calculation in clause (a) of this subparagraph shall be aggregated and
divided by total 1983 patient days of all facilities in the peer group.

(ii) The mean indirect price per day shall be the basis to establish a corridor
between the base indirect price per day and the ceiling- indirect price per day. The corridor
shall be established by use of a base factor and a ceiling factor expressed as a percentage of
the mean indirect price per day.

(a) The base factor shall be approximately 90 percent effective January 1, 1996
and thereafter. The base factor shall be approximately 90 percent for the period January 1,
1986 through December 31, 1986. For the period January 1, 1987 through December
31, 1987, such factor shall be increased to approximately 95 percent. For the period
January 1, 1988 through December 31, 1992, such factor shall be increased to
approximately 97-.5 percent. For the period January 1, 1993 through December 31, 1995
such factor shall be approximately 92.5 percent.

(b) The ceiling factor shall be approximately 110 percent for the period January 1,
1986 through December 31, 1986. For the period January 1, 1987 through December
31, 1987, and thereafter, such factor shall be reduced to approximately 105 percent.

(iii) For the period January 1, 1986 through December 31, 1986, the base factor

	

and ceiling factor contained in subparagraph (ii) of this paragraph, shall result in a 20
percent corridor. For the

--r ; VA If '&*I,',q

	

-Date
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88
period January 1, 1987 through December 31, 1987, the base factor and .

ceiling factor contained in subparagraph (ii) of this paragraph shall result

in a 10 percent corridor. For the period January 1, 1988 through December
31, 1988, and thereafter, the base factor and ceiling factor contained in

subparagraph (ii) of this paragraph shall initially be determined to result

in a five percent corridor. T

	

ceiling factor shall than be inLreae^rl h^
2.5 percent.

(iv) The base indirect price per day shall be determined by multiplying

the base factor times the mean indirect price per day.

(v) The ceiling indirect price per day shall be determined by

multiplying the ceiling factor times the mean indirect price per day.

(vi) The facility specific indirect adjusted payment price per day shall

be determined by comparison of a facility's adjusted reported indirect costs

after deducting capital costs and items not subject to trending and after

application of the RIIPAF, divided by the facility's total 1983 patient

days, with the base indirect price per day and the ceiling indirect price

per day. Except as outlined in subparagraph (vii) of this paragraph, the

facility specific indirect adjusted payment price per day shall be

established as presented by the following table:
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Facility Specific Indirect

Facility Adjusted Costs

	

Adjusted Payment

Divided by Patient Days

	

Price Per Day

Below Base Indirect Price Per Dad

	

Base Indirect Price Per Dav

Between Base Indirect Price Per Day

	

Reported Adjusted

and Ceiling Indirect Price Per Dav

	

Costs Per Dav

Above Ceiling Indirect Price Per Day

	

Ceilino Indirect Price Per Dav

(vii)

	

The facility soecif-ic indirect

	

'usted c avnent price ee-

day shall be considered to be the facility s:ecific cost based

indirect price per day when such Bric e is below the faci'itv specific

base indirect price per day for the following coe-3tions of

-residential health care facilities:

(a) An ooerator who has had an oCerstir cert'ficate

revoked pursuant to Section 2206(5) of •'e

	

wealth _.w and

is ooeratinc a residenti3l health cart t=v pursuant '3 an

Order of the Cc-1iSSicner of this deo a-e^t;

(b)

	

An ooerator of a facility in •..hicIi 'he foder3l uoalth

Care Financi ng administrition (NCF4) h as i-oosed a ban on

payment 4or all uod+ic3r? and medicaid admiSSionS after a

	

td.
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()a.-asra ;;h_ (. 1
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ubdivi sion
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of the preceding calendar year in accordance with--86- 2 . 11(b) and 86-2.30 of

`uboart. Until such PRIs are available, the Deer group mean price shall

ce bas=^ on the most current PRIs available .prior to calculation of the

initial rate effective January 1st of each rate year. The peer group mean

price shall subsequently be revised based on more recent PRI submissions

until su=htime as the PRIs for the fourth quarter of the preceding calendar

year are available.

[(5)1 (6) The indirect component of a facility's rate shall be the facility

;nerific indirect adjusted payment price per day determined in accordance with

s:,r.i;aragraphs (vi) and (vii), as applicable of paragraph (4) of this subdivision

af`er application of the RIIPAF.

[(6)]

	

The RIIPAF shall be based on the following factors:

[(a)] (i) residential health care facilities shall be grouped by county,

into 16 regions within the State as outlined in Appendix 13(b) infra.

[(b)] ii

	

the facility's staffing, based on case mix predicted staffing

for registered professional nurses, licensed practical nurses, and aides,

orderlies and assistants for each facility. The case mix predicted staffing

shall be adjusted annually on January 1st of each rate year based on the

[most recent] PRI's submitted by each facility [prior to January 1st], for

the fourth quarter of the preceding calendar Year, in accordance with

sections 86.2.11(x) and 86-2.30 of this Subpart. Until such PRIs are

available, the case mix predicted staffing shall be based on the most current

PRIs available prior to calculation of the initial rate effective January

1st of each rate year. The case mix predicted staffing shall subsequently

be revised based on more recent PRI submissions until such time as the PRIs

for the fourth quarter of the preceding calendar Year are available; and

C71IpC^ioval Date
JUI. i 1 1

*rm New
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((c)^ iii the proportion of salaries and fringe benefits costs for the

indirect care cost centers indicated in paragraph 1 of this subdivision to

the total costs of such indirect care cost centers.

(e) Gain or Loss Limitation for the Direct and Indirect Component of the Rate:

J U L 1 1 1994

. APR 1-1991
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Gain or losses resulting from using the Region
al direct or indirect

	

input price adjustment factors rather than ind
ividual facility spec 4 fic direc:g

or indirect input price adjustment factors sha
ll be determined as follows:

(1) A facility's allowable direct costs divided by
 the facility's

	

1983 total patient days shall be compared to t
he facility's direct

component and a direct gain or loss per day ca
lculated.

(2) A facility's allowable indirect costs divided b
y. the facility's

1983 total patient days shall be comoared to the facili ty's indirect

component and an; indirect gain or loss per d
ay calculated.

(3) The facility' s direct gain or loss per day and indirect gain or

loss per day shall be summed to arrive at a fac41itv's net cc^oosite 
Bain

or loss per day.

(4) If a facility's net composite gain o * loss per day is greater

	

than $3.50. for the rate year 1996, a
limitation shall be applied for rate

ye .rs 1986 through' 1989 as follows:

(i) ' For 1986 rates, if a facility h as a net ccr oosite Hain,

then a facility's direct or indirect cost per d
ay shall be dette'--ined

b utilizing the Regional or t_"e ;ndividual facility cec fie input

price adjustment factor, which ever
factor when acol ied •.ould rec'uce

the vain.

(ii) For 1986 rates, if a facility h as a net cor^oosite lf)cs,

then a facility's direct or indirect cost per
 day shall he deter-ined

by utilizing the Regional or tole
individual facility sQecific i^out

2 rice adjustment factor, whichever factor, -..han applied, would reduce

JAN. 1 1986

the toss.

	

vp - 4
.^

	

JUL. 2 91991
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(iii) If a facility's direct or indirect cost per r+av is
determined, pursuant to subparagraph (i) or (ii) of this ^araora:^

	

by utilizing the Regional input price adjust^ent factor, s,.c ►, 6ac° rshall be utilized in all subsequent rate years

(iv) If a facility's direct or indirect cost ^er day is
determined, pursuant to subparaeraph 'i) or (ii) pf this ^araar,,,n
by utilizing the individual facility soecific input price adjust-ent
factor. the following shall apply to subsequent rate years.

(a) For 1987 rates a facility's direct or i -direct cost
per day shall be determined by using a co-cosite of 5C-.' of •)e
Regional and !_4 of the f3cili v s

	

c

	

rice a1i .s -01.

factor.

(b) F'r 1s_Q rates

	

a

	

..:r.ec. or ;noirect c:s°s
per day shall 5e deter°:^ed by usirc

	

of

	

of •`e
Regional and 25: of the facility sec

	

is

	

^r•.e 3^4'jst-ent
factor.

(C

	

For 1ne9 and °utseiue^" r3•e ,pars

	

j far

	

,,'S

^elin^jl

direct costs ^er day shall be r+a•ar••:ra^ ".v

	

i-I

input price ad''.St-eft ?ct:rc.

(5)

	

The l ihtitat ^"S Of this S .b

	

,nisi .n ^.^ ! r st "> an.^t -+^1a ^^

specialty facilities aS ^'oF:^arj
s sec

8b°^

9 t9E?

	

Gt^^C^'
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(f) Non-Comparable Component of the Rate-

(1) The non-comparable component of the rate shall c^*ss' of c^s¢s
which represent allowable costs reported by a facility which herau5e of
their nature are not subject totpeer group comparisons

(2) Allowable costs, for the non-compar3ble component of *ho ra*^
shall include the costs associated with supervision of facility volun"ears

	

and costs reported in the following functional cost cent ers a5 tenor-sc cn
the facility's annual cost retort (RHCF-4) or extracted from q hospi°31
based facility's annual cost retort (R!4CF-2) and the insti`utional cost
report of its related hospital, after first deducting capital cost and
allcwable. items not sutiect to trendi-.•

i

	

L^J^r^c '-v Services

	ii

	

ECa

iii.
	EEG

iv.
	Radiolccv

v.
	Inha 'aY n

	

y

	

vi

	

Pod iIt v

vii.
	Dental

viii. Psvc

	

ix.

	

So ee

	

,n.. wai r 'n7

	

i?

	

- Jc:pa r -i ti`e r1C V

C..,;)

	

x1.

	

uedc.

^.d.L^CiLC1^^

f /

	

r^
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a

xii. Utilization Review

xiii.

	

Other Ancillary
a

xiv. Plant Operations and maintenance - (cos.*.-- For

facilities and real estate and occupancy taxes

only).

(3) The allowable facility specific non-comparable component of the

rate shall be reimbursed at a payment rate equal to adjusted reported

non-comparable costs, after first deducting capital costs and allowable

items not subject to trendina, divided by the facility's total 1983

patient days.

	

(a)

	

Capital Ccmponent of the Rate.

	

The allowable facility specific

capital comoonent of the rate shall include all ^^oital costs determi ned

in accordance with section 86-2.19, 96-2.20, 86-2.2' and 86-2.22 of this

Subpart and costs of other allowable items determined by the depart-ent to be

non-trendable divided by the facility's patient days jr, the base year

determined applicable by the department.

(h) A facility's payment. rate for 1995 and subse.ue^t "-te yeas s^all be

equal to the sum of the operating port4cn of the rate as ':ef'^°d 4`1 ^ara:rach

(2) of subdivision (b) of this section and t e caoi`a1 ccI_onent as iefined, in

subdivision (a) of-tnis section.

(i)

	

Specialty Facilities.

	

Facilities which provide 4rte^sive nursing,

	

medical

	

sycheleoical and counsel inei ,u^port services to children witti

diverse and ccn'olex medical

	

emotional ind social nrrolems shall be considered

1 JUL. 2
JAN.

	

1 '086



	

New York
43

	

Attachment 4.190
Part I

specialty f Ult! and shall not be subject to the provisions of paragraphs (c)(3), (c)(4), (d)(4), (d)(5), and

(d)(6) of this section. The direct component of such facilities' rates shall calculated based on allowable

1983 direct costs as defined in paragraph (c)(1) of this section, divided by the facilities' total 1983 patient

days. The indirect component of such facilities' rates shall be calculated based on allowable 1983 Indirect

costs as defined in paragraph (d)(1) of this section, divided by the facilities' total 1983 patient days.

(k) Receiverships and new operators. (1) The appointment of a receiver or the establishment of a new

operator to an ongoing facility shall require such receiver or operator to file a cost report for the first [six-

month] twelve-month period of operation in accordance with section 88-2.2(a) of this Subpart. This report

shall be filed and property certified within 60 days following the and of the [six-month] twelve-month period

covered by the report. Failure to comply with this subdivision shall result in [a reduction of the cur rent rate

In accordance with] application of the provisions of section 86.2.2(c) of this Subpart.

(2) The initial rate for facilities covered under this subdivision shall be the higher of (I) the rate in

effect on the date of the appointment of a receiver or the date of transfer of ownership as applicable[.] or

(ii) the rate in effect on the date of appointment of a receiver or the date of transfer of ownership as

applicable with the direct and indir component of such rate calculated as follows:

(a) The direct component of the rate shall be equivalent to the facility-se ific mean direct price

per day after application of the RDIPAF as detemuned in sect ion 86.2.10(c)of this Subpart. The PRIs u

in the computation of the facility -s ' m

	

direct price per day shall be the PRIs used to calculate the

rate in eff on the date of g221ntment of a eiver or the date of transfer of ownership.

(b}

	

indir component of the rate shall be equivalent to the mean indirect price oar days

determined using the Me used to calculate the rate In eft on the date of appointment of a receiver or

date of transfer of ownership, and adiusted by the RIIPAF as determined in section 86-210(d) of this

Sub rt.

(3) The facility shall perform an assessment of all patients, pursuant to S ection 86.2.30 of this subpart,

at the beginning of the fourth month of operat ion. direct component of the rate shall be adjusted

pursuant to this subpart effective the first day of the assessment period based on the facility's case mix.
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(4) The twelve-month cost report referred to in paragraph (1) of this subdivision shall be
used to adjust the direct, indirect, noncomparable and capital components of the rate.
effective on the first day of the twelve-month cost report period.

(5)(i) For purposes of this subdivision, and except as identified in paragraph (7) herein,
the terms "new operator" and "receiver" shall not include any operator or receiver
approved to operate a facility when:

(a) a stockholder, officer, director, sole proprietor or partner of such operator or
receiver was also a stockholder, officer, director, sole proprietor or partner of the
prior-operator-or receiver of such facility;

(b) the approved operator was the prior receiver of the facility;
(c) any prior corporate operator or receiver is a corporate member of the approved

operator or receiver, is otherwise affiliated with the approved operator or
receiver through direct or indirect sponsorship or control or when the approved
operator or receiver and prior operator or receiver are subsidiaries of a common
corporate parent; or

(d) a principal stockholder (owning 10 percent or more of the stock), officer,
director, sole proprietor or partner of an approved proprietary operator or
receiver is the spouse or child of a principal stockholder, officer, director, sole
proprietor or partner of the prior operator or receiver of such facility, regardless
of whether such relationship arises by reason of birth, marriage or adoption.

(ii) Rates of reimbursement for operators which are not considered new operators under
this subdivision shall not be subject to adjustment under this subdivision.

(6) Notwithstanding the -provisions of this subdivision, a receiver ornew o

	

r.of a
facility which has had an overall average utilization of at least 90 percent of bed capacity
for a six-month period which began prior to April 1, 1993 but after the date on which the
receiver was appointed or new operator became the operator shall submit a six-month
cost report for that period. Such six-month cost report shall be utilized for the purpose[s]
of this subdivision in lieu of the twelve-month cost report identified in paragraph (1) of
this subdivision.

(7)(i) Notwithstanding the provisions of this subdivision, when a receiver of a
proprietary nursing facility is appointed or a new operator of a previously established
proprietary nursing facility is established and a stockholder sole proprietor, partner or

? limited liability company member of such receiver or new operator is the child of a
stockholder, sole proprietor, partner or member of the limited liability company of the
prior operator or receiver of the facility, such receiver or new operator shall receive rates
of reimbursement adjust

	

ursusW t

	

1 4'and (6) of this subdivision. For
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purposes of this paragraph, child shall mean a child or stepchild by birth, adoption, or
marriage. Rates of reimbursement for an.. subsequent operator of such facility who is
established within 10 years of the date of appointment or establishment of such child or
stepchild shall not be subject to adjustment under this subdivision.

(ii) For purposes of this paragraph, the terms "new operator" and "receiver" shall not
include any operator or receiver with a stockholder, sole proprietor, partner, or limited
liability company member who was a stockholder, sole proprietor, partner or limited
liability company member of the prior operator or receiver of such facility.

(iii) For purposes of this paragraph, "new operator" shall also mean an established
operator which has undergone a total change in owners, stockholders partners or
limited liability company members.

(iv) This paragraph shall apply to appointments of receivers and/or the establishment
of a new operator on or after the effective date of this paragraph.

(1) Adjustments to the operating component of the rate.

(1) Notwithstanding any other provision of this section, the department shall make
available the sum of $10 million for rate year 1986 and $5 million for rate year
1987, based on total system costs and total patient days, herein referred to as the
transfer amount, to facilities in those rate years, whose reimbursement for the
indirect component of their rates is less than their 1983 allowable costs for the
indirect component of the rate, herein referred to as indirect losses.

(2) To determine eligibility for such adjustments, facilities shall also have suffered
an aggregate loss. For purposes of this subdivision, an aggregate loss shall exist
when a facility's composite 1983 allowable costs for the direct and indirect
components.
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(1) Adjustments to the operating component of the rate.

	

(1) Notwithstanding any other provision of this section, the department shall

make available the sum of $10 million for rate year 1986 and $5 million for

rate year 1987, based on total system costs and total patient days, herein

referred to as the transfer amount, to facilities in those rate years, whose

reimbursement for the indirect component of their rates is less than'their

1983 allowable costs for the indirect component of the rate, herein referred

to as indirect losses.

(2) To determine eligibility for such adjustments, facilities shall also have

offered an aggregate loss. For purposes of this subdivision, an aggregate loss

shall exist when a facility' s composite reimbursement for the direct and

indirect components of the rate is less than such a facility 's composite 1983

allowable costs for the direct and indirect components.
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(3) The transfer amount referred to in paragraph (l) of this
subdivision shall be made available by reductions in the e^er3t

	components of facilities rates whose comoosite reirburse r,e^t for •I e
Direct and Indirect Comoonents of their rates is more than their c^-^osi
1983 allowable costs for the Direct and Indirect Cv rc onerlts heroin
referred to as aggregate gains.

(4) The transfer amounts referred to in oaraQraoh (1) of this
subdivision shall be distributed, for the a^olicable rate years to

eligible facilities by a cer diem adiust^ent in the ooeratina comoonen* of
their rates in accordance with the following procedure:

.(i)

	

The indir ect losses of all elicit'e f3cilities s'1all -e

surged to arrive at t^-al i.nd -act losses

(ii) The orooor_inn of a facility's -direct loss to total

indirect losses shall be eXsressed a s a :e'entaee, herein gofer-ad

to as - a- sharing :ercent-aoe.

(iii) The shay' ^: ve-centa c e For an ei c i`le ^ar;t••J ^ha11 5e

multiplied by t he tr3nsfer -2-CU,.' to ar,.:ve at a c3c i't^ s share of

the transfer arou ^t-

(iy)

	

A faci1i •,^'s dare o f

	t..3ns e'- a^n,i;^t

	

3 1

	

6,

	

rr;vi'ed

by 1983 patient 'avs tC ?r rive at 3

	

i:o

	

ad;••c •-et

	

•^o

oper3t;n,7 Cn^nnno ^ t ^f ? ^ari^i •
	S -ate

(5)

	

The tr]nsfar ,

	

rofo ►'' -0 "a-^r.-l"

	

!11 of t'`:S

^^-subdivision shall be *;ac, -=;arred to "3rin"lonI

(3) of this cuhdivisi" . `y a per ,,:,;.n an;..st-ent °C the op.er3t'n

component of their rates in 3ccorf!.3nce with the Following procedure'

444
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(i) The aggregate gains of a facility shall be expresser as a
percentage of their composite 1983 allowable costs for t e Direr` and
Indirect Components. Such percentage shall be herein referrer

	

aspercentage gain.

Llil The percentage rain for all- facilities shall 5e ranred
from hichest to lowest.

(iii)' A methodology shall be eroioved where, teal nina with a
set percentage, percentage gains in excess of such set o'ercen,!ge
shall be noted, arrayed by facility and herein referred to as excess
percentace gain.

	

( i v ) The excess percentage C a i n s h a l l be ^ u l t i o l j e ' " v
e 'i

fag ?l?tv's alto'«abl O cc'"CcSite 1CA3 cos_^ 'ir -e Direct a^d :

	

4-ect

Components and such total for all facilit'=s acc'.:^ulated as a

	

ed
amount.

	

The excess rercentaze cai^ s"al' also then be s'.;tracted
from a facility's ^ercent_ce ga in and the net percentage gain

utilized as a facilit y's nercentace gain for s'. secuent Caic 1ati^ns
(v) Stich or^c.ess shall ccr`i^L'e, rjec- eas"-m °~e set ^orran ► Jce

used as_ a sta ndard against

	

cercentace rains Cf f?C:t'.•:a^, is

compared and the funded ?runts acc"^ul3ted until the t- arc'a-

amounts re ferred to in n3r!gran"I l1 i of t s sutd v
isicn are re-ll i +e^

(vi) If i n t h is vr..ce s nc .linc e^ t e noYt set Dercen t a used

as a sta ndard acatn^t

	

hic

	

e••onr3;? rt34nc of faCili t4es is

cc-oared shill rosul •

	

''a!lctor 3-cunt in Pxcess of tI- e

.susye-e^,c'e ^
. 2 9 1

	

L

	

JAN.

	

1 '966JUL



New York
47

	

86-2.10
Attachment 4.19-D
Part I

transfer amounts referred to in paragraph (1) of this subdivision, the following

	

procedure shall be utilized to determine the amounts necessary to

	

be funded by each facility
in the final step of this process to attain the transfer amounts referred to in paragraph (1) of
this subdivision:

(a) A facility's percentage gain shall be compared to the next lower set
percentage that would be utilized as a standard and an excess percentage gain determined.

(b) The excess percentage gain for a facility, at that time, shall be multiplied by
the facility' s allowable composite 1983 costs for the direct and indirect components and the
result herein referred to as an interim funded amount.

(c) The interim funded amount for each facility, expressed as a percentage of
the aggregate of the interim funded amount for all facilities shall be multiplied by the
remaining amount to be funded for a given rate year to arrive at a facility's portion of the
final amount to be funded.

(vii). The funded amounts for a facility arrived at as a result of this paragraph
shall be summed, divided by total 1983 patient days and deducted as a per diem adjustment
from a facility's operating per diem in the appropriate rate year.
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SPA #04-24
(04/04)

(1) The regional direct input price adjustment factor (RDIPAF) as contained
in subparagraphs (c)(4)(iv) and (vii) of this section, the regional indirect input price
adjustment factor (RIIPAF), as contained in subparagraph (d)(4)(vi) and paragraph
(d)(5) of this section and the regional input price adjustment factor as contained in
subparagraph (iv) of paragraph (4) of subdivision (e) of this section, hereinafter
referred to as factors shall, be based on the regional average dollar per hour (RAP)
calculated using the financial and statistical data required by §86-2.2 of this Subpart,
reported solely for 1983 calendar year operations, adjusted as follows:

(i) RAP's shall be adjusted for the variation in wage and fringe benefit
costs for each region relative to such variation for all other regions through the use
of a variable corridor.

(ii) The measurement of the region's variation shall be accomplished by
means of the statistical measure of variation, the coefficient of variation, in wage
and fringe benefit costs.

(iii)The region with the smallest variation shall receive no corridor. The
region with the highest variation shall receive a corridor no greater than a maximum
percentage such that the average corridor for all regions in the State shall be
approximately plus or minus 10 percent.

(iv) For rate years beginning on or after January 1, 1991, for those
regions of the state described in Appendix 13-A, infra, whose Regional Average
Dollar Per Hour (RAP), calculated using the financial and statistical data required by
§86-2.2 of this Subpart reported solely for 1987 calendar year operations (1987 RAP)
expressed as a percentage of the Statewide RAP for such year in greater than the
percentage calculated using the same data reported for 1983 calendar year
operations, (1983 RAP), the factors shall be determined utilizing 1987 RAPs and
adjusted pursuant to subparagraph (i), (ii) and (iii) of this paragraph.

0 A4.24'
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SPA #04-24
(04/04)

(a) Notwithstanding this subparagraph if the utilization of 1987 RAPS to determine
the factors would, for any facility within a region described in this sub-
paragraph, result in less reimbursement than the continued utilization of the

	

1983 RAPS to determine the factors, the factors utilized for such facility shall
continue to be based on 1983 calendar year data.

(v) For purposes of establishing rates of payment by governmental agencies
for residential health care facilities for services provided on and after January 1,
1998, the regional direct and indirect input price adjustment factors to be applied to
any such facility's rate calculation shall be based upon the utilization of either 1983,
1987 or 1993 calendar year financial and statistical data. The determination of
which calendar year's data to utilize shall be based upon a methodology that ensures
that the particular year chosen by each facility results in a factor that yields no less
reimbursement to the facility than would result from the use of either of the other
two years' data. Such methodology shall utilize the 1983 and 1987 regional direct
and indirect input price adjustment factor corridor percentages in existence on
January 1, 1997 as well as 1993 regional direct and indirect input price adjustment
factor corridor percentage calculated in the same manner as the 1983 and 1987
direct and indirect input price adjustment factor corridor percentages in existence on
January 1, 1997.

(vi) For purposes of establishing rates of payment for residential health care
facilities for services provided on and after April 1, 2004, the regional direct and
indirect input price adjustment factors to be applied to any such facility's rate
calculation shall be based upon the utilization of either 1983, 1987, 1993 or 2001
calendar year financial and, statistical' data provided, however, the total amount of
rate increases attributable to the utilization of 2001 calendar year data shall be no
more than $47.5 million on a pro rata basis per calendar year. The determination of
which calendar year's data to utilize shall be based upon a methodology that ensures
that the particular year chosen by each facility results in a factor that yields no less
reimbursement to the facility than would result from the use of the other three
years' data. Such methodology shall utilize the 1983 and 1987 regional direct and
indirect input price adjustment factor corridor percentages in existence on January 1,
1997, as well as the 1993 regional direct and indirect input price adjustment factor
corridor percentage in existence on January 1, 2004, as well as a 2001 regional
direct and indirect input price adjustment factor corridor percentage calculated in the
same manner as the 1993 direct and indirect input price adjustment factor corridor
percentage in existence on January 1, 2004.
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SPA #04-24
(04/04)

(2) The corridor established in paragraph (1) of this subdivision shall be
applied in each region as follows:

(i) The regional corridor percentage referred to in subparagraph (iii) of
paragraph (1) of this subdivision, shall be applied, both negatively and positively to
the RAP to arrive 'at an amount which when added to or subtracted from the RAP
shall represent the maximum and minimum regional dollar per hour, for the region
hereafter referred to as the maximum and minimum respectively.

(ii) The facility in each region with the highest facility wage and fringe
benefit dollar per hour shall be assigned a facility RAP equivalent to the maximum.

(iii) The facility in each region with the lowest facility wage and fringe
benefit dollar per hour shall be assigned a facHity RAP equivalent to the minimum.

(iv) Facilities in a region with facility wage and fringe benefit dollars per
hour between the highest and lowest facility wage and fringe benefit dollar per hour
in such region shall be assigned a facility RAP on a sliding scale, based on the
relativity of such facility's labor costs to the RAP and to the highest or lowest labor
costs in the region, as applicable.
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(n) Long- term inpatient rehabilitation program for traumatic brain injured residents (IBI).

(Adjustments to the operating portion of the rates for facilities] Facilities which have been approved to

operate discrete units for the care of [patients] residents under the long-term inpatient rehabilitation program

for [head-injured patients HI] T81 patients (established pursuant to section 410.11 of this Title) shall (be

made] have separate and distinct payment rates for such .nits calculated pursuant to this section except

as follows:

(1) In determining the facility -specific direct (adjustment) adjusted payment price per day

pursuant to paragraph (c)(4) of this section for (patient] residents mooting the criteria for and residing in

[the HI] a TBI unit, [separate and distinct statewide mean, base and ceiling prices shall be calculated and

applied by multiplying the case mix proxy for such patients established by this subdivision times the

statewide mean, base and ceiling direct case mix neutral cost per day, respectively.] the case mix index

used to establish the statewide ceiling direct Deice per day for each patient classification group pursuant

to subparagraph Oil) of paragraph (3) of subdivision lc) of this section for such residents shall be increased

by an
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	increment of 1.49. In determining the case mix adjustment pursuant to paragraph (6) of
subdivision (c) of this section, the case mix index used to calculate the facility specific mean price
for each patient classification group shall be increased by an increment of 1.49.

(a) The increment established in paragraph (1) of this subdivision shall be audited
and such increment shall be retrospectively or prospectively reduced on a proportional basis if the
commissioner determines that the actual staffing reported in the facility's cost report submitted
pursuant to this Subpart is less than the staffing pattern required by the Department to operate a
TBI unit. A current period audit of current expenses may result in a negative adjustment to the
increment on a prospective basis. An audit of prior period expenses may result in a retrospective
negative adjustment to the increment.

(2) In determining the indirect component of a facility's rate pursuant to paragraphs (4),
(5), and (6) of subdivision (d) of this section for residents meeting the criteria for and residing in a
TBI unit, a facility's indirect costs shall be compared to the peer group established pursuant to
clause (a) of subparagraph (iii) of paragraph (2) of subdivision (d) of this section.

(3) The noncomparable component of such facilities' rates shall be

T"111 5-04
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determined pursuant to subdivision (f) of this section utilizing the cost report filedpursuant to section 86-2.2(e) of this. {section} Subpart including approved actual costs in such costreport for personnel identified in mquhu iby section 136 of this tit! c Appendix 1 of this StatePlan that would be reported in the functional cost centers identified in subdivision (f) of thissection.

1(4) The piuvisions of this subdivision will mviie on Dece ... be, 31, 1994.
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Part I
(o)(1) [For rate year 1988,] A per diem amount of $4.00 su 'ect

to adjustment pursuant to the provisions of paragraph (1) of this subdivision)

increased to the rate year by the Projection factors determined pursuant to

section 86 -2.12 of this Subpart, adjusted by the ROIPAF[,] determined pursuant

to paragraph (5) of subdivision (c) of this section, shall be added to each

facility's payment rate. for each patient whose primary medical problem, as

reported in section V.29 of the patient review form (PRI) as contained in

subdivision (i) of section 86-2.30 of this Subpart, is dementia, as defined in

paragraph (4) of this subdivision, and who is properly assessed and reported by

the facility in one of the following patient categories as listed in Appendix

13-A of this Title:

Clinically Complex A

Behavioral A

Reduced .Physical Functioning A

Reduced Physical Functioning B

(2) Based on the most current 1986 PRI's filed with the

Department, the number of eligible dementia patient days [in 1988,] for Medicaid

patients admitted prior to December 31, 1987, is estimated to be 1,350,000.

Aggregate changes in such number in excess of 5% shall be deemed to be

attributable to factors other than changes in patient condition and shall result

in the recalculation and proportionate, prospective reduction of the per diem

amount referred to in paragraph (1) of this subdivision.

(3) Facilities to whom the additional amount is paid shall

demonstrate and document positive outcomes from implementation or continuation

of programs and/or operations and promulgation of policies designed to improve

the care of eligible dementia patients. The additional amount shall be recouped

from facilities in which positive outcomes are not demonstrated.
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(4) The per diem amount referred to in paragraph (1) of this

subdivision shall be paid for any patients with the following dementia diagnoses.

The dementia diagnosis and related codes and descriptions are taken from the

International Classification of Diseases. 9th Revision Clinical Modification,

volume 3 (ICD-9-CM).

ICO-9-CM Code

290.0

,90.1

IC0-9-CM Diagnosis

Senile dementia

Uncomplicated senile dementia

NOS, simple type excludes memory disturbance

Presenile dementia

Brain syndrome with presenile brain disease

Dementia in:

f

Alzheimer' s disease

Jakob-Croutzfeldt disease

Pick's disease of the brain

290.10

290.11

Presenile dementia

Uncomplicated presenile dementia

NOS, simple type

Presenile dementia with delirium

Presenile dementia with acute confusional state

TN No. 89-4
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290.13

	

Presenile dementia with depressive features

290.2

	

Senile dementia with delusional or depressive features

290.21

	

Senile dementia with depressive features

290.4

	

Multi.- infarct dementia

290.40

	

Arteriosclerotic dementia

290.41

	

Arteriosclerotic dementia

290.42

	

Arteriosclerotic dementia

290.43

	

Arteriosclerotic dementia

294.0

	

Wernicke-Korsakoff syndrome (non-alcoholic)

293.81.

	

Organic Brain Syndrome

294.8

	

Other specified organic brain syndrome

294.9

	

Unspecified organic brain syndrome

310.1

	

Organic personality syndrome

310.8

	

Other specified non-psychotic mental disorders following

organic brain damage
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Unspecified non-psychotic mental disorders following organic

brain damage

	

331.0

	

Alzheimer's disease

	

331.1

	

Pick's disease

	

331.2

	

Senile degeneration of the brain

	

331.3

	

Communicating hydrocephalus

	

331.7

	

Cerebral degeneration in diseases classified elsewhere

	

331.8

	

Other cerebral degeneration

	

331.9

	

Cerebral degeneration, unspecified

	

331.89

	

Cerebral degeneration, NEC

	

333.4

	

Huntington's Chorea

	

437.0

	

Cerebral atherosclerosis

310.9

.
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(p) Acquired Immune Deficiency Syndrome (AIDS).

	

(1) For rate year 1988 and

thereafter, payment rates shall be adjusted, pursuant to this subdivision to provide

additional payments to facilities for patients residing in [designated AIDS beds

and/or) a residential health care facility designated as an AIDS facility or having

a discrete AIDS unit(s) approved by the commissioner pursuant to Part 710 of this

Title, or a facility which has received approval by the commissioner pursuant to oar-

710 of this Title to provide services to a patient whose (primary) medi.cal (problem)

condition is (Acquired Immune Deficiency Syndrome (AIDS) as defined in section

416.12, section 421.14 and section 422.1 of of this Title,) HIV Infection

Symptomatic. Such patients shall hereinafter bereferred to as (an[ AIDS patients.

(2) Separate and distinct payment rates shall be calculated pursuant to this

paragraph for AIDS facilities or discrete AIDS units approved by the commissioner

pursuant to Part 710 of this Title. [For residential health care facilities (RHCF),

rn,

	

i adjustments to payment rates shall be made as follows:)

(i) [In determining the.) The facility specific direct adjusted price per day

shall be determined pursuant to paragraphs (3) and (4) of subdivision (c) of

this-section and-further adjusted as follows [for an AIDS patient, the statewide

mean, base and ceiling prices shall be calculated and applied by multiplying

the case mix proxy for such patients established by this paragraph times the

statewide mean, base and ceiling direct case mix neutral cost per day

respectively. The case mix proxy for an AIDS patient shall be determined as

follows:-

(a) An AIDS patient shall be assigned a case mix proxy based on the sum

of the responses to section III - Activities of Daily Living (ADLs)

questions 19, 21 and 22 of the patient review instrument (PRI),as contained

in section 86-2.30(i) of this Subpart as follows:

ADL

	

CASE MIX
TOTAL

	

PROXY

-"X. Q,
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(a) In determining the direct component of a facility's rate pursuant to paragraphs (3)
and (4) of subdivision (c) of this section for providing care for an AIDS patient in a
residential health care facility designated as an AIDS facility or having a discrete
AIDS unit, the case mix index for the AIDS patient shall be increased by an
increment which shall be determined on the basis of the difference between
allowable actual direct staffing levels and cost expenditures for the care of AIDS
patients in specific patient classification groups and those of non-AIDS patients
which are classified in the same patient classification groups based on data
submitted by the facility. The increment to be included in a facility's rate shall be
approved by the [c]Commissioner, but in no event shall the increment exceed 1.0.
The facility's direct ceiling price shall be further increased by an occupancy factor of
1.089. Effective April 1, 2009, however, the operating component shall not reflect
an occupancy factor increase.

(b) For purposes of this paragraph, the allowable costs for the central service supply

	

functional cost center as listed in paragraph (1) of subdivision (c) of this section shall
be considered a non -comparable cost

ii. Except as identified in subparagraph (iii) of this paragraph, in determining the indirect
component of a facility's rate pursuant to paragraphs (4), (5), and (6) of subdivision (d)
of this section for providing care for an AIDS patient in a residential health care facility
designated as an AIDs facility or having a discrete AIDS unit, the peer group ceiling
indirect price shall be increased by a factor of 1.20.

iii. In determining the indirect component of a facility's rate pursuant to paragraphs (4) and
(5) of subdivision (d) of this section for a facility with a total bed complement of less
than 40 beds all of which are approved by the [c]Commissioner pursuant to Part 710 of
this Title solely for the care and management of AIDS patients, the peer group ceiling
indirect price shall be increased by a factor of 2.00 for those facilities that are less than
or equal to 16 beds and such factor shall be decreased by 0.033 for every additional bed
thereafter.
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3-6

	

2.x67

	

7-8

	

2.84
9

	

3.23]
(a) In determining the direct componenet of a facility's rate Pursuantto paragraphs (3) and (4) of subdivision (c) of this section for providing care foran AIDS patient in a residential health care facility designated as an AIDS facilityor having a discrete AIDS unit, the case mix .index for the AIDS patient shall beincreased by an increment which shall be determined on the basis of the differencebetween allowable actual direct staffing levels and cost expenditures for the careof AIDS patients in specific patient classification groups and those of non-AIDS.patients which are classified in the same patient classification groups based on datasubmitted by the facility.

	

The increment to be included in a facility's rate shallbe approved by the commissioner, but in no event shall the increment exceed 1.0.The facility's direct ceiling price shall be further increased by an occupancy factorof 1.089.
(b) For purposes of this [sub]paragraph, the allowable costs for thecentral service supply functional cost center as listed in paragraph (1) ofsubdivision (c) of this section shall be considered a non-comparable cost.[for an AIDS patient residing only in a discrete AIDS unit.' These costs

shall be initially determined based upon budget until -thediscrete unit
operates six months at 80 percent occupancy at which time allowable costsshall be prospectively adjusted to actual costs.]
(ii) Except as identified in subparagraph (iii) of this paragraph, in [In]determining the indirect component of a facility's rate pursuant to paragraphs(4), (5),.and (6) of subdivision (d) of this section for providing care for anAIDS patient in [an approved discrete AIDS unit] a residential health carefacility designated as an AIDS facility or having a discrete AIDS unit, the -peegroup ceiling indirect [component of the rate] price shall be increased by [anAIDS] a factor of 1.20. [The AIDS factor for a specific facility shall bedetermined pursuant to the following formula:]

1+ Number of approved discrete AIDS unit beds *20%
Total number of approved RHCF beds

(iii) In deterrining the indirect component of a facility's rate pursuantto paragraphs (4) and (5) of subdivision (d) of this section for a facility witha total bed complement of less than 40 beds all of which are approved by thecommissioner pursuant to Part 710 of this Title solely for the care andmanagement of AIDS patients, the peer group ceiling indirect price shall beincreased by a factor of 2.00 for those facilities that are less than or equalto 16 beds and such factor-shall be decreased by 0.033 for every additional bed
thereafter.

[(3)]
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(3) (A cost report shall be filed in accordance with section 86-2.2 of this Subpart

for the first Six month period during which a new facility which has been certified

for the purpose of providing services solely to AIDS patients has received an overall

average utilization of at least 80 percent of bed capacity. This report shall be

properly certified within 60 days

JUL 11 'SU '
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fo'lowing the end of the six month period covered by the report. Failure to comply

with this subparagraph shall result in a reduction of the current rate in accordance

with subdivision (c) of section 86-2.2 of this Subpart.] For facilities which have

	

received approval by the commissioner pursuant to Part 710 of this Title to provide

services to a patient whose medical condition is HIV Infection Symptomatic, and the

facility is not eligible for separate and distinct payment rates pursuant to

.paragraph (2) of this subdivision, the patient classification group case mix index

for AIDS patients which is used to establish direct cost reimbursement shall be

increased by an increment of 1.0.
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(q) Long term ventilator dependent residents. [Adjustments to the operating portion of rates for facilities]

Facilities which have been approved to operate discrete units for the care of long -term ventilator dependent

residents [as established pursuant to section 416.13 of this Title) shall [be made] have separate and distinct

payment rates for such units calculated pursuant to this section except as follows:

(1) The facility specific direct adjusted price per day shall be determined as follows:

[(1)Jj& in determining the facility specific direct adjusted payment price per day pursuant to paragraph

(4) of subdivision (c) of this section for [patients] residents meeting the criteria (established in section

416.13 of this Title) and residing in a discrete unit for the care of long-term ventilator dependent [patients]

residents, [separate and distinct statewide mean, base, and ceiling prices shall be calculated and applied

by multiplying the case mix proxy for such patients established by this subdivision times the statewide

mean, base, and ceiling direct case mix neutral cost per day respectively.] the case mix index used to

establish the statewide ceiling direct price per day for each patient classification group pursuant to

subparagraph (iii) of paragraph (3) of subdivision (c) of this section for such residents shall be increased

by an increment of 1.15. In determining the case mix adjustment pursuant to paragraph (6) of subdivision

'(c) of this section, the case mix index used to calculate the facility specific mean price for each patient

classification ojroue shall be increased by an increment of 1.15.
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(b) The increments estab3 sn > > a subparagraph; Ca)>_ ofparagraph. {1} of this subdivision sal be : audited and such
increment shall be..retrospectively or raspectively.reduced:on a
proportional basis a

	

e;comm^ssio^ae _dee.nesaat the actual.........

	

......... ....
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[(2) For purposes of this subdivision, the case mix proxy
solely for patients residing in a discrete.unit for the care of
long term ventilator dependent patients shall be defined as a case
mix index of 2.52. 1
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and residing in a discrete unit for the care of long-term ventilator' dependentresidents, a facility's indirect costs shall be compared to the per group established pursuant toclause (d)(2)(iii)(a) of this section.

(3) The noncomparable component of such facilities' rates shall be determinedpursuant to subdivision (f) of this section utilizing the cost report filed pursuant to section 86-2.2(e)of this {part} Subpart including approved actual costs in such cost report for personnel rec^irecf-bidentified in sectiorr415..38 of this tide Appendix 2 of this State Plan that would be reported in thefunctional cost centers identified in subdivision (1) of this section.
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(r) Nursing salary adjustment. (1) The adjustment to the operating portion

of the rate to reflect the costs of retaining and recruiting nursing services

shall be made as follows:

(i) A percentage figure shall be determined as follows:

(a) An average annual statewide increase in registered nurses and

licensed practical nurses salaries between the calendar year ending

1987 and calendar Year ending 1988 shall be determined based on the

available ratified nursing contracts for general hospital services

and an average annual regional increase in registered nurses and

	

licensed practical nurses salaries between the calendar year ending

1987 and calendar Year ending 1988 shall be determined based upon

availalbe information for residential health care facilities.

(b) The average annual regional and statewide increase in salaries

shall 'be multiplied by the total number of nursing staff in the

	region and the total number of nursing staff statewide respectively

to arrive at the total regional and statewide adjustment to be made

to facilities. The total regional adjustments shall be determined

using the regions contained in Appendix 13-A herein.

(c) The adjusted base shall be determined by multiplying the facility

specific mean price per day determined pursuant to subparagraph (i)

of paragraph (4) of subdivision (c) of this section by total patient

	

, days for each facility and the result shall be summed on a regional

and statewide basis.

(d) The total adjustment to be made for all facilities determined

pursuant to clause (b) of this subparagraph shall be divided by the

adjusted base determined pursuant to clause (c) of this subparagraph

	

on a regional and statewide basis to determine the regional

percentage increase and the. statewide percentage increase.
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(e) The facility specific percentage shall be determined by sunning 40

percent of the statewide percentage and 60 percent of the corresponding

regional percentage, determined pursuant to clause (d) of this subparagraph.

(ii) The adjustment to the rate for .a facility shall be determined by

applying the facility specific percentage figure calculated in

subparagraph (i) of this paragraph to a facility's adjusted base and

added to the operating portion of the rate.
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The Commissioner of Health shall adjust medical assistance rates of payment for services

	

provided on or after April 1, 2002, established pursuant to this section for non-public residential
health care facilities for purposes of recruitment and retention of health care workers in the
following aggregate amounts for the following periods:
For non-public residential health care facilities, $53.5 million on an annualized basis for the
period April 1, 2002 through December 31, 2002; $83.3 million on an annualized basis for the
period January 1, 2003 through December 31, 2003;.$115.8 million on an annualized basis for
the period January 1, 2004 through December 31, 2006; $57.9 million for the period January 1,
2007 through June 30, 2007; $57.9 million for the period July 1, 2007 through March 31, 2008;
and $64.8 million for the period May 8, 2008 through March 31, 2009[, and $26.2 million for the
period April 1, 2009 through March 31, 2010].
For periods through June 30, 2007, for non-public residential health care facilities, such
increases shall be allocated proportionally based on each non-public residential health care
facility's reported total gross salary and fringe benefit costs on exhibit H of the 1999 RHCF-4
cost report or exhibit 11 of the 1999 institutional cost reportas submitted on or before
November 1, 2001, where applicable, to the total of such reported costs for all non-public
residential health care facilities.

For periods on and after July 1, 2007, for non-public residential health care facilities, 50% of
such increases shall be allocated proportionally based on each such facility's salary and fringe
benefit costs as reported on Exhibit H in the 1999 cost report submitted prior to November 1,
2001, to the total of such costs for all non-public facilities. The remaining 50% of such
increases shall be allocated proportionally based on each non-public facility's Medicaid revenue

	

as reported in the applicable 2005 cost report submitted prior to November 1, 2006, to the total
of such Medicaid revenue for all non-public facilities.
Non-public residential health care facilities in operation as of April 1, 2002, which have not
submitted 1999 RHCF-4 cost reports or 1999 institutional cost reports, but which have
submitted such reports for cost years subsequent to 1999, shall have such increases allocated
based on total gross salary and fringe benefit costs on exhibit H of the earliest subsequently

	

submitted RHCF-4 cost report or exhibit 11 of the earliest subsequently submitted institutional
cost report, as trended downward to 1999 using authorized trend factors. These trend factors
shall be developed in accordance with Page 51(a) of this Attachment and will be consistent with
those used in the calculation of the facility's reimbursement rates.
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Non-public residential health care facilities in operation as of April 1, 2002, which have not
submitted 1999 or subsequent RHCF-4 cost reports or institutional cost reports, shall have such
increases allocated based on imputed total gross salary and fringe benefit costs reflecting the
average of such 1999 actual reported costs in the region in. which.each facility is located.
Facilities receiving allocations pursuant to this paragraph which subsequently submit RHCF-4
cost reports or institutional cost reports shall, for the purpose of setting medical assistance
rates of payment, have such allocations adjusted to reflect costs which were incurred in
connection with such allocations and which are contained in such cost reports.

These amounts shall be included as a reimbursable cost add -on to medical assistance fee-for-
service rates of payment established pursuant to this section, based on Medicaid utilization data
in each facility's annual cost report submitted two years prior to the rate year or projected
Medicaid utilization data for those facilities that have not submitted an annual cost report for
the period two years prior to the rate year. Such amounts shall not be reconciled to reflect
changes in medical assistance utilization between the year two years prior to the rate year and
the rate year.
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Criminal Background Ch

	

Effective April 1, 2005, residential health care facility providers must obtain a criminal
history record check from the United States Attorney General for any prospective unlicensed
direct care employee. This includes obtaining, as part of an application for employment, all
information from a prospective employee necessary for initiating the criminal history record

	

check, including, but not limited to, a fingerprint card of the prospective employee; The, federal
fee and the costs associated withobtaining the fingerprint card shall be separately identified on
any report of costs submitted to the Department of Health and shall be deemed an allowable
cost for Medicaid rates of payment. Reimbursement for the period April 1, 2005 through March
31, 2006 and for the period April 1, 2006 through August 31, 2006, shall be made
retrospectively based upon cost reports submitted for the 2005 and 2006 rate years,
respectively. For new providers or existing providers for which cost report data are unavailable,
payment will be based on budgeted costs and subsequently adjusted to reflect actual costs.
Reimbursement for all types of providers shall total no more than $5,000,000 for the April 1,
2005 through March 31, 2006 period and no more than $13,400,000 for the April !.'2006
through August 31, 2006 period. Reimbursement for the Medicaid share of these costs shall be
in the form of an add-on to the current rates of payment and will be determined by the percent

	

of Medicaid utilization to total utilization for each provider. If the total cost for these criminal
background checks for all types of providers exceeds the amounts set forth for the 'specified
period, provider specific reimbursement will be reduced proportionally.

	

Effective September 1, 2006, residential health care facilities shall request criminal
history background checks from the Department of Health for unlicensed prospective employees
who will provide direct care or supervision to patients, residents, or clients of such providers.
The criminal history information consists of both a state and a national criminal history check.

Residential health care facilities may claim as reimbursable costs under the medical
assistance program, costs reflecting the fee established pursuant to law by the NYS Division of
Criminal Justice Services for processing a state criminal history information check, the fee
imposed by the Federal Bureau of Investigation for a national criminal history check, and certain
other costs associated with obtaining the fingerprints. These costs shall be separately identified
on any report of costs submitted to the Department of Health.

Reimbursement for the Medicaid share of these costs shall be in the form of an add-on
to the current Medicaid rate of payment based on the costs reported for the period two years

	

prior to the rate period and will be determined by the percent of Medicaid utilization to total
utilization for each provider.
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(s) Adjustment of rates pursuant to methodology changes effective October 1, 1990and April 1. 1991.

(1) Rate changes resulting from the (Amendments] amendments to sections 86-2-:1a,.

	

86-2.9(c), 86-2. 10(a)(3), (c)(1)-(5), (d)(1) &,(2) and (p)(2)[ ,] and (3) (& ,4)].and 86-2 .30(c)(3)' of this Title effective October 1, 1990, and amendments to

	

sections 86-2.10(a)(3), (c)(1), (3) and (5), (d)(1), (2) and (4)-(7), (p);i)-(3t.and (t)(1) and (2) of this Title effective April 1, 1991 shall be (reflected in1990 and 1991 rates pursuant to the following schedule] as follows:

(i) For rates with effective gates commencing between October 1. :'ayu(March 31, 1991) and June 30, 1992, (actual rate change shall not e :.cced .)percent) the rate shall be computed usin g the rate methodology i n effect onSeptember 30, 1990, adjusted by the most recent PRI submissions an^licable t^the effective period of the rate, and the adjustment to the regional direct andindirect input price adjustment factors pursuant to subparagraph (iv) ofparagraph (1) of subdivision (m) of this section.

(ii) (For rates with effective dates commencing between Apr^1 1, 1991 to June30, 1991, actual rate change shall not exceed 2 percent.

(iii) For rates with effective dates commencing between July 1, 1991 toSeptember 30, 1991, actual rate changes shall not exceed 4 percent.

(iv)] (ii) For rates with effective dates commencing on or after (October1, 1991) July 1, 1992, the full impact of the (methodology] rate changes

	

(effective on October 1, 1990) cited in paragraph (1) of this subdivision shallbe reflected in rates.

(iii) Those facilities with an initial budgeted rate or revised cost-based

	

rate which reflects a change in base year and which is effective after April1, 1991, shall receive the full impact of the methodology changes cited inparagraph (1) of this subdivision on the effective-dat-e of such rate.

(2) For facilities having multiple rates based on levels of care prior toOctober 1, 1990, such rates shall be combined for the establishment of rateseffective October 1, 1990 to [March 31, 1991] June 30, 1992 based on a weightedaverage of reproted Medicaid days for each previous level of care for the latest

	

available cost reporting period. Where the Department is authorized expressly by,statute to adjust rates retrospectively, for both positive and negative rateadjustments, such combined rate shall be adjusted by a reconciliation of reportedMedicaid days to actual billed Medicaid days for the effective period, providedthat such adjustment results in a combined direct and indirect component ratechange of more than 5%. Such combined rate shall reflect the amendments referencedin paragraph (1) of this subdivision pursuant to the schedule set forth therein.

(3) Notwithstanding the provisions of paragraph (1) of this subdivision,residential health care facilities which have been identified by the Departmentas requiring registered nurse staffing increases to provide seven days a week,eight hours per day of day shift registered nurse coverage shall receive ratechanges effective October 1, 1990 at a level sufficient to compensate

JU111 1994
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fad ii ties fQr additional expenses of expanding registered nurse coverage bases

upon a survey of costs to be incurred by affected facilities.

(4) Nothinq within this subdivision shall preclude the Department from fully

	

implementing rate adjustments on or after October 1,_1990, which are unrelated to

methodology changes referenced in paragraph (1) of this subdivision.

	

(t

	

3ase Year Adjustment for Facilities Who Have Bed Conversions." .4

	

fac ii;tv

shall be eligible for an ad.;ustment to its base year costs if its proportion of Dec-

identifi`d as skilled nursing facility beds and health related facility beds as of

	

the first day of its base period d'ffers from the proportion of bed.; identified as

	

O.illed nursing facility beds and health related facility beds as of'Seotember 30

	

1.990.

	

The adjustment shall be secarately determined for the direct, -ndirect and

non-comparable components of a facility' s allowable base period costs, and each

adjustment shall be added to a facility's allowable direct, indirect and

non-comparable costs, respectively, prior to group comparisons. The amount of the

ad .ustmerit shall be determined as follows:

(I.) Base period direct, indirect and non-comparable costs per bed adjusted for

occu Lance level shall be separately calculated for both skilled nursing and health

related facility beds.' The chanoes in skilled nursing and health related facility

beds for the period defined in the above paragraph shall be multiplied by the

applicable cost per bed and added together to arrive at each adjustment amount.

(2) An adjustment to allowable days shall also be made for a facility whose

	

total number of beds has changed for the period described in this subdivision to

reflect the skilled nursing facility and health related facility occupancy levels

used in the calculation of rates effective September 30, 1990. Base period days

-shat-l be=adjusted by the proportion of total new bedsas of September- 30, 1990 to

total base year beds orior to the determination of the

for rate= effective July 1, 1992
JUL

	

•11 1994

Apps oval Date
TN



New York
47 (w)

86-2.10 (#97-3)
Attachment 4.i9-6
Part I

facility- specific price per day for the facility's direct, indirect, and

non-comparable cost components.

	

(u) Adjustment for Additional Federal Requirements. A facility whose

rate is based on allowable or budgeted costs for a period prior to April 1,

1991 shall be considered eligible to receive a per diem adjustment to its

rate as follows:

(1) A per diem adjustment shall be incorporated into each facility's

rate to take into account the additional reasonable costs incurred by

facilities in complying with the requirements of subsection (b), (other tha

paragraph 3(F) thereof)

	

:), and (d) of section 1919 of the federal Social

Security Act effective October I, 1990 as added by the federal Omnibus

Budget Reconciliation Act of 1987 (OBRA 1987). Additional reasonable costs

	

resulting from such federal requirements shall include additional reasonab i

costs in the following areas: the completion of resident assessments, the

development andrreview of comprehensive care plans for residents, staff

training for the new resident assessment tool, quality assurance committee.

costs, nurse aide registry costs, psychotropic drug reviews, and surety bor.

requirements .

(i) The per diem adjustment shall be forty-five-cents computed on a

statewide basis and shall be regionally adjusted to reflect differences in.

	

registered nurse salary levels for calendar year 1987. Any costs over the

per diem adjustment shall be deemed attributable to factors other than

compliance with the federal requirement- -referenced=- r t:6c S ivision

-
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(ii) For purposes of inclusion in facility rates for 1991, the annual

incremental per diem add-on shall be effective for the nine month period

beginning April 1, 1991 and further adjusted so that the nine months of

	

incremental cost are reflected in a per diem adjustment for July 1, 1991

through December 31, 1991 rates.

	

(2) For rates years beginning on or after January 1, 1992, the annual

incremental per diem add -on calculated pursuant to subparagraph (i) of

paragraph (1) shall be trended forward by the applicable facility trend

factor.
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Description of the Specific Methodology Used in Determining the Adjustment

In order to determine the impact of the federal law on New York

facilities, a cost estimate was made for each added code requirement. The

total average additional cost was determined to be 45 cents per patient dal

Resident Assessments

Since New York State facilities were required prior to the new federa

code to conduct accurate and comprehensive assessments, the additional cost

pertains to completion of the MDS+Z document and RN coordination and

certification of completeness. No discipline other than RN is required,

although facilities may choose to assign portions of the MDS+ to various

disciplines as appropriate. Physician responsibilities remain the same as

prior to the new code.

	

Comprehensive assessments include those performed on initial

	

admission, annually, and upon significant change in resident status. it is

estimated that there will be 1.48 comprehensive assessments per bed in 199:

This was based on an estimated significant change rate of 50% of the beds

	

per year, and a 45% turnover rate per year. One twelfth of the annual

assessments will be completed each month. Similarly, one twelfth of the

assessments necessitated by the 45% turnover rate and the 50% significant

change rate will also be completed each month. Half of the time, either o

	

the latter two assessments will occur before the scheduled annual assessme:

	

of the resident in that bed, and the scheduled annual assessment will

therefore not be necessary for that resident. The number of scheduled

annual assessments not necessary under this methodology equals half of the

new admit assessments and residents with a significant change, or (.5)

((.45) +

	

The total number of assessments per bed would

JUN
48 = 1.48.
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ZMDS+ (Minimum Data Set Plus for Nursing Home Residents
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eased on a time study of the MDS', it was estimated that each

comprehensive assessment would require one hour and forty five minutes, or

forty five minutes longer than current practice. An average RN hourly

	

salary rate of $24. 00 as reported by industry representatives was used to

make this calculation. The total cost was estimated as follows:

(# assessments /bed) (# beds) (incremental time /assessment)

(1.48) (105,000) (.75) ($24) = $2,797, 200 for comprehensive assessments

Quarterly resident assessment reviews are estimated to be 2.2 per bed

per year, at 30 minutes per assessment, with the remaining assumptions the

same as for comprehensive assessments.

(2.2) (105,000) (.5) ($24) _ $2,772,000 for quarterly assessments
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Comprehensive Care Plan

The incremental cost of comprehensive care plans for all residents wa

	

estimated by determining the added time of each participating discipline at

multiplying by the average salary rate for that discipline. Physician

participation in the care planning process has been a standard of practice

in this State, and no additional time should be necessary under the new

code. Based on an analysis of 1990 Patient Review Instrument (PRI) data,

physical therapy ,provided by a licensed physical therapist) was received

21% of residents, and 9% received occupational therapy. Based on the new

	

code requirements, it is estimated that twice this number, or 42% PT and 1

OT, will require additional care planning participation by these therapist

For those residents requiring PT/OT services, an additional half hour of

PT/OT time will now be required. At an industry estimated hourly race of

$31.50 for physical therapists and $30.00 for occupational therapists, the

added cost would be $15.74 for PT and $15.00 for OT. for care plans for

	

patients receiving therapy. The nursing home industry estimated that RN,

social worker, dietician, and activities worker care planning time for 1CC

of --'Care plans would each increase by .5 hour. The hourly rates provided In

the industry for RNs were $24.00, for social workers $15.40, for dietician

$21.00, for activities workers $10.00. Based on 1.48 care plans per bed

(using the number of comprehensive assessments per year), the calculation
0

as follows: 0

(# plans/bed) (# beds for all residents) (incremental time for each

discipline x hourly rate x percent of care plans involving discipline)

statewide cost

	

(1.48) ( 105,000) ((.5 x $.24 x 100%) + (.5 x $15.40 x 100%) + (.5 x $21.00

100%) + (.5 x $10.00 x 100%) + (.5 x $31.50 x 42%) + (.S x $30.00 x 18%)

$-6,917,631
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Quarterly Plan Reviews

Only an RN is. involved in the incremental activities required by OBRA. The

industry's estimate of 2.2 quarterly care plans per year at an incremental

cost of $6.00 per review was used:

(# care plans/bed) (# beds) ' (incremental cost/plan) = statewide cost

(2.2)'(105, 000) ($6.00) _ $1,386,000

Training on Z'

	

Assessment

An estimate of

	

70,020 was used, based on the industry's estimate which wa

found acceptab_

Cost of training for up to 80 beds

80 bed increments

I

	

$229,950

	

$140,070

$370,020

JU N 0 1997
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Quality Assurance

The meeting and preparation time for quarterly Quality Assurance meetings,

including committee members of a physician, director of nursing,

administrator or designee and three other staff was estimated by the

industry. This was offset by the elimination of separate pharmacy reviews

and infection control meetings, as well as the existing utilization review

assessment and U/$ committee meetings. Three added staff involved in

	

meetings are assumed to be the physical therapist, social services director

and a representative from medical records. The net added expense estimatec

by the industry was $600,264.

Recertification of Nurse Aides

The number of aides who must be recertified by 1/92 is 17,381. The cost a*_

recertification is $25.00 per aide. The total recertification cost is

$434,525.

Psychotropic Drug Reviews

The code requires that all residents receiving psychotropic medications be

reviewed with the intent of minimizing the usage of such drugs. These

reviews are assumed to involve the physician and take about .5 hours per

resident. It is estimated that 20% of residents will need such review at

physician cost of $150 per hour.

105,000 x 20% x .5 x $150 = $1,575,000

t4g7
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Surety Bonds

The industry has estimated that $189,000 of added cost will be incurred for

this requirement and was found acceptable.

SUMMARY OF INCREMENTAL CODE COSTS TO BE REIMBURSED

Total incremental federal code cost to be recognized in facility 1991 rates

is $17, 041,640.

Comprehensive Resident Assessment

	

Quarterly Resident Assessment •

Comprehensive Care Plan

Quarterly Care Plan Review

Training of MDS+S Assessment

Quality Assurance

Nurse Aide

Psychotropic Drug Review

Surety Bonds

Total Incremental Cost

	

$ 2,797,200

	

2,772,000

	

6,917,631

1,386,000

370,020-

600,264

434,525

	

1,575,000

189-000

$17,041,640

} to
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Costs are to be reflected in facility rates beginning July 1 1991, so that
the nine months of incremental cost from April 1, 1991 to December 1991 willbe reflected in the six month rate period July to December 1991. Total
incremental costs were converted to a per diem add-on to be included in a
facility's rate by dividing total incremental costs by available beds, and
adjusting to days by dividing by 365. The calculation is as follows:

$17,041,640 / 105, 000 / 365

	

.45 add-on

This statewide add-on will be adjusted for each facility to reflect regionaldifferences in RN salary levels for calendar year 1987. Such regional
adjustments are currently used in the determination of the direct and
indirect components of facility rates. For 1992 and forward, the
incremental cost add-on will be increased by the appropriate trend factor.`
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Description of Methodologies for the Physical, Mental, and Psychosocial Wel

Being Requirement

The State of New York reimbursement rates match payment with intensity of

care, thus providing facilities with adequate reimbursement for patients

requiring more intensive supportive, medical or rehabilitative care. The.

RUG II patient classification system classifies each patient into one of

sixteen patient categories which are each different in terms of clinical

characteristics and are statistically different in terms of costs of .care.

The system uses a hierarchy of patient types and secondary subgroup format

based on Activities of Daily Living (ADL) function levels. The five

hierarchical groups, from the highest to lowest resource consumption, are a

follows:

1. Special Care

2. Rehabilitation

3. Clinically Complex

4. Severe Behavioral Problems

5. Reduced Physical Functions
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Each of the above clinical groups is further divided by the ADL index score
into subgroups. The ADL index is comprised of three ADL variables, eating,
toileting, and transfer, which were determined to be the key predictors of
resource consumption within each clinical group. For each of the sixteen

	

patient classification categories, a relative resource "weight" representing
the resource consumption of patients in that category relative to the
average patient, is used to adjust the direct component of the payment rate.

	

The RUGS system thus allows a more precise and equitable means of directing
available fiscal resources to nursing homes that care for residents with the
heaviest care needs. By recognizing the resources required to provide more

intensive rehabilitative and support services, the reimbursement methodology

	

encourages nursing homes to establish restorative care programs. This can
result in more active intervention for eligible patients, and earlier

,improvement and discharge.

October 1, 1992

For rates effective January 1, 1992 and thereafter, the per diem add-on
described herein will be increased by a trend factor as defined in Section
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Description of the specific methodology for determining the adjustment
Bloodborne Pathogens

Hepatitis B Vaccination:

Beginning January, 1, 1993 and thereafter, provider rates contain a facility

	

specific adjustment to reimburse the- cost of the Hepatitis B vaccine

	

administered to employees. Provider-specific adjustments are based upon eact

	

facility's actual costs recognized up to a maximum cost for the vaccine. The

	

facility specific adjustment will be determined using costs reported by the

	

providers two years prior to the start of the rate year. The maximum cost fo:
the vaccine that is recognized when setting the facility specific adjustment
is $128.50 for a three vial series per employee.

Gloves:

For "rates effective on April 1, 1994 for the 1994 calendar year and eact-
calendar year thereafter, an $.18 per diem adjustment will be included it

provider' s rates for the incremental cost of gloves.
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Reserved.
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(v) Extended care of residents with traumatic brain injury.

(1) (i) Except as provided in subparagraph (ii) of this paragraph, effective April 1.'1993, a per diem amount of $25, adjusted by the RDIPAF determined pursuant to paragraph (5)of subdivision (c) of this section, and increased in rate years thereafter, by the projection factorsdetermined pursuant to section 86-2.12 shall be added to a facility's payment rate determinedpursuant to this Subpart for each resident with traumatic brain injury identified as requiringextended care and receiving services pursuant to section of this Title.

(ii) Effective with rates revised based upon patient review instrument (PRI)assessment data for an assessment period set forth in Section 86-2.11(b) of this Subpart beginningon or after November 1, 1994, a TBI patient per diem amount shall be added to a facility'saverage, Medicaid payment rate determined pursuant to this Subpart only for Medicaid residentswith traumatic brain injury identified as requiring extended care which shall mean a person who isat least three months post -injury and who has been diagnosed as having a cognitive and/or physicalcondition that has resulted from traumatically acquired, non-degenerative, structural brain damage,or anoxia, and who in addition has participated in an intensive inpatient rehabilitation program forpersons with TBI in a hospital or nursing home and has been assessed by a neurologist orphysiatrist who determined that the individual would no longer benefit from an intensiverehabilitation program. The TBI patient per diem amount shall be determined as follows: Thetotal number of Medicaid traumatic brain injury (TBI) extended care residents shall be multipliedby $25 per patient day times 365 days to determine the annual TBI amount. The annual TBIamount shall then be adjusted by the facility RDIPAF, determined pursuant to subdivision (c)(5) ofthis section. to establish the allowable TBI dollars. The allowable TBI dollars shall be divided bythe facility total annual Medicaid days to determine the facility TBI patient per diem amount. TheTBI patient per diem amount shall be increased annually by the projection factor determinedpursuant to section 86-2.12 of this Subpart. For purposes of this subdivision, a Medicaid residentis defined as a resident whose primary payor description is coded as Medicaid on the PRIassessment data.

(2) Residents reimbursed pursuant to this subdivision shall not be reimbursedpursuant to subdivision (n) and (o) of this section.
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For the period August 1, 1996 through March 31, 1997, proportionate sharepayments in the aggregate amount of $257 million shall be made under the medical assistanceprogram to non-state operated public residential health care facilities, excluding publicresidential health care facilities operated by a town or city within a county. Payments shall bemade as a lump sum payment to each eligible residential health care facility.

	

The amount allocated to each eligible public residential health care- facility shallbe calculated as the result of $257 million multiplied by the ratio of 1994 facility Medicaidpatient days divided by the total of all Medicaid patient days for all eligible public residentialhealth care facilities. The payments are made contingent upon receipt of all approvals requiredby federal law or regulation.
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For the period April 1, 1997 through March 31, 1999, proportionate share
payments in an annual aggregate amount of $631.1 million shall be made under the medical
assistance program to non-state public operated residential health care facilities, -excluding
public residential health care facilities operated by a town or city within a county. For the
period April 1, 1999 through March 31, 2000, proportionate share payments in an annual
aggregate amount of $982 million shall be made under the medical assistance program to non-
state operated public residential health care facilities, excluding public residential health care
facilities operated by a town or city within a county. For annual state fiscal year periods
commencing April 1, 2000 and ending March 31, 2005, and April 1, 2005, through March 31,
[2007] 2009, proportionate share payments in an annual aggregate amount of up to $991.5
million and $150.0 million, respectively, shall be made under the medical assistance program to
non-state operated public residential health care facilities, including public residential health
care facilities located in the counties of Erie, Nassau and Westchester, but excluding public
residential health care facilities operated by a town or city within a county.

The amount allocated to each eligible public residential health care facility for the
period April 1, 1997 through March 31, 1998 shall be calculated as the result of $631.1 million
multiplied by the ratio of their 1995 Medicaid days relative to the sum of 1995 Medicaid days for
all eligible public residential health care facilities. The amount allocated to each eligible public
residential health care facility for the period April 1, 1998 through March 31, 1999 shall be
calculated as the result of $631.1 million multiplied by the ratio of their 1996 Medicaid days
relative to the sum of 1996 Medicaid days for all eligible public residential health care facilities.
The amount allocated to each public residential health care facility for the period April 1, 1999
through March 31, 2000 shall be calculated as the result of $982 million multiplied by the ratio
of their 1997 Medicaid days relative to the sum of 1997 Medicaid days for all eligible public
residential health care facilities. The amount allocated to each public residential health care
facility for annual state fiscal year periods commencing April 1, 2000 and ending March 31,
20058 and for annual state fiscal year periods commencing April 1, 2005 through-March 31,
[2007] 2009, shall be calculated as the result of up to $991.5 million and $150.0 million,
respectively, multiplied by the ratio of their Medicaid days relative to the sum of Medicaid days
for all eligible public residential health care facilities for the calendar year period two years
prior. The payments are made contingent upon receipt of all approvals required by federal law
or regulation.

Payments shall be made as a lump sum payment to each eligible residential
health care facility.
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prospectively reduced on a proportional basis if the commissioner determines thatthe actual staffing reported in.the facilities cost report submitted pursuant to this Subpart is lessthan the staffing pattern reqravd--by identified in section 415.39 of this tide Appendix 3 of thisState Plan.

(2) In determining the indirect component of a.facility' s rate pursuant to paragraphs (d).(4)-(6) of this section for residents meeting, the criteria established in section 415.39 of this Title andresiding in a discrete unit specifically designated for the purpose of providing specialized programsfor residents requiring behavioral interventions, a facility's indirect costs shall be compared to thepeer group established pursuant to clause (d)(2)(iii)(a) of this section.

(3) The noncomparable component of such facilities' rates shall be determinedpursuant to subdivision (f) of this section utilizing the cost report filed pursuant to section 86-2.2(e)of this Subpart including approved actual cost in such cost report for personnel that would bereported in the functional cost centers identified in subdivision (f) of this section.
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Residential health care facility rates of payment for services provided on

or after July 1, 1995 through March 31, 1996 shall be reduced by the
Commissioner to reflect the elimination of operational requirements
previously mandated by law or regulation or the Commissioner or other
governmental agency, by a factor determined as follows:

an aggregate reduction shall be calculated for each residential health care facility
as the result of (a) up to fifty-six million dollars on an annualized basis for 1995,
trended to the rate year by the trend factor for projection of reimbursable costs to
the rate year, multiplied by (b) the ratio of patient days for patients eligible for
payments made by government agencies provided in a base year two years prior to
the rate years by a residential health care facility, divided by the total of such
DaUt immen ror ail resinenra i neaim care racinues: an

the result for each residential health care facility shall be divided by such patient

days for patients eligible for.payment made by governmental agencies provided in

the residential health care facility, for a per diem reduction in rates of payment for

such residential health care facility for patients. eligible for payments made by
governmental agencies.

Effective April 1, 1996 through March 31, 1999 and on or after July 1, 1999
through [March] December 31, 2006 residential health care facility rates of
payment shall be reduced by an annual aggregate amount of fifty-six million dollars

to encourage improved productivity and efficiency. Actual reduction in rates within
such aggregate amounts will be allocated among facilities based upon each

	

facility's ratio of Medicaid utilization to total statewide Medicaid utilization for all

residential health care facilities.
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(w) Specialized programs for residents requiring
behavioral interventions. Facilities which have been approved. to
operate discrete units specifically designed for the purpose of

	

providing specialized programs for residents requiring behavioral
interventions as established. pursuant to section 415.39 of this
Title shall. have separate and. distinct payment rates' calculated
pursuant to this section:except as follows:

(1) In determi:n:ing the facility specific direct adjusted
payment price per day pursuant, to...paragraph (c) (4) of this section
for residents meeting the criteria established in section 415.39 of
tis Title and residing in a discrete unit specifically designated
for the purpose of providing specialized programs for residents
requiring behavioral. interventi-ons, the case mix index used to
establish the statewide ceiling price per day for each patient
classification group-pur.suant.to subparagraph (c) (3} (iii) of this
section for such residents shall be increased by an increment of
1.40. In determining the case mix adjustment pursuant to paragraph
(c) (6) of this section, the case mix -index used to calculate the
facility specific mean price for,each patient classification group
shall be increased by an increment of 1.40.

(1) Specific interventions that the Department has
approved which qualify for payment are a combination of medical and
behavioral' interventions 'such as" counseling, recreation and
exercise carried out. in a::therapeutic environment and provided on-
site. Nursing resident-.'criteria:to be used in determining
eligibility, for- payment:include:assessment of whether the resident.
is a danger to self or others:•and: displays violent or aggressive

	

behaviors which are typically exhibited as: physical or. verbal
aggression, such as clear threats of violence. The behavior may be
unpredictable, recurrent' for no. apparent reason., and typically
exhibited -as assaultive.. combative, disruptive or -socially
inappropriate behavior.such:,as sexual. molestation or fire setting.

(ii) The;. increment:established in paragraph (l) of this
subdivision shall. be ';audited and such increment shall be
retrospectively:: or
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prospectively reduced on a proportional basis if thecommissioner determines that the ' actual staffing reported in thefacility's cost report submitted pursuant. to this Subpart is lessthan the staffing pattern required below.

A current period audit of current' period expenses willresult in an incremental adju.stment..implemented: on> .a prospectivebasis.

	

An audit of" `prior period expenses' will:' result in aretrospective adjustment in ::a :ump sum. payment

	

The. staffingpattern required by the department:is`:as follows::

(a) The unit shall:be-.. anaged by a program coordinator;

(b) A physician shal.l..be. `responsible' for medical directorand oversight of the program;

(c) A qualified' specialist in psychiatry, a- psychologistand a social worker sha ll"be, available on. staff on a consultingbasis;

(d) Other than the program coordinator, there shall beat least one registered professional nurse on each. shift.

(2) In. determining the indirect component of:a' facilit^r'srate pursuant to paragrap^:s €ci} (4}-: (6} of`" this section forresidents meeting. the criter a established >in :section

	

39' ofthis Title and residing in a discrete unit specifically; designated.for the purpose. of providing specialized programs €or..:.residentsrequiring behav oral.> interve scions, a ;: face lity' s ; 'indirect;. ,costsshall be: compared tq the :peer:; group established pursuant to clause(d) (2) (iii) (a) of. this_:section

.(3 );' The noncomparable component of ..such facilities' ravesshall be determined:: pursuantt to subdivision :(f )..: of ::t ii.s <sect on

	

uti:l, zing the cost report filed pursuant to secti on.:'86 2 2 (e} , ofthis Subpart including approved actua.l:-.cost in such ;cost: report f.orpersonnel ..:requ.irecl.. by .section .4:1.5 39 :;of th s:` Title that :'would ..:fiereported in : the functional: cost centers ident if i.ed. in:.subdivi.sion(f) of this section.,

(4) The provision : of this subdivision. will:_expire onDecember 31, 1994.
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Medicare Utilization. (1)(a) Prior to February 1, 1996 the commissioner of

health shall calculate the result of the statewide total of residential health

care facility days of care provided to Medicare beneficiaries, divided by the

sum of such days of care plus days of care provided to residents eligible for

payments pursuant to title 11 of article 5 of the social services law,

expressed as a percentage, for the period commencing July 1. 1995 to the last

date for which such data is available and reasonably accurate. This value

shall be called the 1995 statewide target percentage.

(b) Prior to February 1. 1997, the commissioner of health

shall calculate the result of the statewide total of residential health care

facility days of care provided to beneficiaries of title XVIII of the federal

social security act (Medicare), divided by the sum of such days of care plus

days of care provided to residents eligible for payments pursuant to titl-e.11

of article 5 of the social services law, expressed as a percentage, for the

period commencing January 1, 1996 through November 30, 1996 based on such data

for such period as is available and reasonably accurate. This value shall be

called the 1996 statewide target percentage.

(c) Prior to February 1, 1998, the commissioner of health

shall calculate the result of the statewide total of residential health care

facility days of care provided to beneficiaries of title XVIII of the federal
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social security act (Medicare), divided by the sum of such days of care plus

days of care provided to residents eligible for payments pursuant to title 11

of article 5 of the social services law minus the number of days provided to

residents receiving hospice care, expressed as a percentage, for the period

commencing January 1, 1997 through November 30, 1997 based on such data as is

available and reasonably accurate. This value shall be called the 1997

statewide target percentage.

(d) Prior to February 1, 1999, the commissioner of health shall

calculate the result of the statewide total of residential health care

	

facility days of care provided to beneficiaries of Title XVIII of the federal

social security act (Medicare), divided by the sum of such days of care plus

days of care provided to residents eligible for payments pursuant to title 11

of article 5 of the social services law minus the number of days provided to

residents receiving hospice care, expressed as a percentage, for the period

commencing January 1, 1998 through November 30, 1998 based on such data as is

available and reasonably accurate for such period. This value shall be called

the 1998 statewide target percentage.

	

(e) Prior to February 1. 2000 the commissioner of health shall

calculate the result of the statewide total of residential health care

U 6 2QOT'
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facility days of care provided to beneficiaries of Title XVIII of the [federal] [s]5ocial [s],ecurity
[a]Act (Medicare), divided by the sum of such days of care plus days of care provided to
residents eligible for payments pursuant to [t]Title 11 of [a]Article 5 of the [s]Social [s]Services
[I]Law minus the number of days provided to residents receiving hospice care, expressed as a
percentage, for the period commencing January 1, 1999 through November 30, 19991 based on
such data for such period. This value shall be called the 1999 statewide target percentage.

Prior to February 1, 2001, February 1, 2002, February 1, 2003, February 1,
2004, February 1, 2005, February 1, 2006, February 1, 2007, February 1,
2008, [and] February 1, 2009, February 1, 2010, and February 1, 2011, the
Commissioner of Health shall calculate the result of the statewide total of
residential health care facility days of care provided to beneficiaries of [title
XVIII of the [federal] [s]ocial [s]Security (a]Act (Medicare), divided by the
sum of such days of care plus days of care provided to residents eligible for
payments pursuant to [t]Title 11 of [a]Article 5 of the (s]Sacial [s],jervices
[I]Law minus the number of days provided to residents receiving hospice care,
expressed as a percentage, for the period commencing January 1, through
November 30, of the prior year respectively, based on such data for such
period. This value shall be called the 200}, 2001, 2002, 2003, 2004, 2005,
2006, 2007, 2008, [and] 2009, 2010, and 2011. statewide target percentage
respectively.

(2) Prior to February 1, 1996, the Commissioner of Health shall calculate the results of the
statewide total of health care facility

(f)
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days of care provided to Medicare beneficiaries, divided by the sum of days of

care plus days of care provided to residents eligible for payments pursuant to

	

title 11 of article 5 of the social services law, expressed as a percentage,

for the period April 1, 1994 through March 31. 1995. This value shall be

called the statewide base percentage.

(3) (a) If the 1995 statewide target percentage is not at least

one percentage point higher than the statewide base percentage, the.

commissioner of health shall determine the percentage by which the 1995

statewide target percentage is not at least one percentage point higher than

the statewide base percentage. The percentage calculated pursuant to this

paragraph shall be called the 1995 statewide reduction percentage. If the

statewide target percentage is at least one percentage point higher than the

statewide base percentage, the statewide reduction percentage shall be zero.

(b) If the 1996 statewide target percentage is not at least

two percentage points higher than the statewide base-percentage, the

commissioner of health shall determine the percentage by which the 1996

statewide target percentage is not at least two percentage points higher than

the statewide base percentage. The percentage calculated pursuant to this

subdivision shall be called the 1996 statewide reduction percentage. If the
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1996 statewide target percentage is at least two percentage points higher than
the statewide base percentage, the 1996 statewide reduction percentage shall be zero.

(c) If the 1997, 1998, 2000, 2001, 2002, 2003, 2004, 2005, 2006, 2007, 2008, (and]
2009, 2010. and 2011. statewide target percentages are not for each year at least
three percentage points higher than the statewide base percentage, the
Commissioner of Health shall determine the percentage by which the statewide target
percentage for each year is not at least three percentage points higher than the
statewide base percentage. The percentage calculated pursuant to this paragraph
shall be called the 1997, 1998, 2000, 2001, 2002, 2003, 2004, 2005, 2006, 2007,
2008, [and] 2009, 2010, and 2011, statewide reduction percentage respectively. If
the 1997, 1998, 2000, 2001, 2002, 2003, 2004, 2005, 2006, 2007, 2008, [and] 2009,
2010, and 2011, statewide target percentage for the respective year is at least three
percentage points higher than the statewide base percentage, the statewide
reduction percentage for the respective year shall be zero.

(d) If the 1999 statewide target percentage is not at least two and one-quarter
percentage points higher than the statewide base percentage, the Commissioner of
Health shall determine the percentage by which the 1999 statewide target
percentage is not at least two and one-quarter percentage points higher than the
statewide base percentage. The percentage calculated pursuant to this paragraph
shall be called the 1999 statewide reduction percentage. If the 1999 statewide target
percentage is at least two and one-quarter percentage points higher than the
statewide base percentage, the 1999 statewide reduction percentage shall be zero.
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(4) (a) The 1995 statewide reduction percentage shall be multiplied by [thirty-four] $34
million [dollars] to determine the 1995 statewide aggregate reduction amount. If the
1995 statewide reduction percentage shall be zero, there shall be no reduction
amount.

(b) The 1996 statewide reduction percentage shall be multiplied by [sixty-eight] $68
million [dollars] to determine the 1996 statewide aggregate reduction amount. If the
1996 statewide reduction percentage shall be zero, there shall be no reduction
amount.

(c) The 1997 statewide reduction percentage shall be multiplied by [one hundred two]
million [dollars] to determine the 1997 statewide aggregate reduction amount.

If the 1997 statewide reduction percentage shall be zero, there shall be no 1997
reduction amount.

(d) The 1998, 2000, 2001, 2002, 2003, 2004, 2005, 2006, 2007, 2008, [and] 2009, 2 1
and 2011 statewide reduction percentage shall be multiplied by [one hundred two]
$ID-2 million [dollars] respectively to determine the 1998, 2000, 2001, 2002, 2003,
2004, 2005, 2006, 2007, 2008, [and] 2009, 2010, and 2011, statewide aggregate
reduction amount. If the 1998, 2000, 2001, 2002, 2003, 2004, 2005, 2006, 2007,
2008, [and] 2009, 2110. and 2011, statewide reduction percentage shall be zero
respectively, there shall be no 1998, 2000, 2001, 2002, 2003,. 2004, 2005, 2006,
2007, 2008, (and) 2009, 2010, and 2011, statewide reduction amount.
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(e) The 1999 statewide reduction percentage shall be multiplied by [seventy-six million
five hundred thousand dollars] $76.5 million to determine the 1999 statewide
aggregate reduction amount. If the 1999 statewide reduction percentage shall be
zero, there shall be no 1999 reduction amount.

(5) (a) The 1995 statewide aggregate reduction amount shall be allocated by the
Commissioner of Health among residential health care facilities that are eligible to
provide services to Medicare beneficiaries and residents eligible for payments pursuant
to [t]Title 11 of [a]Article 5 of the [s]Social [s]-$ervices [I]Law on the basis of the
extent of each facility's failure to achieve a one percentage point increase in the 1995
target percentage compared to the base percentage, calculated on a facility specific
basis for this purpose, compared to the statewide total of the extent of each facility's
failure to achieve a one percentage point increase in the 1995 target percentage
compared to the base percentage. This amount shall be called the 1995 facility
specific reduction amount.

(b) The 1996, 1997, 1998, 1999, 2000, 2001, 2002, 2003, 2004, 2005, 2006, 2007, 2008,
[and] 2009, 2010, and 2011, statewide aggregate reduction amounts shall for each
year be allocated by the Commissioner of Health among residential health care
facilities that are eligible to provide services to Medicare beneficiaries and residents
eligible for payments pursuant to [t]Title 11 of [a]Article 5 of the [s]Social (s) ervices
[I]Law on the basis of the extent of each facility's failure to achieve a two percentage
point[s] increase in the 1996 target percentage, a three percentage point increase in
the 1997, 1998, 2000, 2001, 2002, 2003, 2004, 2005, 2006, 2007, 2008, [and] 2009,
2010, and 2011, target percentage and a two and one-quarter percentage point
increase in the 1999 target percentage for each year, compared to the base
percentage, calculated on a facility specific basis for this purpose, compared to the
statewide total of the extent of each facility's failure to achieve a two percentage
point[s] increase in the 1996, a three percentage point increase in the 1997, and a

JAN 1 5 2010
TN

	

#09-25

	

Approval Date

Supersedes

	

#07-05

	

Effective Date APR - 1 2009



New York
47(x)(14)

Attachment 4.19-D
(04/09)

three percentage point increase in the 1998 and a two and one-quarter percentage
point increase in the 1999 target percentage and a three percentage point increase in
the 2000, 2001, 2002, 2003, 2004, 2005, 2006, 2007, 2008, [and] 2009, 2010, and
2011, target percentage compared to the base percentage. These amounts shall be
called the 1996, 1997, 1998, 1999, 2000, 2001, 2002, 2003, 2004, 2005, 2006, 2007,
2008, [and] 2009, 2010, and 2011. facility specific reduction amounts respectively.

(6) The facility specific reduction amounts shall be due to
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the state from each residential health care facility. and may be recouped by

the state in a lump sum amount from payments due to the residential health

care facility pursuant to title 11 of article 5 of the social services law.

(7) Residential health care facilities shall submit such

utilization data and information as the commissioner of health may require for

purposes of this section. The commissioner of health may use utilization data

available from third party payers.

(8)(a) On or about June 1, 1996, the commissioner of health

shall calculate for the period July 1, 1995 through March 31. 1996. statewide

target percentage, statewide aggregate reduction amount, and a facility

specific reduction amount in accordance with the methodology provided in

paragraphs 1(a), 3(a). 4(a) and 5(a) of this provision. The facility specific

reduction amount calculated in accordance with this paragraph shall be

compared to the 1995 facility specific reduction amount calculated in

accordance with paragraph 5(a) of this provision. Any amount in excess of the

amount determined in accordance with paragraph 5(a) of this provision shall be

due to the state from each residential health care facility and may be

recouped in the same manner as specified in paragraph 6 of this provision. If
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the amount is less than the amount determined in accordance with paragraph

	

5(a) of this provision, the difference shall be refunded to the residential

	

health care facility by the state no later than July 15 1996. Residential

	

health care facilities shall submit utilization data for the period July 1.

1995 through March 31, 1996 to the commissioner of health by April 15. 1996..

	

(b) On or about June 1, 1997, the commissioner of health shall

calculate for the period January 1. 1996 through November 30, 1996 a statewide

target percentage. a statewide reduction percentage, a statewide aggregate

reduction amount, and a facility specific reduction amount in accordance with

the methodology provided in paragraph 1(b). 3(b). 4(b) and 5(b) of this

provision. The facility specific. reduction amount calculated in accordance

with this paragraph shall be compared to the 1996 facility specific reduction

amount calculated in accordance with paragraph 5 (b) of this provision. Any

amount in excess of the amount determined in accordance with paragraph 5(b) of

this provision shall be due to the state from each residential health care

facility and may be recouped in the same manner as specified in paragraph 6 of

this provision. If the amount is less than the amount determined in

accordance with paragraph 5(b) of this provision, the difference shall be

refunded to the residential health care facility by the state no later than
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July 15. 1997. Residential health care facilities shall submit utilization

data for the period January 1, 1996 through November 30. 1996 to the

commissioner of health by April 15. 1997.
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a

	

F

r cne purposesThe Commissioner of Health sh all, to n amounts app ropriatedt
section adtust mQdical assistance rates of payment for services provided on and_afcer
October 1, 2004 through December 31. 2004 and annually thereafter for services
provided on and after January 1 2005, to Incl _ude aratejdiu ent tp asslst_ aualifyina
residehtlalhealth care facilities (RHCFsI, pursuant this section,

wi 0 of thi

rs
s f h CF's

fadli^eS with neg^ operating margins calcul

ents
operating margin over the most recent three-year period for which financial data are

the adjustments made or the period October 1. 2004 through December 31. 2004,

margin. as reported in the institutional cost report. shall be utilized for this Du se All

available from the RHCF-4 cost report or the institutional cost report. For ourp ses of

financial informa tion for the calendar years 2000 through 2002 shall be utilized. For
each subseauentrate year the financial data for the three-year period ending two years
prior to the alt bl a rate year shall be utilized for this aurpose.

Each facility operating margin for the roe yeaLpejdood_^ha11 be calculated by
subtra ing total operaUn_g_ex enses for the three-year period from _totaLoperating
revenues for the three-year period with th e result exores

	

as a Dercentaae._For
hospital-based R1:.4C 's for which an operating margin cannot be calculated on the basis
of the submitted cost reports- the sponsoring hospital's overall three -year operating

is ear
period shall be arrayed into quartiles based on the magnitude of the operating margin
Any facility with a positive operating margin for the most recent three-year period, a
negative nnerating margin that places the facility in the quartile of facilities with the

Turing the most recent year of the three-year period shall be disqualified from receiving
an adjustment pursuant to this section.

smallest negative operating margins, a positive total margin in the most recent year of
the three-year period or an average Medicaid utilization percentage of 50% or less v

For each facility remaining after the exclusions made pursuant to paragraph (c) of this
section the Commissioner of Health shall calculate the average annual operating loss for
the three-year period by subtracting total operating expenses for the three-year period
frog

El
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nct rev the
this purpose, for_hospital-based RHCFs for which the averag

	

aI operating
cannot be calculated on the basisiof subnai

	

cast reports the sponsoring hose l
annual opera to

the RHCF based on the proportion the RHCF s total revenues for the Period bears to the
total revenues reported by the sponsoring hosntbl.

CHIN'S nuali d
hi s average annual operating loss for the three-year period as lculated pursuant

e

i0o e applicable per entape shown in the tables below
rags negauve opera®na ma me 0

For a facility located in a county with a tots(

	

ulataon of 2004000 or more as
determined by the 2009 U.S. Census:

First Quartile (lowest operatinq'marains):

	

ercent
Second Quartile

	

15 rte, cent
Third Quartile

	

7.5 rent

QQ For a facility located in a county with a total population of fewer than 200 000 as

determined by the 2000 U.S. Census:

But Quartile (lowest o)eradna mar, iq nsl:

	

3S

	

rcent
Second Quartile

	

20 percent
Third Quartile

	

II S percent
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M "fie amount of any facilib(s financially disadvantaged RHCF distribution ca elated in
accordance with this section shall be reduced by the facilitys rate ear benefit of the

001 update to the regional ink rice a justment factors, if any, Afterail other
adjustments to a facility's financially disadvantaged RHCF distribution_ have been made
i,.,cor.daQce wit=is section, the amount of each facility's distribution shall be limited

0 ore an o, oo urine the Deriod Qctobei

2004 and during any suboauent annual rate mod.
2004 through Dece Im

The adjustment made to each ovalifying facility's Medicaid rate ofoayrnent determined
pursuant to the section shall be calculated by_div_i ina the facility's financially
disadvantaged RHCF distribution calculated in accordance with this section by the
facili s total Medicaid patient days reported in the cost report submitted two ears prior
to the rate year, provided however, that suc rate adjustments-for-the period October 1.
2004 through December 31, 2004. shall be calculated based on twenty-five percent of
each facility's reported total Medicaid patient da sy as reported in the applicable 2002
cost report. Such amounts will not be reconciled to reflect changes in_medical
assistance utilization between the year two years prior to the rate year and the rate
year,

^h The total amount of funds to be allocated and distributed fo financially disadvantaged
RHCF rate ju jents to el g(,ble_facilities for e_rate period in acc ordance with this
section shall be thirty million dollais fgr the period October 1, 2004 t hough December
31, 2004 and thjth..mi liMAoilars for annual rate periods on and -after January 1, 2005.
In the event the statewide _total of the rate adjustments determined pursuant to
paragra hag) of this section varies from thirty million dollars, _for the period October 1,
2004 through December 31, 2004 or-for any annual period thereafter, each a alt ing
facility's rate adjustment shall bepropgrtlona^ely increased or decreased _ such that the
total rate adjustments made pursuant to this section Is equal to thirty MjIllon dollars on
e, statewide basis,
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86-2.11 - Adjustments To Direct Component Of The Rate:

ILI Payments for 1986 and subsecuent rate years for the Direct Cv--^nent

	

of the rate as defined in subdivision (c) of section 2.10 of this Sub^a•t

shall be adjusted periodically as described in this section to reflect c arses

in the case mix of fac" 4t ies.

(. Facilities shall reoort to the deoartment chances in patient case mix

follows:

^. Full Reassessments: Facilities shall, on a schedule to be

established by the department, assess all their patients semi-annually and

submit patient review instruments pursuant to section 86-2.30 of this

Subpart.

	

The deoartment shall consider, in developing such schedule, that

for each of the six months in a semi-annual per;-d, there would be

submitted approximately 1/6 of the assessments --r all patients in the

state.

Assessment of patients admitted since the last assessment

period: Three months from the date facilities are scheduled to oer'orm

full reassessments, facilities shall assess oattie^ts admitted and st-11

residing in the facility since the last full assess-ent period.

	

patient

review instruments for Such patients shall be Submitted eursuant to

section 86-2,30 of this Subpart on a schedule to be established by tre

department.

	

The deosr*_men*_ shall consider, in developing Such schedule

that for each six mont°S in a Semi-9nn';al ^eripd there would be submitted

approxi-ately 1/6 Of"'? assessments of such new ?dmissions.
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(3) Notification to department of patients discharced since 'ast

assessment period: Facilities shall notify the department of any patients

assessed during the previous full reassessment period as descr4bed in

paragraph one of this subdivision and since discharged concurrent with the

submissions required by paragraph (2) of this subdivision for patients

admitted since the last assess^ent period.

	

_

(c) Payment Rates for the Direct Comoonent of the rate as defined in

subdivision (c) of section 86-2.10 of this Subpart shall be adjusted, on a

facility specific basis for changes in patient case mix retroactive to the

beginning date of the month in which the assessment of patients was scheduled

by the department and performed by the facility.

^d)

	

Adjusted payment rates shalt be deter-pined :i recalcuIatira a

	

facility's number of patients in each patient class "'cation group as a result

of the submissions in accordance with this section and such results shall be

used in the calculation of the facility specific direct adjusted payment price

ero day pursuant to oaragraoh four of subdivision (c` of secticn S5-?.10 of

this Subpart.

e

	

Trendino:

	

Payment rates for • he ,.no..at^no .c-pnnent „f

	

rata as

	defined in paragraph (2) of subdivision (ti) of secti_n G5-2_10 of -h:s Subpart

may beadiusted for changes i n the t ► end 9-1ctcrc r)ri-"illy orn^ulcj -ed by 11 e

deoart-^ent in acror^+ ^nre wit'
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(a) The operating cost component of residential health care facilities (RHCF's) rates

of payment effective for the January 1, 2007 through December 31, 2007 and

	

January 1, 2008 through December 31, 2008 rate periods, respectively, shall

consist of the sum of the Direct, Indirect and Non-Comparable components of

the rate

(1) in effect as of October 1, 2006 and adjusted for inflation to the 2007 rate
period;

(2) in effect as of December 31, 2006 and adjusted for inflation to the 2008 rate
period;

(3) the rates shall be further adjusted as follows:
i. a. per diem add-on reflecting the proportional amount of each facility's

projected Medicaid benefit to total Medicaid benefit for all facilities of the

imputed rate methodology to be effective [January 1] April 1. 2009,

including use of the allowable operating costs as reported in each

facility's 2002 calendar year cost report, adjusted for inflation to the

applicable rate period and reflecting the expiration of the productivity

and efficiency limitation and the fiscal and administrative cap
adjustments; and

H. for those facilities which do not receive a benefit from the incorporation
of 2002 allowable operating costs, rates for 2007 and 2008 shall be
adjusted by a per diem add-on reflecting a proportional benefit of the
expiration of the productivity and efficiency limitation and the fiscal and
administrative cap adjustments.

(4) aggregate Medicaid payments for the rate adjustments as stated in (i) and
(ii) of paragraph (3) of this section will not exceed $137.5 million for the
2007 rate period, and $167.5 million for the 2008 rate period.

(b) Additionally, the rates effective January 1, 2007 and January 1, 2008 shall

(1) include any revisions to the 2006 rates occurring on and after January 1,

2007. Such revisions shall be incorporated into the 2007 and 2008 rate

periods on an annual basis on or about November 30, 2007 and November

30, 2008, respectively. These rate adjustments shall be made on a

retroactive and prospective basis;
(2) include the cost of local property taxes and payments made in lieu of local

property taxes as reported in each facility`s cost report for the period two

years prior to the rate period;
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(3) not be subject to case mix adjustments; however, a facility may request such
adjustment for increased case mix equal to or greater than .05 if such facility
submits supporting documentation based on a full house schedule of patient
review instruments, and continues to do so in accordance with it's existing
submission schedule for rate periods through December 31, 2008.

(c) Voluntary not-for-profit facilities shall not be required to deposit reimbursement
received for depreciation expense into a segregated depreciation account for
periods on and after January 1, 2007.

(d) Effective [January] April 1, 2009, the operating component of rates of payment
shall consist of the sum of the Direct, Indirect and Non-Comparable components
based on allowable operating costs and statistical data as reported in each
facility's cost report for the 2002 calendar year, adjusted for inflation on an
annual basis.

(1) For facilities which do not benefit from the use of 2002 cost report data, the
operating component of the rates shall not be less than the operating
component in effect for the 2008 rate period, adjusted for inflation on an
annual basis.

(2) For facilities with an operating cost component which is based on allowable

	

costs from a calendar year cost report subsequent to 2002, the rates shall
remain on such costs.

(3) Effective for the period January 1, 2007 through December 31, 2011,
appointment of a receiver, establishment of a new operator, or replacement
or renovation of an existing facility that occurs on or after January 1, 2007,
shall not result in a revised operating component of the rates unless an
application for these changes is filed with the Department of Health by
December 31, 2006, which is subsequently approved and which otherwise
meets existing Department criteria for the establishment of a new base year
for rate-setting purposes.
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(5) Cost reports submitted by facilities for the 2002 calendar year or any subsequent
year used to determine the operating component of the 2009 rate shall be subject
to audit through December 31, 2014. Facilities will therefore retain all fiscal and
statistical records relevant to such costs reports. Any audit of the 2002 cost report,
which is commenced on or before December 31, 2014, may be completed
subsequent to that date and used for adjusting the Medicaid rates that are based
on such costs.

(e) Additionally, the operating component of the rates effective [January] April 1, 2009
shall
(1) be subject to a case mix adjustment through application of the relative [r]Resource

[u]Utilization [g]Groups [s]System (RUGS-III) used by the federal government for
Medicare, [and] revised [by state regulation] to reflect NYS wage and fringe
benefits, and based on Medicaid only patient data. New York State wages are used
to determine the weight of each RUG. The cost for each RUG is calculated using
the relative resources for registered nurses, licensed practical nurses, aides,
therapists, and therapy aides using the 1995 - 97 federal time study. The minutes
from the study are multiplied by the NY average dollar per hour to determine the
fiscal resources needed to care for that patient type for one day. This amount is
multiplied by the number of patients in that RUG. RUG weights are assigned based
on the distance from the statewide average. The RUGS-III weights shall be
increased for the following resident categories:
(i) 30 minutes for impaired cognition A;
(ii) 40 minutes for impaired cognition B; and
(iii) 25 minutes for reduced physical functions B.

Medicaid only [C]case mix adjustments shall be made in January and July of each

	

calendar year. The adjustments and related patient classifications for each facility shall
be subject to audit review in accordance with regulations promulgated by the
Commissioner of Health,[;] and effective January 1, 2009 shall
(2) incorporate the continuation, through 2009 and subsequent years, of the

adjustment for extended care of persons with traumatic brain injury in accordance
with the provisions of this Attachment;

(3) incorporate the continuation, through 2009 and subsequent years, of the
adjustment for the cost of providing Hepatitis B vaccinations in accordance with the
provisions of this Attachment;

(4) reflect a per diem add-on of $8, trended from 2006 to 2009 and thereafter, for
each patient who:

TN #09 -02

	

Approval Date

	

JUL 3 Q 2009

Supersedes TN #06-39

	

Effective Date

	

APR - 1



New York
50(c)

Attachment 4.19- D

0)

	

Qualifies under both RUG-III impaired cognition and behavioral
problems categories; or

ii

	

has been diagnosed with Alzheimer's disease or dementia and is
classified in reduced physical functions A, B or C, or in behavioral
problems A or B categories, and also has an activities of daily living
index of ten or less;

	

(55) reflect a per diem add-on of $17, trended from 2006 to 2009 and thereafter,
for each patient whose body mass index is greater than thirty-five (35);

	

(6) reflect the cost of local property taxes and payments in lieu of local property
taxes, as reported in each facility's cost report for the period two years prior
to the rate year.

(f^ Direct component of the rate.
fl allowable costs for the direct component of the rate shall include costs

reported in the following functional cost centers on the facility 's annual cost
report (RHCF-4) or extracted from a hospital-based facility 's annual cost
report (RHCF-2) and the institutional cost report of its related hospital, after
first deducting for capital costs and allowable items not subject to trending.

nursing administration;
ii

	

activities;
iii

	

social services;
iv

	

transportation;
physical therapy (including associated overhead);

vi

	

occupational therapy (including associated overhead);
vii

	

speech therapy (including associated overhead);
viii

	

central service supply; and
ix

	

residential health care facility.
For purposes of calculating the direct component of the rate, the Department
shall use the methodology provided in this Attachment, except as provided in
subparagraph (3) of paragraph (f) regarding the determination of the
allowable cost ceiling:
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For purposes of computing the cost ceilings for the direct component,
facilities shall be organized into peer groups consisting of:
fil free-standing facilities with certified bed capacities of less than 300

beds;
OH free-standing facilities with certified bed capacities of 300 beds or more:

and
iii) hospital-based facilities.

^4) In determining the direct cost component, for each peer group, a corridor
shall be developed around the statewide mean direct price per day, provided,
however, that the corridor around each mean direct price per day shall have
a base no less than eighty-five percent and no greater than ninety percent of
each mean direct price per day, and a ceiling no greater than one hundred
fifteen percent and no less than one hundred ten percent of each mean
direct price per day, and further provided, however, that the total financial
impact of the application of the ceiling shall be substantially equal to the total
financial impact of the application of the base.
Public facilities, and non-public facilities with fewer than 80 certified beds,
which have a facility specific direct adjusted price per day that is equal to the
applicable ceiling shall have such price per day adjusted by an addition of
50% of the difference between the facility specific price per day and the
ceiling price per day. The adjustment to the direct price per day shall be
increased to the rate year by the applicable inflation factor, and adjusted by
the regional direct input price factor.

,(g,) Indirect component of the rate.
,(1) Allowable costs for the indirect component of the rate shall include costs

reported in the following functional cost centers on the facility's annual cost
report (RHCF-4) or extracted from a hospital based facility's annual cost
report (RHCF-2) and the institutional cost report of its related hospital, after
first deducting for capital costs and allowable items not subject to trending:
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0

	

fiscal services;
OH

	

administrative services;
fin

	

plant operations and maintenance (with the exception of utilities and
real estate and occupancy taxes);

iv

	

grounds:
Lyj

	

security;
NO laundry and linen;
vii

	

housekeeping;
viii

	

patient food services;
ix

	

cafeteria:
Lxj

	

non-physician education;
xi

	

medical education;
xii

	

housing; and
xiii

	

medical records.

For purposes of calculating the indirect component of the rate, the
Department shall use the methodology provided in this Attachment, except
as provided in subparagraph (3) of paragraph (g regarding the
determination of the allowable cost ceiling:

LQ For purposes of computing the cost ceilings for the indirect component,
facilities shall be organized into peer groups consisting of:

0

		

' free-standing facilities with certified bed capacities of less than 300
beds;

OH

	

free-standing facilities with certified bed capacities of 300 beds or
more; and
hospital-based facilities.

f In determining the indirect cost component, for each peer group, a corridor
shall be developed around the statewide mean indirect price per day,
provided, however, that the corridor around each mean indirect price per day
shall have a base no less than eighty-five percent and no greater than ninety
percent of each mean indirect price per day, and a ceiling no greater than
one hundred fifteen percent and no less than one hundred ten percent of
each
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mean indirect price per day, and further provided, however, that the total
financial impact of the application of the ceiling shall be substantially equal to
the total financial impact of the application of the base.

M Public facilities, and non-public facilities with fewer than 80 certified beds,
which have a facility specific indirect adjusted price per day that is equal to
the applicable ceiling shall have such price per day adjusted by an addition of
50% of the difference between the facility specific price per day and the
ceiling price per day. The adjustment to the indirect price per day shall be
increased to the rate year by the applicable inflation factor, and adjusted by
the regional indirect input price factor.

,(h) Non-comparable component of the rate.
The non-comparable component of the rate shall consist of costs, which
represent allowable costs reported by a facility, which because of their nature
are not subject to peer group comparisons.
Allowable costs for the non-comparable component of the rate shall include
the costs associated with supervision of facility volunteers and costs reported

	

in

	

the following functional cost centers as reported on the facility's annual
cost report (RHCF-4) or extracted from a hospital based facility's annual cost
report (RHCF-2) and the institutional cost report of its related hospital, after
first deducting capital cost and allowable items not subject to trending:

	

jib,

	

laboratory services
OH ECG
IM EEG

	

iv

	

radiology

	

)

	

inhalation therapy

	

vi

	

podiatry

	

vii

	

dental

	

viii

	

psychiatric

	

ix

	

speech and hearing therapy - (Hearing Therapy Only,)

	

Ux,)

	

medical director office

	

xi

	

medical staff services
utilization review

Lx LM) other ancillary

	

xiv

	

plant operations and maintenance - (cost for utilities and real estate
and occupancy taxes)

,() pharmacy (including administrative overhead for pharmacy and costs
of non-prescription drugs.and supplies).
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Capital component of the rate.
The allowable facility specific capital component of the rate shall
include allowable capital costs determined in accordance with §86-
2.19, 86-2.20, 86-2.21 and 86-2.22 of this Subpart and costs of other
allowable items determined by the Department to be non-trendable
divided by the facility's patient.days in the base Year determined
applicable by the Department.

^j^(1) For rate periods on and after January 1, 2007, no less than 65% of the
additional Medicaid reimbursement received by a facility from the
proportional add-on related to the projected 2002 reported base year costs,
must be used for recruitment and retention of non-supervisory or other direct
resident-care workersor-for purposes authorized under the Quality
Improvement Demonstration Program. However, facilities shall not be
recauired to spend more than 75% of the additional Medicaid reimbursement
for these purposes.
The Commissioner of Health is authorized to perform audits of the facilities to
ensure compliance with the requirement established in subparagraph (1) of
this paragraph (j), and may recoup any amount determined to be used for
other purposes. The Commissioner may waive the requirements for this
mandatory use of this Medicaid reimbursement on request of a facility, if-it is
determined that the funds are not available for these purposes because the
have been used to correct deficiencies at a facility that constitute a threat to
resident safety.

Lk) For the rate periods after 2009 which utilize reported costs from a base year
subsequent to 2002, the following categories of facilities shall receive rates that
are no less than-the rates that were in effect for such facilities on December 31,
2006, trended to the applicable rate year:

AIDS facilities or discrete AIDS units;
0 discrete units for residents on long-term inpatient rehabilitation for traumatic

brain injury;
Q long-term ventilator discrete units;
^4) discrete units providing specialized programs for residents requiring

behavioral interventions; and
facilities or discrete units that provide extensive nursing, medical,
psychological and counseling services solely for children.
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Part I

(c) Beginning April 1, 1991, the commissioner, in accordance with the

methodology developed pursuant to subdivisions (d), (e) and (f) of this

section, shall establish trend factors for residential health care

facilities to project allowable cost increases for the effects of inflation

during the effective period of the reimbursement rate. The allowable basic

rate prior to the addition of capital costs and depreciation and interest

related to movable equipment shall be trended, beginning on April 1, 1991,

to the applicable rate year by the trend factors developed in accordance with

subdivisions td) through (f) of this section.

(d) The methodology for developing the trend factors shall be established

by a panel of four independent consultants with expertise in health economics

appointed by the commissioner.

(e) The methodology for developing the trend factors shall include the

appropriate external price indicators and the data from major collective

bargaining agreements as reported quarterly by the Federal Department of

Labor, Bureau of Labor Statistics, for nonsupervisory employees.
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(f) (1) On or about September first of each year, the consultants

shall provide to the Commissioner and the State Hospital Review and Planning

Council, the methodology to be used to determine the trend factors for the rate

period, commencing on the next January first. The Commissioner shall monitor the

actual price movements during these periods of the external price indicators used

in the methodology, shall report the results of the monitoring to the consultants
and shall implement the recommendations of the consultants for one prospective

interim annual adjustment to the initial trend factors to reflect such price

movements and to be effective on January first, one year after the initial trend

factors were established.

(2) Notwithstanding the dates specified in paragraph (1), the

consultants shall provide as soon as possible to the Commissioner and the State

Hospital Review and Planning Council, the methodology to be used to determine the

trend factor for the rate period April 1, 1991 to December 31, 1991. One

prospective interim annual adjustment for this rate period shall be made on
January 1, 1992 and one prospective final annual adjustment for this rate period

shall be made January 1, 1993.

(3) for rate periods on and after April 1. 2000, the commissioner

	

shall establish trend factors for rates of payment for state governmental

agencies to project for the effects of inflation .* The factors shall be applied

to the appropriate portion of reimbursable costs

(a) In developing trend factors for such rates of payment the

commissioner shall use the most recent Congressional Budget Office estimate of

the rate year's U.S. Consumer Price Index for all urban consumers published in

the Congressional Budget Office Economic and Budget Outlook after June first of

the rate year prior to the year for which rates are being developed

(b) After the final U.S. Consumer Price Index (CPI) for all urban

consumers is Published by the United States Department of Labor. Bureau of Labor
Statistics. for a particular rate year, the commissioner shall reconcile such

final CPI to the projection used in subparagraph (a) of this paragraph and any
difference will be included in the prospective trend factor for the current year.

(c) At the time adjustments are made to the trend factors in

accordance with this paragraph adjustments shall be made to all inpatient rates

of Payment affected by the trend factor adjustment

G Vii(? JUN 0 6 2001

Dale JAN 01 2000

APR 01 2000



New York
51(a)(1)

Attachment 4.19-D
4/09)

(g) For reimbursement of services provided to patients for the period April 1, 1995

through December 31, 1995, the trend factors established in accordance with

subdivisions (d), (e) and (f) of this section shall reflect no trend factor projections

applicable to the period January 1, 1995 other than those reflected in 1994 rates

of payment and provide further, that this subdivision shall not apply to use of the

trend factor for the January 1, 1995 through December 31, 1995 period, any

interim adjustment to the trend factor for such period, or the final trend factor for

such period for purposes of projection of allowable operating costs to subsequent

rate periods. The Commissioner of Health shall adjust such rates of payment to

reflect the exclusion of trend factor projections pursuant to this subdivision. For

reimbursement of services provided to patients effective April 1, 1996 through

March 31, 1997, the rates will be established by the Commissioner of Health

without trend factor adjustments, but shall include the full or partial value of the

retroactive impact of trend factor final adjustments for prior periods.* For

reimbursement of services provided to patients on and after April 1, 1996 through

March 31, 1999 and for payments made on and after July 1, 1999 through March

31, [2009] 2011, the rates shall reflect no trend factor projections or adjustments

for the period April 1, 1996 through March 31, 1997.

(h) For reimbursement of nursing home services provided to patients beginning on
and after April 1, 2006 through March 31, 2011, the Commissioner of Health shall
apply a trend factor projection of 2.25% attributable to the period January 1,
2006 through December 31, 2006. Upon reconciliation of this trend factor in
accordance with the previously approved state methodology, the final 2006 trend
factor shall be the U.S. Consumer Price Index (CPI) for all Urban Consumers, as
published by the U.S. Department of Labor, Bureau of Labor Statistics, minus
0.25%.

(i) For reimbursement of nursing home services provided on and after April 1, 2007,

the Commissioner of Health shall apply a trend factor equal to 75% of the

otherwise applicable trend factor for calendar year 2007 as calculated in

accordance with paragraph (f) of this section.

(j) For reimbursement of nursing home services provided on and after April 1, 2008,
except for the nursing facilities which provide extensive nursing, medical,
psychological, and counseling support services to children, the Commissioner of

Health shall apply a trend factor equal to 65% of the otherwise applicable trend
factor for calendar year 2008 as calculated in accordance with paragraph (f) of
this section.
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(k)

	

For rates of payment effective for nursing home services provided on and after
January 1, 2009 through March 31, 2009, the otherwise final trend factor attributable
to the 2008 calendar year period shall be adjusted such that any increase to the
average trend factor for the period April 1, 2008 through December 31, 2008 shall
be reduced, on an annualized basis, by 1.3% and no retroactive adjustment to such
2008 trend factor shall be made for the period April 1, 2008 through December 31,
2008. Effective on and after April 1, 2009, the otherwise applicable final trend factor
attributable to the 2008 calendar year period shall be zero.

For rates of payment effective for nursing home services provided on and after
January 1, 2009 through March 31, 2009, a trend factor equal to the otherwise
applicable trend factor attributable to the period January 1, 2009 through December
31, 2009, as calculated in accordance with paragraph (f) of this section, less 1%
shall be applied. Effective on and after April 1, 2009, the otherwise applicable trend
factor attributable to the 2009 calendar year period shall be zero.

For rates of payment effective for nursing home services provided for the period
January 1, 2010 through March 31, 2010, the otherwise applicable trend factor
attributable to the 2010 calendar year period shall be zero.

(n)

	

For rates of payment effective for inpatient services provided by residential health
care facilities [nursing home services provided] on or after April 1, 2010, except for
residential health care facilities that provide extensive nursing, medical,
psychological, and counseling support services to children, the otherwise applicable
trend factor attributable to the 2010 calendar year period shall be zero.

Effective July 1, 1994, payment rates for the 1994 rate setting cycle will be calculated using
the proxy data described in this section that is available through the third quarter of 1993. Proxy
data, which becomes available subsequent to the third quarter of 1993, will not be considered in
setting or adjusting 1994 payment rates.

*This means that since the rates for the April 1, 1996 through March 31, 1997 period are
based on 1983 base year costs trended to this period, the rate impacts of any differences
between, say, the final value of the 1995 trend factor and the preliminary 1995 trend factor value
that may have been used when initially calculating the rate, would be incorporated into the rates
for the April 1, 1996 through March 31, 1997 rate period.
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TREND AND ROLL FACTORS:

The auz orization of an independent Panel of Health Economists

to develop trend factors used in the residential health care

facility reimbursement methodology is contained in statute. The

	

following [are] is a summary of the m
ajor components of the trend

factors methodology as adopted by the Panel of H
ealth Economists.

The actual proxies used i
n the calculation of the 

-trend

factors are listed in p. 51 
(c) (d) (e) and (f). The pro

xies adopted

by the Panel as listed in p. 
51 (c) (d) (e) and (f) may ch

ange back to

the beginning of the year 
when data upon which a pro

xy is based

becomes unavailable or by 
recommendation of the Pane

l of Health

Economists who statutorily 
are authorized to determine

 the trend

factor methodology.

Protection Methodologies

Labor - In order to quan
tify the labor price mov

ement

component of the trend facto
r, national proxies are used

, adjusted

by a Regional Adjustment Fa
ctor (RAF) to estimate New 

York State

experience. These proxies are weighted
 to produce a composite

labor price movement. In cal
culating the initial and rev

ised trend

factors for a given year, a
 projection methodology for

 the labor

price movements is used sinc
e actual data for the year a

re not yet

available. The projections are based
 on the compounding of

quarterly increases in the 
proxies for the four latest

 available

quarters of data. The final 
trend factor calculations ar

e based on

actual proxy data for the
 trend factor year compar

ed to the

preceding year.

All but one of the [some] l
abor proxies measure increa

ses in

compensation and therefore
 reflect changes in both s

alaries and

fringe benefits. The labor [proxies] proxy w
hich measures only

changes in wages and salari
es [are] is adjusted by a Compensatio

n

Factor (the ration of the 
percent change in the Empl

oyment Cost

Index-Compensation to the Em
ployment Cost Index-Wages an

d Salaries)

[for the appropriate series] to in
corporate fringe benefits

changes.

Non-Labor - A number cf diff
erent proxies are used to me

asure

once mcvements in non-lab
or [related] expenses inc

urred h•r

facilities. In calculating the initial a
nd revised trend factors,

an estimate of the non-labor
 price movement is made base

d upon the

	

projection of the GDP [GNP
] Implicit Price Deflator.

- The final

trend factor-calculations ar
e made using the actual chan

ges in the

non-labor proxies.
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Attachment 4.19-0
Part 14

86-2.13 Adjustments to provisional rates based on errors. (a) Errorsresulting from submission of fiscal and statistical information by a
residential health care facility may be corrected if brought to the attentionof the State Commissione.rof Health within 120 days of receipt of the
commissioner 's initial rate computation sheet. Errors on the part of the
State Department of Health resulting from the rate computation process may be
corrected if brought to the attention of the commissioner within 120 days of
receipt of the commissioner's initial rate computation sheet. Subsequent
errors on the part of the-.State Department of Health resulting from the
revision of a rate may be -corrected if brought to the attention of the
commissioner within 30 days of receipt of the commissioner's revised rate
computation sheet.

	

In no event, however, shall a facility have less than 120
days from receipt of the initial rate computation sreets to bring errors to
the attention of the commissioner.

	

(b) Rate appeals pursuant to this section, if not cor:^ enced within 120
days of receipt of the ccrrmissioner's initial rate cc-I-Putation sheet, may be
initiated at time of audit,of the base year cost figures at or prior to the
audit exist conference. Such rate appeals shall be r.ecogniZed only to the
extent that they are based upon errors in the cost and/or statistical data
submitted by the residential health care facility, or by revisions initiated
by a third-party fiscal interrr,ediary, or in the case of a governmental
facility, by the sponsor ggvernrnent or errors grade by the Oepartment of Health.
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Attachment 4.190

Part I

ift

86-2.14 Revision in Certified Rates. (a) The State Commissioner of Health may consider

only those applications for revisions of certified rates which are based on:

(1) cost reports filed pursuant to subdivision (e) of section 86-2.2 of this Subpart. Such

rate shall become effective on the first day of the [six-month] twelve-month period referred to in section

86-2.2(e) of this Subpart;

(2) six-month cost reports filed pursuant to sections 86-2.10(k)(6) and /or 86-2 15(e) Such

rate shall become effective on the first day of the six -month period referred to in sections 86-2.10(k)(6)

and 86-2.15(e) of this Subpart:

[(2)]u errors made by the Department in the rate calculation process and errors in data

submitted by a medical facility which have been brought to the attention of the commissioner within the

time limits prescribed in section 86-2.13 of this Subpart. This paragraph shall not apply to the patient

assessment process as contained in section 86-2.30 of this Subpart;
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Part I

[(3)] significant increases in overall operating costs of a residential health care facility resulting

from the implementation of additional programs or services specifically mandated for the facility by the

commissioner;

[(4)]Q significant increases in the overall operating costs of a residential health care facility

resulting from capital renovation, expansion, replacement or the inclusion of new programs or services

approved for the facility by the commissioner:

[(5)],( request for waivers of any provisions of this Subpart for which waivers may be granted .by

the commissioner as prescribed in specific sections; [and]

[(6)](71 alternative means of allocating costs in the cost-finding process which have been submitted

with the annual cost report (AHCF-4c) and approved [in accordance with Section 458.2(b) and (c)]; and

[(7)][s2 requests for relief from the provisions of section 86.2.25 of this Subpar relating to

compensation of other than the administrativ e type of services rendered by an operator or relative of an

operator. Such requests must contain sufficient documentation to demonstrate
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that the services rendered are necessary and are reasonably related to the effiCient production of such

services .
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Part I

(b) An application by a residential health care facility for review of a certified rate is to be submitted

	

on forms provided by the Department and shall set forth the basis for the appeal and the issues of fact.

Documentation shall accompany the application, where appropriate, and the Department may request such

additional documentation as determined necessary. An application based upon error shall be submitted

within the time limit set forth in section 86 -2.13 of this Subpart. Beginning with appeals for rate year 1983

and, on an annual basis thereafter for all subsequent rate year appeals, the Commissioner shall act upon

all properly documented applications for a rate year based upon errors within one year of the end of the

120-day period referred to in section 86-2.13(a) of this Subpart. The Commissioner shall act upon all other

property documented applications for a rate year
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Attachment 4.19-0

Part U

appeal submitted pursuant to paragraphs (1) and (3) - j of subdivision (a)

of this Subpart within one year of the aforementioned 120-day period. or the

receipt of such applications, whichever date is later. In the event the

Department requests additional documentation, the one year time limit shall be

extended f or a r",itu •' l y agreed upon time period for receipt of the

documentation established by the Commissioner in conjunction with the

residential health care facility. The deadline will be set according to the

	

nature and quantity of documentation necessary. The one-year time limit shall

not apply to rate appeals submitted pursuant to section 86-2.13 (b) of this

Subpart.

(1) The affirmation or revision of the rate upon such staff review

shall be final, unless within 30 days of its receipt a hearing is

requested, by registered or certified mail, before a Rate Review Officer

on forms supplied-by the Cepartment. The request shall contain a

statement of factual issues to be resolved. The facility may submit

memoranda on legal issues which it deems relevant to the appeal.

(2) Where the Rate Review Officer deter-hires that there is no

factual issue, the request for a hearing snail be denied and the facility

notified of such deter-ir;:ion.

	

The Rate Review Officer, where he

determines that there is factual issue, shall iss u e a. notice of hearing

establishing the date, t4- e and place of the hearing and setting forth the

	

factual issues as deter-: ^ed ty such ;,fficer.

	

The hearing shall be held

in conformity with the ;.r-:isicns of :he P nlic tiealth law section 12-a

and the State Administr!:14e ?rocecjre ',ct.
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Part If

(3) The recommendation of the rate Review Officer shall be submitted

to the commissioner of Health for final approval or disa
pproval and

recertification of the rate where appropriate.

(4) The procedure set forth in this subdivision shall apply 
to all

applications for rate reviews which are pending as of A
pril 1, 1978. Rate

appeals filed prior to April 1, 1978, will not be requi
red to be

resubmitted subsequent to April 1, 1978.

(c) Any modified rate certified under paragraph (3) and (4)
 of

subdivision (a) of this section shall be effective on t
he first day of the

month in which the respective change is operational.

(d) In reviewing appeals for revisions to cert':ied rates th
e

	coarnissioner may refuse to accept or consicer an ap;e 1 from a residential

health care facility:

(1)

	

providing an unacceptaDie level of care as determined after

review by the State Hospital Review and Planning Council;

-(2) operated by the sa e manage-ent amen it is determined by the

department that this ,nanager-ent is provi;ir.g an uriaccept.ble level of care

as determined after review by ..".e State Hospital review and Planning

Council in one of its facilities;

(3) where it has teen ,e e r-1ned ty --'e c:-.issioner that the

operation is being conc..:_e: oy a person or persons not
 properly

established in accorCarc

	

itn tr.e Public Health Law;

(4) where a fine or enaltj

such fine or penalty
has not teen

'a

8,2,-30 •

	

laxpu

his _een imposed on the facility ana
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In such instances the provisions of subdivision (c) of this section sha
ll not

be effective until the date the appeal is accepted.by the commissicner.

(e) Any residential health care facility determined after review by the

State Hospital Review and Planning Council to be providing an unaccept
able

level of care shall have its current reimbursement rate reduced by 1C p
ercent

as of the first day of,the month following 30 days after the date of t
he

determination. This rate.reduction shall remain in effect for a one-month

period or until the first day of the month following 30 days after a

determination that the level of care has been improved to an acceptabl
e level,

whichever is longer. Such reductions shall be in addition to any revision of

rates based on audit exceptions.

(f) ?eserved.
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86-2.15 Rates for residential health care facilities without adequate cost experience.

	

(a)(1) This subdivision shall apply where the fiscal and statistical data of the facility are unavailable

through no fault of the provider or its agents, and due to circumstances beyond its control. or when there

is a new facility without adequate cost experience as set forth in subdivision (e) of section 86-2.2 of this

Subpart.

(2) The appointment of a receiver or the establishment of a new operator for an ongoing facility

shall not be considered a new facility for the purpo ses of this section. Reimbursement for such receiver

or new operator shall be in accordance with sections 86-2.10 and 86-2.11 of this Subpart.

(b) The rates certified for such residential health care facilities as set forth in subdivision (a) of this

section, shall be determined in accordance with the following:

(1) Except as loentitled in paragraph (5) (6) and (71 of this subdivision, for the first three months

of operation, the direct component of the rate shall be equivalent to the statewide (base) megn direct case

mix neutral cost per day after application of the RDIPAF as determined pursuant to section 86 -2.10 of this

Subpart. The facility shall perform an assessment of all patients, pursuant to section 86-2.30 of this

Subpart, at the beginning of the fourth month of operation and at the beginning of each third

4 96TN
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Part I

month thereafter until the end of the (six-month) twelve-month cost report period referred to in section 86-

2.2(e) of this Subpart or if applicable, the six-month cost report identified in subdivision (e) of this section.

The direct component of the rate shall be adjusted pursuant to section 86-2.10 of this Subpart, effective

the first day of the month of each assessment period, based on the facility's case mix.

(2) Except as identified in paragraph (5), 6 and 7 of this subdivision, for the first three months

of operation, the indirect component of the rate shall be equivalent to a blended [base] mean price for the

applicable affiliation group as identified in subdivision (d) of section 86.2.10 of this Subpart. The blended

(base] mean price shall be established using a proportion of 60 residents in the high case mix index peer

	

group and 40 residents in the low case mix index peer group both as identified in subdivision (d) of 86-2.10

of this Subpart, adjusted by the RIIPAF. Effective on the first day of the fourth month the indirect

component shall be the (base] mean price determined using the facility's PRI's and adjusted by the RIIPAF.
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(3) the non -
comparable component of the rate shall be determined on the basis of generally applicable

factors, including but not limited to the following:

(i) satisfactory cost Projections;

(ii) allowable actual expenditures;

(iii) an anticipated average utilization of no less than 90 percent.

	

(4) Rates established pursuant to this subdivision shall also include an adjustment pursuant to subdivision

(u) of section 86-2.10 of this Subpart.
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(5) Acquired Immune Deficiency Syndrome (AIDS). Except as identified in subparagraph (v) of this

paragraph, a facility which is approved as a distinct AIDS facility or has a discrete AIDS unit pursuant to

Part 710 of this Title, shall have rates established pursuant to this subdivision as follows:

(i) The direct component of the rate shall be determined in accordance with paragraph (1) of this

subdivision provided, however, that the direct [base] man [price] rate for the first three months of operation

shall be determined pursuant to an approved facility's projection of case mix. The dir ect component of the

rate shall be enhanced by an increment which shall be determined on the basis of the difference between

budgeted costs of care and staffing levels for AIDS patients in specific patient classification groups and the

costs of care and staffing levels for non -AIDS patients which are classified in the same patient classification

groups based on data submitted by a facility. The increment to be included in the facility's rate pursuant

to this subparagraph shall be approved by the commissioner, but in no event shall the increment be greater

than 1.0. The direct component of the rate shall also be Increa sed by an occupancy factor of 1.225.

(ii) The indirect component shall be determined In accordance with paragraph (2) of this subdivision

provided however, that the indirect (base] mean price for the first three months of operation shall be

determined pursuant to an approved facility's projection of case mix. The indirect component of the rate

shall be increased by the AIDS factor as determined pursuant to section 86-2.10(p) of this Subpart.

(iii) The allowable costs for the central service supply functional cost center as listed in paragraph

(1) of section 86-2.10(c) shall be considered as a non -comparable cost.
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(iv) Rates developed pursuant to this paragraph shall remain in effect until a facility submits twelve-

month financial, and statistical data pursuant to subdivision (e) of section 86-2.2 of this Subpart.

(v) Notwithstanding the provisions of subparagraph (i), (ii) and (iii) of this paragraph, .any facility

which prior to April 1, 1991 has a rate approved and certified by the commissioner pursuant to

section 2807 of the Public Health Law, which includes AIDS specific adjustments pursuant to this

Subpart, or has been approved as an AIDS specific facility by the Public Health Council, and/or

	

has had a cert ificate of need application approved or conditionally approved pursuant to Part 710

of this Title for the operation of a discrete AIDS unit shall have its rate determined in accordance

with the following:

(a) The direct component of the rate shall be based on the statewide ceiling direct case

mix neutral cost per day after application of the RDIPAF as determined pursuant to section

86-2.10 of this Subpart and a case mix proxy for AIDS patients established by the

subparagraph, and increased by an occupancy factor of 1.225. The case mix proxy for

AIDS patients shall be determined as fol

	

:

(1) A facility which was approved based on a written application for establishment and/or

construction which indicated that a majority of its AIDS patients would fall into patient classification

groups with a case mix index exceeding 0.83 prior to application of any AIDS factors or increments

identified in Oft subdivision shall be assigned , a case mix proxy as determined by the following:

(I) For its first three months of operation, the f acility shall be assigned a case mix proxy of

2.32.
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(ii) The indirect component of the rate for facilities identified in subdause (2) of this clause shall
be equivalent to the ceiling indirect price per day of the low intensity peer group established pursuant to
paragraph (2) of subdivision (d) of section 86 -2.10 of this Subpart after application of the RIIPAF as
determined pursuant to section 86-2.10 of this Subpart and increased by the indirect AIDS factor as
determined pursuant to subdivision (p) of section 86 -2.10 of this Subpart.

(4) For purposes of this subparagraph, the allowable costs for the central service supply func tional
cost center as listed in paragraph (1) of section 86-2.10(c) shall be considered a non -comparable cost.

(5) Rates developed pursuant to this subparagraph shall remain in effect until a facility submits

	

financial and statistical data pursuant to section 86-2.2(e) of this Subpart, but for a period not to exceed
18 months from the effective date of such rate, or April 1, 1991 whichever is later. If a rate pursuant to
subdivision (e) of section 86-2.2 of this Subpart cannot be established within this 18 month period, a facility
shall have the operational component of its rate determined pursuant to su bparagraphs (I), (iii), and (iii) of
this paragraph which will be effective on the first day of the month fol the 18 month period referenced
in this subdause,.
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(c) The rates developed pursuant to this section shall remain in effect until a
facility submits a twelve-month cost report in accordance with Section 86-2.2(e) of this
Subpart for a twelve-month period during which the facility had an overall average
utilization of at least 90 percent of bed capacity. This cost report shall be used to adjust
the direct, indirect, noncomparable and capital components of the rate effective on the
first day of the cost report. However, for a facility that did not or does not achieve 90
percent or greater overall average utilization for any year within 5 calendar years from
the date of commencing operation, the rates will be recalculated utilizing the facility's
most recently available reported allowable costs divided by patient days imputed at 90
percent. Such recalculated rates shall be effective January 1 of the 6th calendar year
following the date the facility commenced operations, or April 1, 2006, whichever is
later.

(d) All rates of reimbursement certified pursuant to this section shall be subject
to audit pursuant to Section 86-2.7 of this Subpart. After audit, the facility shall receive
a rate based upon actual allowable costs incurred during the rate period and computed
in accordance with Section [96] 86-2.10 of this Subpart. Except as described in Section
86-2.19(d)(2) of this Subpart, an occupancy rate of not less than 90 percent shall be
used when calculating the capital and noncomparable components in rate calculation.

(e) Notwithstanding the provisions of this section,. an operator of a facility which
has had an overall average utilization of at least 90 percent of bed capacity for a six-
month period which began prior to April 1, 1993, but after the date on which the
operator-began operations shall submit a six-month cost report for that period. Such
six-month cost report shall be utilized for purposes of this section in lieu of the twelve-
month cost report identified in subdivision (e) of Section 86-2.2 of this Subpart.
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(6) Long -term inpatient rehabilitation program for traumatic brain-injured residents (TBI) A facility

which is approved to operate discrete units for the care of residents under the tong-term inpatient

rehabilitation program for TBI patients shall have separate and distinct payment rates ®stablished pursuant

to this subdivision as follows:

(i) For the first three months of operation, the direct component shall be equ ivalent to the statewide

mean direct case mix neutral cost per day established pursuant to subparagraph O il) of paragraph (3) of

subdivision (c) of section 86-2.10 increased by a factor of 3.28 and adjusted by the RDIPAF pursuant to

section 86-2.10. The direct component shall be further increased by an occupancy factor of 1.225 for the

first six months of operation. The facility shall perform an assessment of all residents, pursuant to section

86-2.30, at the beginning of the fourth month of operation and at the beginning of each third month for the

period set forth in paragraph 1 of this subdivision. Effective on the first day of the month of each

assksment period, the direct component of the rate shall be adjusted pursuant to subdivision (c) of section

86-2.10 based on the facility's case mix. The case mix index which is used to establish the facility specific

mean direct price per day for each patient classification group pursuant to

Ti
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paragraph (4) of subdivision (c) of section 86-2.10 for TBI residents shall be

increased by an increment of 1.49.

(ii) The indirect component of the rate shall be equivalent

to the mean indirect price developed pursuant to section 86-2.10(d) of this

Subpart for the applicable peer group established for high intensity case mix

identified in paragraph (2) of subdivision (d) of section 86-2.10, adjusted by

the RIPAP pursuant to 86-2.10(d). The indirect component shall be further

adjusted by an occupancy factor of 1.225 for the first six months of operation

(iii) The noncomparable component of the rate shall be

determined as follows:

(a) For an existing facility that opensa discrete unit for

the care of patients under the long-term inpatient rehabilitation program for TBI

patients, the noncomparable component of the rate shall be equal to the

noncomparable component of the existing residential health care facility's rate

computed pursuant to subdivision (f) of section 86-2.10 plus approved budgeted

costs for personnel required by the Department to operate a TBI unit that would

be reported in the functional cost centers identified in subdivision (f) of

section 86-2.10.

(b) For a new facility without a residential health care

facility rate computed pursuant to section 86-2.10, the noncomparable component

of the rate shall be determined in accordance with paragraph (3) of this

subdivision.
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(iv) Rates established pursuant to this paragraph shall also include an adjustmentpursuant to section 86-2.10(u) of this Subpart.

(7) Long-term ventilator dependent residents. A facility which is approved tooperate discrete units for the care of long-term ventilator dependent patients as establishedpursuant to section 415.38 of this Tide Appendix 2 of this State Plan shall have separate anddistinct payment rates established pursuant to this subdivision as follows:

(i) For the first three months of operation, the direct component shall be equivalentto the statewide mean direct case mix neutral cost per day established pursuant to section 86-2.10(c)(3)(iii) of this Subpart increased by a factor of 2.89 and adjusted by the RDIPAF pursuantto section 86-2.10 of this Subpart. The direct component shall be further increased by anoccupancy factor of 1.225 for the first six months of operation. The facility shall perform anassessment of all residents, pursuant to section 86-2.30 of this Subpart, at the beginning of thefourth month of operation and at the beginning of each third month for the period set forth inparagraph 1 of this subdivision. Effective on the first day of the month of each assessment period,the direct component of the rate shall be adjusted pursuant to this Subpart based on the facility'scase
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mix. The case mix index which is used to establish the facility
specific mean direct price per day- for each patient classification
group pursuant to paragraph (4) of subdivision (c) of section 86-
2.10 for lonct-term ventilator dependent residents shall be
increased by an increment of 1.15.

(ii) The direct component of the rate shall be
equivalent to the mean indirect price developed pursuant to section
86-2.10(d) for the applicable peer group established for high
intensity case mix identified in paragraph (2) of subdivision (d)
of section 86-2.10, adjusted by the RIPAF pursuant to section 86-
2.10(d). The indirect component shall be further adiusted by an
occupancy factor of 1.225 for the first six months of operation.

(iii) The noncomparable component of the rate shall
be determined as follows:

(a) For an exiting facility that is approved to
operate discrete units for the care of long-term care ventilator

	

residents, the noncomparable component of the rate shall be equal
to the noncomparable component of the existing residential health
care facility's *rate computed pursuant to subdivision (f) of
section 86-2 10 plus approved budgeted costs as identified in
clauses (c) and (d) of this subparagraph plus approved budgeted
costs for personnel required by the Department to operate a
ventilator-dependent unit that would be reported in the functional
cost centers identified in subdivision (f) of section 86-2.10.
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(b) For a new facility without a residential health care rate computed pursuant to
section 86-2.10 of this Subpart, the noncomparable component of the rate shall be determined in
accordance with paragraph (3) of this subdivision and include approved budgeted costs identified
in clauses (c) and (d) of this subparagraph.

(c) The approved budgeted costs for the central service supply functional cost center
as listed in section 86-2.10(c)(1) of this Subpart shall be considered a noncomparable cost
reimbursed pursuant to section 86-2.10(1) of this Subpart.

(d) The approved budgeted costs for prescription drugs, specifically required by
generally accepted standards of professional practice for long-term ventilator dependent residents,
that are administered at a frequency and volume exceeding those of prescription drugs included in
the direct component of the rate pursuant to subdivision (c) of this section shall be considered a
noncomparable cost pursuant to

	

' section 86-2.10(1) of this Subpart.

(iv) Rates established pursuant to this paragraph shall also include an adjustment
pursuant to 86-2.10(u) of this Subpart.
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(8) Specialized programs for residents requiring behavioral
interventions. A facility which is approved to operate discrete units
specifically designated for the purpose of providing specialized. programs for
residents requiring behavioral interventions as established by the Department
shall have separate and distinct payment rates established pursuant to this
subdivision as follows:

(i) For the first three months of operation, the direct
component shall be equivalent to the statewide mean direct case mix neutral
cost per day established pursuant to subparagraph (iii) of paragraph (3) of
subdivision (c) of section 86-2.10 of i s Subpart increased by a factor of
2.65 and adjusted by the RDIPAF pursuant to section 86-2.10. The direct
component shall be further increased by an occupancy factor of 1.225 for the
first six months of operation. The facility shall perform an assessment of
all residents, pursuant to section 86-2.30

	

t at the beginning
of the fourth month of operation and at the beginning of each third month for
the period set forth in paragraph 1 of this subdivision. Effective on the
first day of the month of each assessment period, the direct component of the
rate shall be adjusted pursuant to section (c) of this Subpart based on the
facility' s case mix. The case mix index which is used to establish the
facility specific mean direct price per day for each patient classification
group pursuant to
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paragraph (4) of subdivision (c) of section 86-2.10 for residents requiring behavioral

interventions shall be increased by an increment of 1.40.

(ii)The indirect component of the rate shall be equivalent to the mean indirect price

developed pursuant to section 86-2.10 for the applicable peer group established for high intensity

case mix identified in paragraph (2) of subdivision (d) of section 86-2.10, adjusted by the RIIPAF

pursuant to section 86-2.10(d). The indirect component shall be further adjusted by an occupancy

factor of 1.225 for the first six months of operation.

(iii) The noncomparable component of the rate shall be determined as follows:

(a) For an existing facility that is approved to operate discrete units specifically

	

designated for the purpose of providing specialized programs for residents requiring behavioral

interventions, the noncomparable component of the rate shall be equal to the noncomparable

com(onent of the existing residential health'care facility's rate computed pursuant to subdivision (f)

of section 96-2.10 plus required approved budgeted costs for personnel that would be reported in

the functional cost centers identified in subdivision (f) of section 86-2.10 of this Subpart.

(b) For a new facility without a residential health care rate computed pursuant to

section 86-2.10, the noncomparable component of the rate shall be determined in accordance with

paragraph (3) of this subdivision.
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t

(iv) Rates established pursuant to this paragraph shall also

include an adjustment pursuant to section 86-2.10(u).
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66-2.16 Less expensive alternatives. Reimbursement for the cost of

providing se rvices;may be the lesser of the actual costs incurred or those

costs which could reasonably be anticipated if such services had been provided

by the operation of joint central service or use of facilities or services

which could have served effective alternatives or substitutes for the whole or

any part of such service.
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	86-2.17 Allowable costs. ia) To be considered as allowable in determininc
reimbursement rates, costs shall be properly chargeable to necessary patient car,-.

	

Except as otherwise provided in this Subpart, or in accordance with specific

determination by the commissioner, allowable costs shall be determined by the
application of the principles of reimbursement developed for determining payments
under title XVIII of the Federal Social Security Act (Medicare) program.

(b) Allowable cost shall include a monetary value assigned to services provided
by religious orders and for services rendered by an owner and operator of a
residential health care facii:zv.

(c) Allowable costs may not include amounts in excess of reasonable or maximum
title XVIII of the Federal Social Security Act (Medicare) costs or in excess of
customary charges to the general public. For purposes of this determination,

customary charges to the general public shall equal an average of the applicable
charges weighted by patient days. This provision shall not apply to services

furnished by public providers free of charge or at a nominal fee.

(d) Allowable costs'shall not include expenses or portions of expenses reported
by individual residential health care facilities which are determined by the

commissioner not to be reasonably related to the efficient production of service
because of either the nature or amount of the particular item.

(e) Any general ceilings applied by the commissioner, as to allowable costs

	

in the computation of reimbursement rates, shall be published in a hospital

memorandum or other appropriate manner.
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(f) Allowable costs shall not include costs not properly related to

patient care or treatment which principally afford diversion, entertainment or

amusement to owners, operators or employees of residential health care

facilities.

(g) Allowable costs shall not include any interest charged related to

rate determination or penalty imposed by governmental agencies or courts, and

the costs of policies obtained solely to insure against the imposition of such

a penalty.

(h) Allowable costs shall not include the director or indirect costs of

advertising, public relations or promotion except in those instances where the

advertising is specifically related to the operatic7^ .of the residential health

care facility and not for the purpose of attracting ;atients.

(i) Allowable costs shall not include costs of contributions or other

payments to political parties, candidates or organizations.

(j) Allowable costs shall include only that portion of the dues paid to

any professional association which has been demonstrated, to the satisfaction

	

of the commissioner, to be allocable to expenditures other than for puolit

relations, advertising or political contributions. Any such costs sn3ll also

be subject to any cost ceilings that may be promulgated by the commissioner.

(k) Allowable costs shall not include any element of: costs as determined

by the commissioner to have been created by the sale of a residential health

care facility.
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(I) Allowable costs shall not include the interest paid to a lender related through control,

ownership, affiliation or personal relationship to the borrower, except in instances where the

prior.approval of the Commissioner of. Health has been obtained.

::"(m) Allowable costs shall be reduced by income earned for Medicare Part B eligible

services to the extent that Medicaid has, paid for these services.

Chapter 1021 of the Laws of 1981. The reimbursement rate for a facility shall reflect the cost

of the annual fee prior to collection of the fee through the rate of reimbursement.

(6) For services provided on and after January 1, 2006, allowable costs shall not include

an amount for pr s.cription drugs for residents eligiblerth Medicaid and for Part D of Title

XVIII of the Social Security Act (Medicare) continctent ution_imolementation of such Drovisio

the Federal Social Security Care Act in this State,

(n) Allowable costs shall Include any fee assessed by the Commissioner on a residential

health care facility, for the purpose of providing revenue for the account established pursuant to
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86-2.18 Recoveries of expense. (a) Operating costs shall be reduced by the

costs of services and activities which are not properly chargeable to ;;agent

care. In the event that the State Commissioner of Health determines that it

is not practical to establish the costs of such services and activities, the

income derived therefrom may be substituted for costs of these services and

activities. Examples of 'activities and services covered by thin provision

include:

(1) Drugs and supplies sold to other can employees for use outside

the residential health care facility;

(2) telephone and telegraph services for which a charge is race;

(3) discount on purchases;

(4) living quarters rented to persons other than employees;

(5) meals provided to special nurses or pa_'ents' guests;

(6) operation of parking facilities for community convenience;

(7) lease of office and other space of concessionaires provicirg

services not related to residential health are facility service; and

(8) tuitions and other payments for educational service, roc: and

board and other services not directly related to resi_^ential health care

facility service..,

(b) Operating costs shall be reduced by the actual revenue received Fran

services and activities which are provided to employees at less thin cost, as

a from of fringe benefit.

	

Examples of octi•^ities and services cohered ;y this

provision include:

(1) drugs and supplies sold or provided to employees;

(2) living quarters rented or provided to employees;,and

(3) meals sold or provided to employees.
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86-2.19 Depreciation for voluntary and public residential health

care facilities. (a) Reported depreciation based on approved historical cost

of buildings, fixed equipment and capital improvements thereto is recognized

as a proper element of cost for voluntary and public residential health care

facilities. Useful lives shall be the higher of the reported useful life or

those useful lives from the most recent edition of Estimated Useful Lives of

Depreciable Hospital Assets, American Hospital Association.

(b) In the computation of rates effective for voluntary

residential health care facilities, depreciation shall be included on a

straight line method of plant and nonmovable equipment. Depreciation shall be

funded unless the Commissioner of Health shall have determined, upon

application by the residential health care facility, and after inviting

written comments from interested parties, that the requested waiver of the

requirements for funding is a matter of public interest and necessity. In

instances where funding is required, such fund may be used only for capital

expenditures with approval as required for the amortization of capital

indebtedness. Funding for plant and fixed equipment shall mean that the

transfer.of monies to the funded accounts shall occur by the end of the fiscal

period in which the depreciation is recorded. Board -designated funds and the

accrual of liabilities to the funded depreciation accounts (due to/from

accounts) shall not be recognized as funding of depreciation. Deposits to the

funded depreciation accounts must remain in such accounts to be considered as

valid funding transactions unless expanded for the purpose for which it was

funded.

(c) In the computation of rates for public residential health care

facilities, depreciation is to be included on a straight line method on plant

and nonmovable equipment.

(d) Residential health care facilities financed by mortgage loans

pursuant to the Nursing Home Companies Law or the Hospital Mortgage Loan

Construction Law (defined as nfaaxl b A:>;;:fo ` u svs _ a ;; .t
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ox1yj shall conform to the requirements of this Subpart.
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of depreciation and interest, on the loan -financed portion of the facilities the StateCommissioner of Health shall allow debt service on the mortgage loan as set forth in the mortgageprepayment schedule computed by the Medical Care Facilities Finance Agency, together with suchrequired fixed charges, sinking funds and reserves as may be determined by the Commissioner asnecessary to assure repayment of the mortgage indebtedness. Such mortgage repayment schedulemay allow for the accelerated repayment of the soft costs, including, but not limited to, mortgageand bone insurance costs, start-up operating costs, underwriter discounts, government agency feesand investment contract fees, included in the approved total project cost.

(2) Effective January 1, 1995 for facilities in an initial period of operation, facilitieswhich have approved discrete units serving specialty populations as defined in paragraphs (5), (6),(7) and (8) of section 86-2.15(b) of this Subpart, which serve AIDS residents, long term ventilatordependent residents, residents requiring behavioral interventions in specialized programs ortraumatic brain injured residents who receive long term inpatient rehabilitation, respectively, shallbe reimbursed for certain capital expenditures requiring a cash outlay as follows:

(i) Debt service amortization and interest, property insurance and SONYMA annualfees shall be divided by an estimate of patient days in the calculation of the capital component ofthe specialty population unit rate that is promulgated for the initial period of operation.

(a) An estimate of patient days shall be determined by the department based on areasonable projection of utilization during the initial period of operation. The reasonable projectionof utilization shall be based on prior initial utilization of similarly situated facilities, and informationthat may have been submitted to the department by the facility as to the anticipated demand for theservice.
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(b) Initia] ::tieriv cperason as defined as:,the period

	

commencing : on the. initial

the department;to begin

paragraph..(2), o

	

month o f coat 3 rn ous operat

filed in accordance with
whichever:i

ate ez which the::fac^l ty as .certified by
discrete -unit ts) identified in
di ..........

the Iasi

	

y of the twelfth

nning date of ::the Wa al cost. report

section 86'=2 of this subpart..bdivision:

acu ity' s rate for the initia
or::* tilzat on based bn actua

c pital conspon nt;"of

rgspectively ad3usted based on such

(e) In the computation of rates for voluntary residential health

care facilities which are rented for proprietary interests, the provisions of

section 86-2.21 of this Subpart shall apply, except where the realty was

previously owned by the voluntary residential health care facility or where

the proprietary interest has representation on the board of directors of the

voluntary residential health care facility.

(f)(1) In the event that a residential health care facility is

	

sold or leased or is the subject of any other realty transaction, the capital

cost component of such rate shall be considered to be continuing with the same

force and effect as'though such sale, lease or other realty transaction has

not occurred.

(2) A lease with a related organization described in subdivisions

(a) or (d) of section 86-2.26 of this subpart shall be deemed to be a non-arms

length lease.

(3) Any capital expenditures associated with non-arms length

leases shall be approved and certified to if required under the RHCF

Certificate of Need process. In the computation of reimbursement for non-arms

length leases, the capital cost shall be included in allowable costs only to

the extent that it does not exceed the amount which the facility would
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have included in allowable costs if it had legal title to the asset (the cost of ownership), such as
straight-line depreciation, insurance, and interest. Accelerated depreciation on these assets may
not be included in allowable costs under any circumstances.

(g)(1) The provisions of subdivision (a) of this section may be waived for certain
qualifying facilities. In order to be considered a qualifying facility, all of the following

conditions must be met:

li) A sale or transfer between nonrelated parties must take place

P , 8 1991
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(ii)

	

The purchaser must assume the seller's remaining mortgage repayment

schedule at the associated fixed rate of interest.
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(iii) The difference between the unpaid principal balance of

the seller's mortgage (first mortgage) and 'the Medicaid-allowable

transfer price must be generated either from second mortgage proceeds

or contributed equity capital or both.

(iv) The annual amount of allowable interest expense incurred

as described in section 86-2.20 of this Subpart under terms of the

first and second mortgage, plus the annual principal debt

amortization, exclusive of that portion attributable to the

acquisition of land must be less than that which would otherwise be

reimbursed pursuant to subdivision (a) of this section and section

86-2.20 of this Subpart if no assumption of the existing first

mortgage were made. (This coToarison hereinafter referred to as the

comparative analysis test.)

(v) For purposes of this subdivision, the loan-financed portion

of the Medicaid -allowable transfer price shall beheld constant and

the comparative analysis test shall be applied to each year of the

effective term of the first and second mortgages.

	

Equity capital

will be considered as first a;plying to the acquisition of the land,

then to the acquisition cf the building.

	

In instances where more

than one facility is involved in the transaction, the facilities may

be combined for purposes of the cC-a.rative analysis test..

(2)

	

Qualifying facilities snali ^,e reimbursed principal debt

amortization, interest and return on ?G;ity in the following manner:

n -4
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(i) Principal debt amortization. In each year, during the

effective term of the mortgage, the capital cost component of the

rate shall include a payment factor sufficient to reimburse the

principal debt amortization component of the allowable portion of the

mortgage, with the exception of that portion of the indebtedness

which is attributable to the acquisition of the land.

(ii) Interest. The capital cost component shall include a

payment factor sufficient to reimburse interest associated with the

allowable portion of the mortgage at a rate which the commissioner

finds to be reasonable and is in accordance with the provisions of

section 86 -2.20 of this Subpart.

(iii) Return of equity.

	

The equity ;Lrticn of the

Medicaid -allowable transfer price, except :.r that portion «nich is

attributable to the acquisition of the land, shall be reimzursed in

equal annual amounts beginning in the first year following the

expiration of the term of the mortgages over tre rer'ainin g useful

facility life.

F& '4
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. [86-2.20] Interest for all residential health care facilities.

(a) Necessary interest on both current and capital indebtedness is an allowable cost for all
residential health care facilities.

(b) To be considered as an allowable cost, debt-generating interest shall be incurred to satisfy a
financial need, and interest expense shall be at a rate not in excess of what a prudent
borrower would have had to pay in the money market at the time the loan was made. Also,
the interest shall be paid to a lender not related through control, ownership, affiliation or
personal relationship to the borrower, except in instances where the prior approval of the
Commissioner of. Health has been obtained. Financial need for capital indebtedness relating
to a specific project shall exist when all available restricted funds designated for capital
acquisition of that type have been considered for equity purposes.

(c) (1) Interest expense shall be reduced by investment income with the exception of income
from funded depreciation, qualified pension funds,.trusteed malpractice insurance funds, or
in instances where income from gifts or grants is restricted by donors. Interest on funds
borrowed from a donor-restricted fund or funded depreciation is an allowable expense.
Investment income shall be defined as the aggregate net amount realized from dividends,
interest, rental income, interest earned on temporary investment of withholding taxes, as
well as all gains and losses. If the aggregate net amount realized is a loss, the loss is not
allowable:

(2) For rate years beginning prior to January 1, 1994, investment income reported for the
fiscal year ending December 31, 1983, (or for a subsequent fiscal year if that subsequent
year's report is being used by the department to establish the basic rate pursuant to section
86-2.10 of this Subpart) shall reduce the interest expense allowed for reimbursement as
follows:

(i) For all residential health care facilities, investment income shall first reduce
the interest expense allowed each year for operational cost reimbursement;
and

(ii) the amount of any remaining investment income, after application of
subparagraph (i), shall reduce the interest expense reimbursed each year as
capital cost for residential health care facilities; and
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(d) interest on current indebtedness shall be treated and reported as an
operating, administrative expense. Effective April 1, 2006 and thereafter, rates of
payment shall not include a payment factor for interest on current indebtedness if the
cost report utilized to determine such payment factor also shows a withdrawal of equity.
a transfer of assets, or a positive net income.

(e) interest on capital indebtedness, as defined in paragraph 86-2.21(a)(1) of
this Subpart, except as provided for in section 86-2.2(c) of this Subpart for rate years
beginning January 1, 1986 and thereafter, is an allowable cost if the debt generating the
interest is approved by the Commissioner, incurred for authorized purposes, and the
principal of the debt does not exceed either the approval of the Commissioner or the
cost of the
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(iii) the amount of any remaining investment income after application of
subparagraph (ii), shall not be. considered in the computation of the rate.

(3) For rate years beginning on or after January 1, 1994, investment income reported for the
same year used to compute capital cost reimbursement for. a facility's rate shall reduce the
interest expense allowed for reimbursement, as provided in sub-paragraph (c)(2)(i)-(iii) of
this section.

(d)(1) Interest on current indebtedness shall be treated and reported as an operating,
administrative expense for rate years beginning prior to January 1, 1994. For rate years
beginning on or after January 1, 1994, interest on current indebtedness, reported for the same
cost report period used to compute capital cost reimbursement for a facility's rate, shall be
reported as an administrative expense and reimbursed as a nontrendable expense. Effective
April 1, 2006 and thereafter, rates of payment shall not include a payment factor for interest on
current indebtedness if the cost report utilized to determine such payment factor also shows a
withdrawal of equity, a transfer of assets, or a positive net income.

(2) (a) Approval by the Commissioner shall be required for reimbursement of interest
expense on current indebtedness incurred on or after January 1, 1994 when such interest
expense exceeds the threshold established for that calendar year. The threshold for each
calendar year shall be equal to the prime lending rate as published in the first issue of the
Wall Street Journal for the calendar year plus 200 basis points (200 points equals 2%) on a

	

loan principal of $270,000 for facilities with 120 or less beds or $270,000 plus an 'additional
$2,250 for each bed over 120 for facilities with more than 120 beds. Approval shall be
granted in accordance with the standards set forth in subdivision (b) of this section. Prior
approval shall not be required.

* For example, for a home with 100 beds (i.e., less than 120) the threshhold would be
prime rate + 2% applied to $270,000. For a home having 150 beds, the threshhold will be
the prime rate + 2% applied to $270,000 + $2,250 (30 beds) or $337,500.

(b) New facilities without adequate cost experience whose rates are calculated pursuant
to section 86-2.15 of this Subpart shall be exempt from the requirements in
subparagraph (a) until January 1t of the first calendar year used as the basis for
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6)

computing capital cost cost reimbursement and for which a cost report is filed
subsequent to the cost report described in section 86-2.2(e) of this Subpart. This
exemption shall not apply to operating facilities that open new discrete units providing
services reimbursed in accordance with the provisions of paragraphs (5), (6) and/or (7)
of section 86-2.15(b) of this Subpart or other similar discrete units providing care to
residents with special needs that receive a separate and distinct payment rate under
section 86-2.15 of this Subpart.

(c) The interest expense threshold for facilities operated by receivers or new operators
who are required to file a cost report for the first twelve-month period of operation
pursuant to section 86-2.10(k) of this Subpart shall be established for that cost
report period in accordance with subparagraph (a) of this paragraph, using the
prime lending rate in effect on January 1st of the year in which the cost report period
begins.

(e) Interest on capital indebtedness, as defined in paragraph 86-2.2(a)(1) of this Subpart,
except as provided for in section 86-2.20(c) of this Subpart for rate years beginning January 1,
1986 and thereafter, is an allowable cost if the debt generating the interest is approved by the
commissioner, incurred for authorized purposes, and the principal of the debt does not exceed
either the approval of the commissioner or the cost of the authorized purposes. Interest related
to refinancing indebtedness shall be considered an allowable cost only to. the extent that. it is,
payable with respect to an" amount equal to the unpaid principal of the. indebtedness [than]
being refinanced. However, interest incurred on refinanced debt in excess of the previously
unpaid balance of the refinanced indebtness will be allowable on acceptable demonstration [of]
to the Commissioner of Health that such refinancing will result in a debt service savings, over
the life of the indebtedness..

(f) Where a public finance authority has established a mortgage rate of interest such that
sufficient case flows exist to retire the mortgage prior to the stated maturity, the amount of the
mortgage to be forgiven, at the time of such forgiveness, shall be capitalized as a deferred
asset and amortized over the remaining mortgage life, as a reduction to the facility's capital
expense.
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86.2.21 Capital Cost reimbursement for proprietary residential

health care facilities. (a) DefInlcions. As used in this

section, the following terms shall be defined as follows:

(1) Capital Indebtedness. The term capital

Indebtedness shall mean all debt obligations of a facility that

are:

(i) evidenced by a mortgage note or bond and secured

by a mortgage on the land, building or nonmovable equipment

of a facility or evidenced by a note incurred in accordance

with subparagraph (ii) of this paragraph;

(ii) incurred for the purpose of fir.,;.-sing the

acquisition, construction or renovation of `and, building

or nonmovable equipment (hereinafter calle the "authorized

purpose"); and

(iii) found by the commissioner to be reasonable,

necessary and in the public interest with respect to the

facility in accordance with standards set forth in section

86-2.21(e)(3)(ii) of this Subpart.

	

Refinancing of capital

indebtedness shall be recognized only to the extent of the

then unpaid balance of the debt being refinanced.

(2) Commissiorer. he term co.-inissioner snail mean

the Commissioner of Heal-.n of t^e State of New fork.

JAN.
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(3) Department. The term department shall mean the
Department. of Health of the State of New York.

(4) Equity. The term equity shall mean all cash or

other assets, net of liabilities, invested by a facility or its
operator in land, building and nonmovable equipment, and found
by the commissioner to be reasonable, necessary and in the

public interest with respect to the facility. Equity shall_
not include any change in the book value of a facility resulting
from reevaluation of assets or from the amortization of capital
indebtedness resulting from payments made pursuant to

subdivision (e), paragraph (3) of this section.

(5) Fac111ty. The term facility shall 7i 2n a

proprietary residential health care facility, as the term

residential health care faciZ:ty is defined in article 28 of

the Public Health law and in regulations of the department.

(6) rnl rlal allowed facility cost. The term in1 tlal

allowed facility cost shall mean the portion of certified costs

approved by the commissioner or, in the case of facilities

granted operating certificates prior to April 15, 1973, the

costs of the facility as verified by audit to the satisfaction

of the commissioner or, in the case of facilities not able to

comply with either of the foregoing standards, costs imputed

JUL. 2 9 3A1-_ Cc
JAN.

	

' '939



New York
73

Attachment 4.19
Part I

	

pursuant to subdivision (g) of this section, in or prior to the
first year of useful facility life attributable to the acquisition

	

of land and the construction, acquisition or renovation of buildin
and nonmovable equipment. The commissioner shall disregard any

	

costs relating to prior transactions involving the facility which
he finds were not bona fide or the terms of which are found to. be
other than fair and reasonable.

(7) Useful facility life. The term useful facility life

	

shall mean a period of 40 years measured from the calendar year in
which a `acility commences operations as determined by the
commissioner.

(8) Rate of return. The term rate of return shall mean
the annual rate of return on equity invested, [as said rate is
determined by the United States Department of Health, Education and
Welfare as an element of reasonable cost for purposes of payments
to or reimbursement of proprietary providers under title XVIII of
the Federal Social Security Act.] and said rate for a rate year
shall be equal to the yield on thirty year United States Treasury
bonds in effect on the second Wednesday of Seetember of the year

rrior to the rate year.

(9) Capital improvement. The term capital improvement
shall mean any addition to, replacement of, or improvement of a
:apital item of plant or nonmovable equipment approved by the
commissioner as reasonable, necessary and in the public interest.



NEW YORK
-74-

	Attachment 4.19-0
Part I

I

(10)< Capital improvement cost. The term capital

improvement cost shall mean the actual expenditure or portion

thereof attributable to a capital improvement approved by the

commissioner as reasonable, necessary and in the public interest.

(11) Hospital -based residential health care facility.

The term hospital-based residential health care facility shall

mean a facility holding a certificate of operation as a

residential health care facility which is wholly owned by a

hospital as that term is defined in Subpart 86-1 of this Title,

and is physically located in a building or buildings, part of

which building or buildings are also used for prevision of acute

care hospital services.

(12) Effective term. The term effective term small mean

the number of years and months required, pursuant to the term of

the note or mortgage, to fully amortize the principal of debt,

predicated upon'the regular principal payments required by the

mortgage or note, but determined without regard to any provision

for making the balance all due and payable at a given date or

upon a stated event, and without regard to any provision for

acceleration of the debt or any original or subsequent agreement

for the suspension or moratorium of principal payments.

(b) Subject to subdivision (f) of this section, the

reimbursement rate of every facility certified by the commissioner

JUL. 29 1987
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and approved by the State Director of the Budget pursuant to article

28 of the Public Health Law shall, in each year of useful facility

life, include a capital cost component determined in accordance with

the provisions of subdivision (c), (d) or (e) of this section

applicable to the facility in such year.

(c)(1) The provisions of subdivision (e) of this section shall

not apply for the term prescribed by paragraph (3) of this

subdivision to any facility which, as of the effective date of this

section, is located in and operated from leased space pursuant to a

lease:

(i) which was entered into and appro.

	

for

reimbursement prior to March 10, 1975; anc

(ii) which the commissioner finds to :e bona fide,

valid and noncancelable; and

(iii) the payments, or a portion thereof, made

pursuant to such lease are found by the corrnissioner to

	

have been the proper basis for reimbursement of capital

cost paid to such facility pursuant to article 28 of the

Public Health La prior to March 10, 1875.

(2) The capital cost component of a facility within the

provisions of paragraph (1) of this subdivision shall, for the

term prescribed by par3?-2;,n (3) of this subdivision, consist of

- Al .
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a payment factor sufficient to reimburse the facility for the

total payments required under its lease to the extent approved

by the commissioner pursuant to paragraph (1) of this

subdivision, and subject to the historical limitations set by

the commissioner.

	

(3) Capital cost reimbursement for leased facilities shall

be made pursuant to this subdivision for the balance of the

lease term (computed without regard to any future extension or

option to renew authorized by the lease) remaining as of the

effective. date of this subdivision. Upon the expiration of such

balance of the lease term provided in an approved lease (as said

lease so provides as of August 1, 1977) or such earlier

expiration date as may be agreed to by the par-::es to an

approved lease, capital cost reimbursement shall be made

pursuant to subdivision (e) of this section notwithstanding any

extension or renewal of such lease or the execution of a new

lease by or on behalf of the facility, provided, however, that

the commissioner may, in his discretion, continue capital cost

reimbursement for sucn leased facilities pursuant to this

subdivision, at a rental amount approved by the corrmissio^er

prior to such extension or renewal, and not pursuant to

subdivision (e), upon tits finding that there is a public need

JUL. 2 9 1987
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for such facility at the time and place and under the circumstances proposed and that the

continued operation of such facility would be jeopardized by a limitation of reimbursement

pursuant to subdivision (e).

(4) A lease with a related organization described in subdivisions (a) or (d) of

section 86-2.26 of this subpart shall be deemed to be a non-arms length lease.

(5) Any capital expenditures associated with non-arms length leases shall be

approved and certified to, if required, under the hospital certificate of need process. In the

computation of reimbursement for non-arms length leases, the capital cost shall be included in

allowable costs only to the extent that it does not exceed the amount which the facility would

have included in allowable costs if it had legal title to the asset (the cost of ownership), such as

straight-line depreciation, insurance, and interest. Accelerated depreciation on these assets may

not be included in allowable costs under any circumstances.

(6) i f a facility cnteFs into a sale and lcascb_a` k agrccmcnt with a nonrclatcdb
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e a«^rt le rcosts and

cast.

(d) The provisions of subdivision (e) of this section shall not apply to hospital -
based residential health care facilities. Such facilities will be reimbursed pursuant to capital
cost regulations in Subpart 86-1 of this part.

(e)(1) Subject to the provisions of subdivisions (c), (d) and (f) of this section, the
capital cost component for every facility shall consist of the payment factors provided in this
subdivision that, in any year of useful facility life, are applicable to the facility.

(2) Interest. The capital cost component shall, in each year of useful facility life,
include a payment for factor sufficient to reimburse, at a rate which the commissioner finds to
be reasonable under the circumstances prevailing at the time of the placing of the capital
indebtedness, interest on capital indebtedness.

(3) Amortization. (i) Subject to the limitations of paragraph (5) of this
subdivision, the capital cost component shall, in each year of useful facility.
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life, inclu;e a payment factor sufficient to reimburse the amortization

component of capital indebtedness pursuant to the terms of the mortgage note

or bond.
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(ii) The capital indebtedness of a facility, to the
extent that the original principal of such debt does not
exceed the initial allowed facility.cost of the facility
shall be recognized as.follows:

(a) For capital indebtedness with an effective
term of 10 years of-less, amortization expense will be
recognized for the purpose of reimbursement only, if
the schedule of debt amortization is within the

limitation set forth in section 86-2.21(e)(5). of this
Subpart for each of the years of debt amortization:

(b) For capital indebtedness with an effective
term in excess of 10 years, amortizat::n expense will
be recognized for the purpose of reimbursement upon a
determination by the commissioner that the following
standards are met:

(1) the debt is incurred for authorized

purposes;

(2) the interest rate is reasonable for the

time and place in -..hick the capital indebtedness

•

	

i.S cor mitted, and for the type of indebtedness

associated with the interest rate;

4 ^
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(3) the amortization schedule is reasonable

(amortization must be required in each year of

the mortgage in accordance with the established

financial practices);

(4) the effective term is consistent with

customary commercial practices in the geographic

area of the facility; and

(5) the effective term is in accordance

with efficient production of services.

c) For capital indebtedness other than first

mortgages, the amortization expense will be recognized

for the purpose of reimbursement upon 3 determination

by the commissioner that the debt, coolies with the

standards set forth in section 86-2.21(e)(3)(ii)(b) of

this Subpart, and the following additional standards:

(1) they must be incurred for the purpose

of financing either an approved purchase or

construction of a facility; and

(2) the effective term of financing for a

capital improvement is reasonable when compared

to the estimated useful life of the improvement.

(d)

	

Capital indebtedness for any unauthorized

purpose will not be recognized for any reimbursement

purpose.

i pesoq
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(4) Return of equity. Subject to the limitations of
paragraph (5) of this subdivision, the capital cost component
shall include a payment factor sufficient to return.equity. A
facility shall be eligible for the return of equity commencing
in the first year following the department's determination,
among other factors, that the facility has the ability to meet
current capital indebtedness (including principal and interest)
over the balance of useful facility life. This shall mean that
within the confines of the regulations expressed in this
Subpart, capital reimbursement will be sufficient to provide for
the remaining amortization of capital indebtec-ess.

	

The
commissioner's determination shall also take "'3 account such
factors as the age, size, location and conditi:- of the
facility, and the financial condition of the facility.

(5) Limitation. (i) Annual reimbursement payments for
capital cost under paragraphs (3) and (4) of this subdivision
shall not at any time result in a cumulative average payment in
excess of three and three one-hundredths percent of initial
allowed facility cost.

	

For years prior to lgel, actual
amortization or depreciation paid by Hedicaid ill be used in
the computation of the limitation. For years prior to Meaicaid
or in years when Medi:.,id payments did not inci-:e an ex-.ense
equivalent of depreci_.';n or amortization, a tree and three
one-hundredths percent .3,Ment Aiil oe isrouted.

aup.,e
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(ii) This limitation may be waived by the

commissioner where a facility applies to the connissicner
for approval to finance an existing mortgage because its
recognized amortization expense'exceeds the amount of
allowable reimbursement for amortization of principal and
interest expense (including credit from prior amortization
reimbursement). In those instances where the comissioner
determines that it would be more expensive to reimburse the
debt service that would be incurred if the facility

refinanced the remaining principal, than it would be to
continue to reirrourse the debt service on .:,e existing

	

mortgage, the ccmmissioner may reimburse _o to the actual

	

debt service incurred by the facility uncer the existing
mortgage, plus return on equity in accordance with the
provisions of,paragraph (6) of this subdivision.

(6) Return on equity. The capital cost ccnponent for
every facility shall i"rclude a payment factor sufficient to pay
an annual rate of return on average equity, as such average

annual equity shall be determined by the ccmmissioner in each

year of useful .faciii:f life.

(7) Residual rei-turserent.

	

After the expirat'cn of

useful facility life, .!^e cc-.;missioner -ray abarc•e a payment

14
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factor for any facility for which he determines that continued

capital cost reimbursement is appropriate; provided, however,

that such payment factor shall not exceed one half of the

capital cost reimbursement received by such facility in the

final year of useful facility life.

(8) Capital Improvement cost reimbursement. (i) The'

capital improvement cost shall be reimbursed by adjusting the

initial allowed facility cost, capital indebtedness, equity

determinations and limitations as stated in paragraph (5) of

this subdivision, to include the capital improvement cost.

(ii)

	

Adjustments in accordance with s,^bparagrapn (i)

of this paragraph shall be made in the foi'cwing manner:

(a) if the cost of an improveme nt is S10O.CCO or

more, and certificate of need approval has been

granted by the commissioner, then component useful

life for the improvement will be permitted. Such

component useful life will be equivalent to the

estimated asset life in accordance with t he Medicare

Provider Reimbursement manual or the remaining useful

life of the facility, whichever is less. Wh ere a

capital improvement adjusts the expected useful.life

of the facility beyond the remaining portion of the

original useful facility life, the limitation set

JUL. 2 9 1991
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forth in section 86-2.21(e)(5) of this Subpart, will
be increased to allow for the reimbursement of the
amortization component of the debt obtained to finance
the improvement.

(b) If the cost^of an improvement is less than
$100,000, then the cost will be reimbursed over the

remaining portion of the expected useful life. In
such instances the reimoursement will commence with
either the reporting of such costs on an annual

certified cost report or, upon submission of a cost
report, certified by an independent ;-_tlic accountant,
whichever is submitted first.

	

In e^:`er event, the

reporting of such costs must be acccr:anied by a s:,orn
statement by the administrator or the chief fiscal

officer of the facility to the effect that the

improvements Made are not part of a %:7 t er of planned
related projects ^..hich, in the ag;re,ate, total

$100,00 or more.

(c) if the cost of an it rov-erne..

	

is less that
$100,000 and:

(1)

	

is undertaken as the resul'. of ,n

emerge ncy situation;
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(04/09)
(2) affects the health and safety of the patients; and

(3) the facility can demonstrate dire financial condition;

then the limitation set forth in section 86-2.21(e)(6) of this Subpart will be modified toallow for the reimbursement of the debt service associated with the financing of theapproved capital improvement over the effective term of the obligation or five years,whichever is greater. Any contribution to the improvement by the facility and not financedby the debt obligation will be considered an equity contribution and an adjustment to thefacility's total capital equity will be made.

(d) If a facility undertakes an authorized improvement without incurring additional debt,then the facility will receive a return on equity and, when a determination has been madein accordance with section 86-2.21(e)(4) of this Subpart, a return of equity, for the fundsinvested in the improvement.

(e) Effective April 1, 2009, any proprietary facility entitled to residual reimbursement, willhave the capital cost component of its rate recalculated by the Department to take into

	

account any capital improvements and/or renovations made to the facility's existinginfrastructure for the purpose of converting beds to alternative long-term care uses orprotecting the health and safety of patients, subject to the approval of the Commissionerand all applicable certificate of need requirements. Capital improvements and/orrenovation costs that are not related to the provision of nursing facility services are noteligible to be reimbursed in the capital cost component of the nursing home rate.
(f)(1) With respect to facilities granted operating certificates prior to March 10, 1975, theCommissioner will modify or
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provide exceptions to subdivision (c) or (e) of this section in
circumstances where he finds that application of the provisions of
either subdivision would result in (i) excessive reimbursement to
the facility, or (ii) severe economic hardship to the facility not
caused by circumstances reasonably under the control of the

facility. In determining severe economic hardship, the commissioner

	

shall consider such factors as debt service required on capital
indebtedness, prior withdrawal of assets from the facility, and the
financial condition of the facility in general. In such cases where
the commissioner makes a finding of severe economic hardship, the
capital cost component of the rate shall not excee., the debt service
on capital indebtedness.

(2) The commissioner may revise the capi:al cost component
of the reimbursement rate applicable to any facility which he

determines is based upon previous error, deceit or any other

misrepresentation or misstatement by the facility.

(3) The capital cost component shall not be affected by

any sale, lease or transfer occurring after aar:n 10, 1975.

(g)

	

In lieu of determining initial allowed facility cost

pursuant to subdivision (a) of this section, the c,.:7.-.iiss loner may

	

estimate the original fair ano reasonable cost of the facility with

due regard for the fair and reasonable cost of facilities of

comparable age, size, locat'cn an:, conciticn, and impute an initial

allowed facility cost to:
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(1) every facility for which records on the historical

cost or book value of land, building or nonmovable equipment are

not available or not verifiable to the satisfaction of the

commissioner;

(2) every leased facility which, as of the effective date

of this section, is not eligible for reimbursement pursuant to
W

subdivision (c) of this section;

(3) every facility which, after the effective date of this

section, ceases to be eligible for reimbursement pursuant to

subdivision (c) of this section and becomes eligible for

reimbursement pursuant to subdivision (e) of th'; section; or

(4) every facility whose construction was :cmpleted prior

to the calendar year in which this section beco..e s effective and

whose initial facility year occurs in or after the calendar year

in which this section becomes effective.

(h)

	

In the event that a facility fails to submit information

necessary. for the implementation of this section, after nctification

pursuant to subdivision (f) of section 86-2.2 of this Sub„art, the

capital cost component of the rate shall consist of interest, if

reported, and amortization not in excess of the lesser of the

amortization payment required un'er capital indebtec^ e5s, or 2 1/2

percent of initial allowed f 3c1lity cost.

(i)(1)

	

The limitation ;,rovisio n of paragraph (e)(5) of this

section may be waived for cer:ain qualifying facilities.

	

In order

to be considered a qualifying transaction. all of the following

conditions must be met:
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(i) A sale or transfer between nonrelated parties
must take place..

(ii) The purchaser must assume the seller 's remaining
mortgage repayment schedule at the associated fixed rate of
interest.

(iii) The difference between the unpaid principal

balance of the seller's mortgage (first mortgage) and the
Medicaid -allowable transfer price must be generated either

	from second mortgage proceeds or contributed equity capital

or both.

(iv) The annual amount of allowable interest expense

incurred as described in this section, unce r the terms of

the first and second mortgage, plus the annual principal

debt amortization must be less than that which would

otherwise be reimbursed pursuant to this section, if no

assumption of the existing first mortgage -,,ere mace. (This

comparison is hereinafter referred to as the comparative

analysis test.) For purposes of this subdivision, the

loan-financed portion of the Medicaid-allowable. transfer

price shall be held constant and the comparative analysis

test shall be applied to each year of the effective term of

the first and second mortgages. In instances where more

than on facility is involved in the transaction, the

facilities may be combined for purposes of the comparative

analysis test.
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(2)

	

Qualifying facilities shall be reimbursed principal

debt amortization, interest and return of equity. in the

following manner:

(1) Principal debt amortization. In each year,

during the effective terra of the mortgage, the capital cost

component of the rate shall include a payment factor

sufficient to reimburse the principal debt amortization

component of the allowable portion of the mortgage.

(ii) Interest. The capital cost component shall

include a payment factor sufficient to reimburse interest

associated with the allowable portion of t-e mortgage as

defined by paragraph (e)(2) of this section.

(iii) Return of equity. The equity portion of the

Medicaid allowable transfer price shall be reimbursed in

equal annual amounts beginning in the first year following

the expiration of the term of the mortgages over the

remaining useful facility life.

col
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(i')(1) The Commissioner shall timely develop and implement a standardized process forassessing the feasibility of capital mortgage refinancing, including a standard formula fordetermining the net cost benefit of refinancing, inclusive of all transaction and closingcosts. On or before September 1. 2003, each residential health care facility establishedunder Section 2808 of the Public Health Law and certified as a provider pursuant to TitleXIX of the federal Social Security Act (Medicaid), except for those facilities establishedunder the Nursing Home Companies Law or the Hospital Loan Construction Law, shallreview its existing capital debt structure using the standard formula to evaluate whetheror not a material cost benefit could be-derived-by refinancing its capital mortgage ormortgages, and shall forward the results of such review to the Commissioner. TheCommissioner may request and such facility shall submit descriptions of existingmortgage arrangements and debt service reserve funds as needed to implementparagraph (2) of this subdivision. Facilities established under the Nursing HomeCompanies Law or the Hospital Loan Construction Law shall submit to the DormitoryAuthority, the Housing Finance Agency and/or the State of New York Mortgage Agencysuch information as is required by such agency to evaluate potential refinancing of suchcapital mortgages.

(2) The Commissioner shall review each facility's submission and make a writtendetermination as to whether or not the facility should refinance its capital mortgage ormortgages, and if so, for what amount, within sixty days of the date of the facility'ssubmission based on the following parameters:

(a) the mortgage refinancing must result in a present value cost benefit that"materially exceeds", as such term is defined by the Commissioner, the amountof all transaction and closing costs associated with the refinancing, including anypre-payment penalties associated with the current mortgage or mortgages. TheCommissioner shall do such calculations in a manner consistent with comparablecalculations in the State Finance Law:

(b) mortgages may be refinanced for a term greater than the remaining term ofthe existing debt within certain limits, if doing so would result in the presentvalue cost benefit specified in subparagraph (a) of this paragraph:

(c) mortgages may be refinanced utilizing variable rate mortgage loans, if doingso would result in the present value cost benefit specified in subparagraph (a) ofthis paragraph. In such cases, for purposes of determining the reimbursablecapital interest expense included in the capital cost component of rates ofpayment determined pursuant to this section, the average interest rate over thelife of the refinanced mortgage shall not exceed the interest rate in effect on theprevious mortgage debt immediately prior to the refinancing:
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(d) not-for-profit and governmental residential health care facilities may
utilize taxable mortgage loans to refinance their existing debts, if doing so
would result in the present value cost benefit specified in subparagraph
(a) of this paragraph;

(e) moneys contained in facility debt service reserve funds may be
considered in the evaluation of amounts necessary to be refinanced, but
only to the extent such moneys total more than the debt service reserves
needed to establish the successor capital mortgage financing:

(f) in no event shall funded depreciation accounts, or building funds
accumulated through donor-restricted contributions or unrestricted
contributions, gifts, bequests or legacies, be considered in the evaluation
of amounts necessary to be refinanced; and

(g) notwithstanding any inconsistent provision of law or regulation to the
contrary, the principal amount, including all transaction and closing costs
and any pre-payment penalties associated with the previous mortgage or
mortgages, that is thereby deemed necessary to be refinanced by the
Commissioner, as approved by the Public Authorities Control Board and
the United States Department of Housing and Urban Development where
appropriate, shall be considered the final approved mortgage amount for
capital cost reimbursement under the relevant provisions of this section.

(3) Notwithstanding any inconsistent provision of law or regulation to the
contrary, the capital cost component of rates of payment for services provided
for the period beginning October 1, 2003 through March 31, 2004 for residential
health care facilities that have been identified by the Commissioner as
refinancing candidates pursuant to paragraph (2) of this subdivision shall reflect
capital interest costs equivalent to the lower of the prevailing market borrowing
rates available on or about July 1, 2003, for refinancing capital mortgages for
their remaining term plus two hundred basis points, or the existing rate being
paid by the facility on its capital mortgage or mortgages as of that date. The
Commissioner shall determine, in consultation with mortgage financing experts,
the prevailing market borrowing rates available

C%
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to not-for-profit and governmental residential health care facilities to refinance
ca ital mortgages on a tax-exempt fixed rate basis, and to proprietary residential
heath care facilities to refinance capital mortgages on a taxable fixed rate basis,
for this purpose. Exceptions to this policy shall be provided by the Commissioner
to each such facilitythat demonstrates, prior to December 1, 2003, or thirty days
after receipt of the Commissioner's written determination specified in paragraph
(2) of this subdivision, whichever occurs later, that:

(a) it has initiated or completed the process of refinancing the mortgage
or mortgages in question, in which case the capital cost component of
rates of payment shall be timely revised to reflect capital interest costs
associated with a refinanced mortgage that conforms to the standards in
paragraph (2) of this subdivision. For this purpose, a facility that has
applied for approval by the Commissioner, the State Hospital Review and
Planning Council and/or Public Health Council to refinance its existing
mortgage debt as part of a larger project involving facility replacement,
expansion, renovation or change of ownership is considered to have
initiated the process of refinancing; or

(b) it can not refinance its capital mortgage or mortgages to achieve the
relevant present value cost benefit specified in subparagraphs (a) and b)
of paragraph (2) of this subdivision due to a "lock out" or similar
provision in its current mortgage agreement that prevents re-financing.-
due to some other We of genuine refinancing obstacle, such as an
inability of the facility to obtain credit approval from a lender or mortgage
insurer, or due to an intervening change in credit market conditions or
other relevant circumstances, in which case the capital cost component of
rates of payment shall continue to reflect capital interest costs associated
with the existing mortgage or mortgages, together with reasonable costs
incurred in connections with the.facility's attempt to refinance its existing
mortgage debt.
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Each residential- health care facility established under the New York State
Nursing Home Companies Law and designated as an acquired immune
deficiency syndrome AIDS facility or having a discrete AIDS unit approved
by the Commissioner of Health shall refinance its capital mortgage on or
before August 1, 2004 or 120 days immediately after the effective date of the
authorizing legislation, whichever is later, and shall forward the results of
such refinancing to the Commissioner of Health: provided however, no such
residential health care facility shall be required to refinance its capital
mortgage if the Department of Health, in consultation with the Dormitory
Authority of the State of New York, determines that such refinancing could
not be accomplished on an. economic basis or is otherwise not feasible.
Notwithstanding any inconsistent provision of law or regulation to the
contrary, in the event that any such residential health care facility does not
refinance its capital mortgage and the Department of Health has not made a
determination that a refinancing was not economic or feasible, then the
capital cost component of rates of payment determined pursuant to Article 28
of the New York State Public Health Law for such facilities beginning August
1, 2004 or 120 days immediately after the effective date of the authorizing
legislation, whichever is later, shall reflect the capital interest cost equivalent
to the lower of: (i) the prevailing market borrowing rates available for
refinancing capital mortgages for their remaining term on or about August 1,
2004 or 120 days immediately after the effective date of the authorizing
legislation, whichever is later; or (ii) the existing rate being paid by the
facility on its capital mortgage or mortgages as of such date. The
Commissioner of Health shall determine, in consultation with the Dormitory
Authority of the State of New York, the prevailing market borrowing rates
available to residential health care facilities to refinance capital mortgages.
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86-2.22 Movable equipment. (a) Necessary and reasonable expenses
related to movable equipment (depreciation computed on a straight-
line method or accelerated under a double declining balance [on] or
sum-of -the -years -digits method, interest on indebtedness, lease,
etc.) are considered allowable costs for residential health care
facilities subject to such ceilings as may be established and
promulgated by the Commissioner of Health.

(b) An arms lencrth lease purchase agreement with a'
nonrelated lessor involving equipment entered into on or after
October 23, 1992 which meets any one of the four following
conditions, establishes the lease as a virtual purchase.

(1) The lease transfers title of the equipment to the
lessee during the lease term.

(2) The lease contains a bargain purchase option.
(3) The lease term is at least 75 percent of the useful

life of the equipment. This Provision is not applicable if the
lease begins in the last 25 percent of the useful life of the
equipment.
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(4) The Present value of the minimum lease payments
(payments to be made during the lease term including bargain
gurchase option, guaranteed residual value and penalties for
failure to renew) equals at least 90 Percent of the fair market
value of the leased property This provision is not applicable if
the lease begins in the last 25 percent of the useful life of the
equipment. Present value is computed using the lessee's
incremental borrowing rate, unless the interest rate implicit in

	

the lease is known and is less than the lessee's incremental
borrowing rate, in which case the interest rate implicit in the
lease is used.

(c) If a lease is established as a virtual purchase under
subdivision (b) of this section, the rental charge is includable in
capital-related costs as the lesser of the annual rent or the
annual costs of ownership which shall be limited to depreciation'
and interest. When the cost of ownership becomes less than the
annual rent, the rental charge shall be inlcudable in capital-
related costs. The aggregate rental or lease costs included in
capital-related costs may not exceed the costs of ownership that

	

would-have been included in capital-related costs over the useful
life of the asset had the provider received legal title to the
asset.

(d) If a facility enters into a sale and leaseback
agreement involving equipment on or after October 23, 1992. the
amounts to be included in capital-related costs are the lesser of
the annual rent or the annual costs of ownership. When the cost of
ownership becomes less than the annual rent the rental charge

	

shall be includable in capital-related costs. The acrgregate rental
or lease costs included in capital-related costs may not exceed the
costs of ownership which shall be limited to depreciation and
interest that would have been included in capital-related costs
over the useful life of the asset had the provider retained legal
title to the asset.

^•
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86-2.23 Research. (a) All research costs shall be excluded from
allowable costs in computing reimbursement rate.

(b) Research includes those studies and projects which have as
their purpose the enlargement of general knowledge and
understanding, are experimental in nature and hold no prospect of
immediate benefit to the hospital or its patients.
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86.2.24 Educational activities. The costs of educational

activities, less tuition and supporting grants, shall be included in

the calculation of the basic rate, provided such activities are

directly related to patient care services.
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86-2.25 Compensation of operators and relatives of operators.
(a) Reasonable compensation for operators or relatives of operators
for services actually performed and required to be performed shall

	

be considered as an allowable cost. The amount to be allowed shall
be equal to the amount normally required to be paid for the same
service provided by a nonrelated employee, as determined by the
State Cor•rnissioner of Health. Compensation shall not be included in
the rate computation for any services which the operator or relative
of the operator is not authorized to perform under New York State
law or regulation.

(b) Any amount reported as compensation for services rendered
by an operator or relative of an operator shall not be allowed in
excess of the maximum allowance for full-time services in carrying
out his primary function.

(c) For purposes of subdivision (a) of this section, in

determining a reasonable level of compensation for operators or

relatives of operators the commissioner may consider the quality of

care provided to patients by the facility curing the year in

question.
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?6-,'_'.26 COST Or RELATED ORGANIZATIONS.

	

(a) A RELATFO ORGANIZATION shall be

defined as any entity which the residential health care facility is in

control of or is controlled by. either directly or indirectly, or an

organization or institution whose actions or po1_icies the facility has the

power, directly or indirectly, to significantly influence or direct, or a

special purpose organization, or where an association or material interest

exists in an entity which supplies goods and/or services to the residential

health care facility, or any entity which is controlled directly or

Indirectly by the immediate family of the operator.

	

Immediate family shall
v

st cousin, aunt and oinclude each parent. child, spouse, brother, sister fir

	

u'

1 V

uncle, whether such relationship arises by reason of birth, marriage or

	

-^
re M
43

adoption.

	

(KI

(b) The costs of goods and/or services furnished to a residential health

care faci'4ty by a related organization are includable in the computation

of the basic rate at the lower- of the cost to the related organization, or

:he marke' price of comparable goods and/or '.nrvices available in the

'esidential health care facility's region within the course of normal

business ;perations.

(c) if the residential health care facility has incurred any costs in

connection with a related organization, the final payment rate shall include

the costs of such goods and/or services.

(d) A special purpose organization shall be defined as an organization

which is established to conduct certain of the provider's

oatient-care - related or non-patient-care-related activities. The special

purpose organization shall be considered to be related if:

(1) the facility controls the special purpose organization through

,_ontracts or other legal documents that allow direct authority over the
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(2) .he facility is, for all practical Purooses` the sole beneficiary

of the special organization's activities.

	

The facility shall be considered

the special purpose organization's sole beneficiary if one or more of the

three following circumstances exist:

a special purpose organization has solicited funds in the name of

	

and with the expressed or implied app roval of the facility. and substantially

all the funds solicited by the organization were intended by the contributor

or were otherwise required to be transferred to the facility or used at its

discretion or direction;

	

(ii) the facility has transferred some of its resources to a special

purpose organization, substantially all of whose resources are held for the

benefit of the facility; or

iii

	

the facility has assigned certain of its functions (such as the

operation of a dormitory) to a special purpose organization that is operating

primarily for .he benefit of the facility.
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86-2.27 Termination of service. The Division of Health Care
Financing in the Department of Health shall be notified immediatelyof the deletion of any previously offered service or of the
withholding of services from patients paid for by government

	

agencies. Such notifications shall include a statement indicating
the date of the deletion or withholding of such service and the cost
impact on the residential health care facility of such action. Any
overpayments by reason of such deletion of previously offered
service shall bear interest and be subject to penalties both in the
manner provided in section 86-2.7 of this Subpart.
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86-2.28 Return on investment. U [In] For rate year 1993, in computing the allow able cost of a

proprietary residential health care facility, there will be induded, after subtractirig for current and noncurrent

time deposits and equivalents, investments and construction in progress, a re asonable return on average

	

equity capital [excluding capital invested in land, plant, fixed equipment and capital improvements thereto.]

	

invested for necessary and proper operation for patient care activities of residential health care facility and

related organizations, as defined in section 86-2.26(a) of this Subpart. For purges of this section,

average equity capital shall moan the difference between total assets less total liabilities averaged over the

applicable cost report penod, including assets and liabilities attributable to land, plant, fixed equipment and

capital imlyovements thereto. It shall also include the average equity capital of related organizations

proportionate with the percentage of a related organization's business with the r esidential health care

facility, as calculated in the annual report forms filed in accordance with section 86-2.2 of this Subpart.

(b) The allowable average equity capital shall be further adiusted by subtracting the equity, as that

term is defined in section 86-221(a)(4) of this Sub2K upon which a return is calculated pursuant to,

section 86-2.21(e)(6) of this Subpart. The return on investment for rate y e^r January 1, 1993 shall be

computed on the basis of allowable fiscal and statistical data submitted by the facility for the fiscal v

ended December 31,1991. or other Nglice cost report to determine the capital component

of the 1993 rate, in accordance with section 86-2.21 of this %ft@Lt The return on investment for

subsequent
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rate year s:.all be based upon the annual cost report used by the

department to determine the capital component of the rate in

accordance with section 86-2.21 of this Subpart. The percentage to

be used in computing the return on investment shall be [that

percentage determined annually by the com-iissioner and shall be]

equal to the twenty-six week United States Treasury Bill rate in

effect on the second Wednesday of September of the year prior to

the rate year.
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86-2.30 Residential Health Care Facilities Patient Assessment far

Certified Rates.

(a) For the purpose of determininc'reimbursement rates

effective January 1, 1986, and thereafter, for governmental payments

each residential health care facility shall, on an annual basis or

more often as determined by the department, pursuant to this

subpart, assess all patients to determine case mix intensity using

the patient review criteria and standards promulgated and published

by the deoartment (Patient Review Instrument (PRI1 and

Instructions:

	

Patient Peview Instrument) and specified in aooendix

7 infra.

(b)(l) The patient review fo" (P?I) shall be submitted

according to a written sc^!edule determined by the department. Such

written schedule shall be established by tie Commissioner of Health

with notice to residential health care facilities.

	

Extension of the

time for filing may be crated upon aoclication received )ricr *.o

the due date of the Pat4er.t ?eview For-is ard only in circ::nsta^ces

where the residential he3!t'` rare facilities establis'"es, by

documentary evidence. that tee :atier*_ review fnrm5 cannot be

submitted by t"e due date f

	

r-Icons bevy^d 'he c ,--'_!*T1 OF '"e

facility.
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(2) :ate schedules shall not be certified by the Csmmissicner of lleaith

unless residential health care facilities are in full compliance with the

requirements of this section. Compliance with the assessment requirements

of this section, shall include, but not be limited to, the timely Filing of

properly certified patient review forms (PRI) which are complete and

accurate. Failure of a residential health care facility to file the patient

review form (PRI) pursuant to the written scheduled established pursuant to

this subdivision, shall subject the residential health care facility to a

rate reduction set forth in section 86-2.2 of this Subpart.

(c) The operator of a residential health care facility shall ensure:

(1) that the patient review form (PRI) is completed for all patients

cf the faci'ity pursuant to subdivision (a) of. this section.

(2) that the patient review form (PRI) is completed by a registered

professional nurse who is qualified by experience and demonstrated

	

^,,m,etency .n long term care and who has successfully completed a training

:,rocram in ^atient case mix assessment approved by the deoartment to
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train individuals in the completion of the patient review form (PRI) for the
purposes of establishing a facility' s case mix financial reimbursement; and

((3) notwithstanding paragraph (2) of this subdivision, an operator of a
free-standing health- related facility may substitute no more than two licensed
practical nurses who are qualified by experience and demonstrated competence
in long-term care and who have successfully completed a training program in

patient case mix assessment for the purposes of establishing a facility's case
mix financial reimbursement for meeting the required number of assessors

pursuant to subdivision (d) of this section. Such substitution may occur only
in the instance that a free- standing health-related facility does not employ
a sufficient number of staff registered nurses to meet the required number of

assessors pursuant to subdivision (d) of this section; and

(4)) (3) that the patient review form (PRI) is certified by the operator

and the nurse assessor responsible for completion of the patient review form

(PRI). (The form of the certification required shall be as prescribed in the

report form provided by the department.)
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(d)

	

In order to maximize reliability and accuracy a

	

limited number of personnel for each residential health carefacility may be responsible for comole tion of the patientreview form (PRI) during each assessment period

	

The maxi-.um

	

number of personnel which may be responsible for residential
health care facility is as follows:

F4ve olus -- e add4.; »al

assessor ';r each

addit4onal 133 beds or

part •r.ere^'.
(j) (1 ) The Oeoart' ent shall -oni `cr ^d --evi ew each

residential health care facility's per ;,_ ,-an te and its
assessment function as described in t^?s section * "-,ouch tr.e
following activities which -nay inc''idp but shall nCt moo. l .^i `eJ

to:

(i) Analysis of .atient case mix or^f,19s and
statistical data;

(ii) Review of infor-rati^,n provided ^v ±h®
residential health rare fAci1it-,'• and

	

Bed Size of Facility

Under 100

	

101 to 200

	

201 to 300

	

301 to 400

401+.

	Number of Responsible Assessors

Two

	

Three

Four.

Five
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e.

(iii)

	

On-site inspections.

(2) The purpose of the department's monitoring and
review shall be to determine whether the residential health
care facility is complying with the assessment requirements
contained in this section.

(3) The -patient review form (PRT) and any underlying

books, records, and/or documentation which formed the basis

	

for the completion of such form shall be subject to review

by the deoartment.

(4) The department shall acknowledce, in %4ritina,

receipt of the residential health care ^acili^'es patient

review forms (PRT). Tn the evert that any inf -- ation -r

data that the facility has submitted is inaccurate or

incorrect, the facility shall correct such infor^ation or

data in the following manner:

(i) The facility shall subr4t t. the ^ecart-ent,

within five days of receipt of the de:artment's

written acknowledgement provided for 4n this

paragraph such Corrections on a .fo'm which -pets t`'e

same certification regu ire"ents as 'he doc::'ent 5ein

corrected. Once receipt of corrected data is

acknowledged in writing by the deoartment, 3

residential health care facility may not correc t or

amend the patient review for (P4i) or submit any

additional information for the assessment period.
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(5) The department, in order to ensure accuracy of
the patient review form (PRI

	

may also conduct timely
on-site observations and/or interviews of

patients/residents and review of their medical records.
When an additional on-site review Is performed by the
department as a result of controverted items found during
the initial on-site review, the facility shall be afforded
an on-Site conference prior to the, conclusion of such
additional on-site review. Upon completion of a department
on-site review pursuant to this subdivision, t'e

department, in order to ensure accuracy of tie ^atient
review form (PRI), shall correct, where necessary, a

residential health care facility's assessment of its

patient case mix intensity. The depart^ent's on-site

determination shall be considered final for purcoses of

assessing the residential health care facility's case mix

intensity for that assessment period and notwithstanCino

section 2 .14 of this Subcar* the residential health care

facility may not cor''ect or amend 'he patient fort (PP1) or
submit any additional `nfor-action after ^eoartrent

reviewers have cone l ::te" °''e on-Site review.

	

The

residential health cg-n `=c''ity shall be notified in

writing recarding t''e 'e ar!-e nt de 'er'^jn3tion of 3ny

controverted items.
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(f) (1) If the department determines pursuant to this
section, that a residential health care facility is not
performing its case mix intensity assessment function in a
timely and /or accurate manner, as required by subdivision (b)
of this section, the department shall, in.writing;

(i) Notify the residential health care facility;
and

(ii) Require the residential health care

facility to perform its patient case-mix assessment
function through written agreement with a Terson or

entity approved by the depart^ent for rye r_•^oietion
of the patient review form (PPI) for the

	

-^ose of
establishing a residential health care F:cilities case
mix reimbursement.

(iii) Any patient case ^tix assess-e- `_ ^e '"c^r ed

pursuant to subz3r?origh (ii) of t e oarac"a ^h e*a11

also be subject to departenr. -cn;tori^c 1^d reviaw
pursuant to this sect,cn.

(2)

	

The de o art-anr shall !!eter'•.4 a r* ^r a .oS= +e t a}

health care facility `S

	

zorG^-7 4.,
13 its cas e-.- x

int ensity assessment c.,^c

	

",I 1n an ?cc ,ur3te ^+an^gr where

there exists inaccur3C10S 'n its csse -niv assess-ent which

results in a Statistic3''^ s' ^1'F1,3nt -edification of t!ie

residential health care '3c'li°y'S rei•"turcemant.

01,

N
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(3) The cost of written agreements required by

paragraph (1) of this subdivision shall not be considered

an allowable cost for determining reimbursement rates

pursuant to this Subpart. -

(4) Certification. Operators of residential health

care facilities completing the deoartment's patient review

form (PRI) through written agreement with a depart°nent

approved non-residential health care facility person or

entity shall have such form certified by such person or

entity in lieu of a facili ty registered orofessicral nurse

as required by paragraph (2) of subdivision (c` -f _his

section.

(a)

	

Reconsiderations.

(1) Any residential health care facility after one

Year=-from the date it has been noti;ied in writ-

	

by • a e

decart ent that it must enter into a wri'°en acroe-ent

pursuant to Par a graph (1) of subdivision (f) of

	

i s

section, may request in w ri t a, t hat• t"e deoar - -ent

rescind its withdrawal of the resic'ent43l ^ealtti care

facility 's patient case mix assess-ent f'nt_`on.

(2) The deoar*_^ent shall not rescin 'i 4t_s ai t''drlwal

a residential health care facility' atient case mix

assess ment function unless ttie residential healtti carp
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facility satifies the department that the residential Health care facility has

the capability to comply with the requirements of the department's patient

casemix assessment process which shall include the capability to accurately

complete the patient review form (PRI).

(3) The department shall give written notice of its decision and shall, if

negative, give a statement of the reasons. for its refusal 'to rescind its

withdrawal of the residential health care facility's patient case mix assessment

function.

(4) Any residential health care fac;lity after six months from the date it

,eceives a written department decision pursuant to paragraph (3) of this

	

jbdivision, may again request in writing that the departm = -t rescind its

withdrawal of the residential health care facility's patier_ case mix assessment

function.

[(h) The.,provisions of this section shall expire on April 30, 1989.]

TN
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Residential health care facilities [with 80 or more beds] shall submit

the data contained in the PRI using an electronic medium including but not

limited to magnetic computer tape, floppy disk or an electronic

telecommunication system consistent with the technical specifications

established by the department.

[(i)] (1) The electronically produced data shall be accompanied by a

certification statement executed by the operator or a person authorized

to sign on the operator's behalf in a format provided or approved by the

department.

[(ii)] (2) Facilities [required or those electing to submit PRI data

in this format] shall have an additional ten days from the time specified

pursuant to subdivision (b) of this section to file the required

information.

[(iii)] (3) Adjustments to certified rates made pursuant to section

86-2.11 of this Subpart shall be certified by the Commissioner of Health

within 90 days from the date upon which a facility 's rate was last

certified pursuant to this Subpart or within 90 days from the latest

scheduled PRI submission date pursuant to section 86-2.11 of this Subpart,

whichever is later. Such ninety day time frames shall not apply in any

instance where a facility has been notified that its submitted PRI data

is inaccurate or incorrect pursuant to paragraph j(4) of [subdivision

(e) of section 86-2.30 of) this [Subpart) section until such data has been

	

corrected to the satisfaction of the commissioner, or if an additional

on-site review has been deemed necessary pursuant to paragraph (e)(5) of

(subdivision (e) of section 86-2.30 of) this [Subpart) section.

TN
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2.31 Recalibration. (a) For rate periods commencing on or

after January 1. 1987, notwithstanding any other provisions of

this Subpart, the Direct Component of facility rates,

determined in accordance with sections 86-2.10 and 86 -2.11 of

this Subpart, shall be reduced by 3.035 percent to reflect a

recalibration adjustment based on the change in the aggregate

statewide case mix index attributable to factors other than

changes in patient population or condition.

	

(b) The reduction in the Direct Component of facility

rates as defined in subdivision (a) of this section shall be

implemented on or about J uly 1, 1987 and shall be applied

retroactive to January 1. 1987.

NY S7-(p Supersedes
man-mmmoxoms
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(b) For rate years 1992 and thereafter, notwithstanding any

other provision of this Subpart and subject to the provisions of paragraph

(1) of this subdivision and subdivision (c) of this section, payment rates

shall be adjusted in accordance with this subdivision to reflect a percentage

recalibration adjustment based on the change in each facility's case mix

which has been determined by the department to be due to factors other than

changes in patient population or condition. Such payment rate adjustments

shall be implemented utilizing the direct component of facility rates for

such rate years determined in accordance with sections 86-2.10 and 86-2.11

of this Subpart.

(1) The percentage recalibration adjustment provided for in

this subdivision shall not be less than 0% nor greater than one hundred fifty

percent of the statewide weighted average percentage recalibration

adjustment obtained by utilizing the facility-specific percentage

recalibration adjustments as determined pursuant to this subdivision.

(2) The percentage recalibration adjustment shall be

calculated as follows for each facility:

(i) A statewide distribution of patients in each patient

classification group shall be determined by utilizing the patient data for

the assessment of all patients obtained in the patient assessment period

March 1, 1985 through September 30, 1985 (the 1985 period) conducted pursuant

to section 86-2.30 of this Subpart.

(ii) The statewide distribution of patients in each patient

classification group shall be further segregated by the following length of

stay jLOS) groups:

(a) less than or equal to 90 days

.(b) greater than 90 days but less than or equal to 1 year

(c) greater than 1 year but less than or equal to 2 years

(d) greater than 2 years but less than or equal to 3 years
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(e) greater than 3 years but less than or equal to _4 years

(f) greater than 4 years but less than or equal to 5 years

(g) greater than 5 years

(iii) A statewide average initial case mix index for each

	

LOS group for the 1985 period shall be calculated by multiplying the initial

distribution of patients in each patient classification group within each

LOS group times the case mix index for each patient classification group as

contained in Appendix 13-A herein and dividing the sum of the results by the

total number of patients in all patient classification-groups within each

LOS group.

(iv) For each facility, a 1985 distribution of patients in

each patient classification group and a 1985 distribution of patients by the

LOS groups specified in subparagraph (ii) of this paragraph shall be

determined by utilizing the patient data for the assessment of all patients

obtained in the 1985 period, conducted pursuant to section 86-2.30 of this

Subpart. In the event a facility commenced operations after the patient

assessment period, March 1, 1985 through September 30, 1985 (the 1985 period)

but prior to January 1, 1988, or if the facility has 'the lesser of ten cases

or twenty percent of its patients in the distributions as determined in this

subparagraph for the 1985 period, or if the facility had undergone the

appointment of a receiver or the establishment of a new operator

TN-
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subsequent to the 1985 period but p rior to January 1, 1988 and had filed a

new cost report in accordance with the provisions of section 86-2.10(k) of

this Subpart which was used in the calculation of the payment rate the

distribution of patients to be used for the pur poses of this subparagraph

shall be that distribution pertaining to the earliest full patient assessment

period conducted pursuant to section 86-2.30.of this Subpart subsequent to

the 1985 period or subsequent to the effective date of the appointment of a

receiver or the change in operator (the "substituted 1985 period"), and such

distribution shall be deemed the facility's "substituted 1985 distribution"

of patients for the calculations in subparagraphs (vi) and (vii) of this

paragraph. For purposes of this subparagraph, the only patients to be

included in the distributions shall be patients that have been identified

by the department as also having been included in the patient assessment

period July 1, 1988 through December 31, 1988.

(v) For each facility, a 1988 distribution of patients in

each patient classification group and a 1988 distribution of patients by the

LOS groups specified in subparagraph (ii) of this paragraph shall be

determined by utilizing the patient data obtained in the patient assessment

period July 1,-1988 through December 31, 1988. For purposes of this

	

subparagraph, the only patients to be included in the distributions shall

be patients that were admitted to the facility in which they are presently

residing before October 1, 1985 and have been identified by the department

as also having been included in the patient assessments during the 1985

period. In the event a facility commenced operations after the

jT̂,N,
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patient assessment period, March 1, 1985 through September 30, 1985 (the 1985

period) but prior to January 1, 1988 'r if the facility had the lesser of

ten cases or twenty percent of its patients in the distributions for the 1985

period as determined pursuant to subparagraph (iv) of this paragraph, or if

the facility had undergone the appointment of a receiver or the establishment

of a new operator subsequent to the 1985 period

but prior to January 1, 1988 and had filed a new cost report in accordance

with the provisions of section 86-2.10(k) of this Subpart which was used in

the calculation of the payment rate, the facility, s substituted-1985 period,

as defined'in subparagraph (iv) of this paragraph, shall be used in lieu of

the 1985 period for the purposes of this subparagraph, and the only patients

to be included shall be patients that were admitted to the facility in which

they are presently residing before the end date of the facility's substituted

1985 period and have been identified by the department as also having been

included in the patient assessments during the substituted 1985 period.

(vi) A percentage increase in case mix attributable to LOS

shall, for each facility, be determined as follows:

(a) A 1985 aggregate case mix index shall be determined by

multiplying the facility's 1985 distribution of patients, or a substituted

1985 distribution of patients where applicable, within each LOS group,

determined pursuant to subparagraph (iv) of this paragraph by the statewide

average initial case mix index for each LOS.group for the 1985 period, as

determined pursuant to subparagraph (iii) of this *paragraph, and dividing

the sum of the results by the facility's total number of patients in all LOS

groups, as determined pursuant to subparagraph (iv) of this paragraph.

TN
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(b) A 1988 LOS adjusted case mix index shall be determined

by multiplying the facility's 1988 distribution of patient within each LOS

group determined pursuant to subparagraph (v) of this paragraph by the

statewide average initial case mix index for each LOS group for the 1985

period, as determined pursuant to subparagraph (iii) of this paragraph, and

dividing the sum of the results by the facility's total number of patients

in all LOS groups, as determined pursuant to subparagraph (v) of this

paragraph.

(c) The 1985 aggregate case mix index shall be subtracted from

the 1988 LOS adjusted case mix index and the result divided by the 1985

aggregate case mix index to arrive at the percentage increase in case mix

attributable to LOS.

(vii) An actual percentage increase in case mix shall, for

each facility, be determined as follows:

(a) A 1985 actual case mix index shall be determined by

multiplying the facility's 1985 distribution of patients, or a substituted

1985 distribution of patients where applicable, in each patient

classification group as determined pursuant to subparagraph (iv) of this

paragraph, by the case mix index for each patient classification group as

contained in Appendix 13-A herein and dividing the sum of the results by the

facility' s total number of patients in all patient classification groups,

as determined pursuant to subparagraph (iv) of this paragraph.

TN
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(ii) A facility shall document that the percentage change in the

facility' s reported case mix index (CMI) from the annual -rate period 1985 through

1988, such percentage reduced by the percentage recalibration adjustment as

determined by subdivision (b) of this section, is at least ten percent * The

percentage change in the facility's reported CMI, for purposes of this

subparagraph, shall utilize the CMI calculated from the facility's patient data

obtained during the patient assessment period March 1 1985 through September

	

30, 1985, to the patient assessment period July 1, 1988 through December 31

1988, conducted Pursuant 'to section 86-2.30 of this Subpart and shall be

calculated by subtracting from the reported 1988 CMI the reported 1985 CMI and'

the result divided by the reported 1985 CMI.

(iii) (a) Except as provided in clause (b) of this subparagraph a

facility shall document that the percentage change in direct care cost over trend

from the annual rate period 1985 though 1988, as defined by those cost centers

listed in subdivision (c) of section 86-2.10 of this Subpart is at least ten

percent. The percentage change in direct care cost over trend for purposes of

	

this subparagraph shall be calculated by subtracting from the 1988 annual

reported direct care cost, the 1985 annual reported direct care cost trended to

1988 by the applicable trend factors promulgated by the department for 1986 1987

and 1988, and the result divided by the trended 1985 direct care cost. The

annual reported direct care costs for 1985 and 1988, for purposes of this

subparagraph, shall be those which the facility has submitted using the result

of the single step-down method of cost allocation.**

*This means that the increase in reported case mix from 1985 to 1988, after
subtracting out the recalibration adjustment for the facility, must be at least
ten percent for the facility to qualify to possibly get a reduction in its
recalibration adjustment.

**This refers to the allocation of the accumulated facility costs as reported via
the RHCF cost reports into other cost centers that utilize their services. The
purpose of the step-down process is to finally consolidate reimbursable costs
into the four components of the RHCF reimbursement rate for rate setting
purposes. For example, costs reported under patient-specific services such as

	

transportation, nursing, administration and therapies, among others, are finally
allocated to the costs contained in the direct portion of the rate.
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(b) In the event a facility's facility-specific cost based

direct price der day exceeds the facility-specific ceiling direct price per

day, as determined pursuant to section 86-2.10(c)(4) of this Subpart, for

the annual rate period 1988, such excess percentage shall be used to

determine a credit to be added to. the facility's percentage change in direct

care cost over trend as determined in clause (a.) of this subparagraph for

the purposes of meeting the required percentage change in direct care cost

over trend identified in clause (a) of this subparagraph. The amount of the

credit shall be equal to such excess percentage -if the facility documents

that its percentage change in indirect care cost over trend from the annual

rate period 1985 through 1988, as defined by those cost centers listed in

subdivision (d) of. section 86-2.10 of this Subpart, does not exceed its

percentage change in direct care cost over trend for this period, as

determined in clause (a) of this subparagraph, and if the facility cannot

so document, the credit identified in this clause shall be reduced (but not

be less than 0%) by the extent to which the percentage change in indirect

care cost over trend exceeds the percentage change in direct care cost over

trend. The percentage change in indirect care cost over trend. for --purposes

	

of this subparagraph shall be calculated by subtracting from the 1988 annual

reported indirect care cost, the 1985 annual reported indirect care cost

trended to 1988 by the applicable trend factors promulgated by the department

for 1986, 1987 and 1988, and the result divided by the trended 1985 indirect

care cost. The annual reported indirect care costs for 1985 and 1988, for

purposes of this subparagraph, shall be those which the facility has

submitted using the result of the single step-down method of cost allocation.

(iv) Documentation shall be included in an appeal filed by

	

the facility to the department that supports the reasons for the direct care

cost increase which shall be based on increases in staffing levels and/or

range and/or types of patient services. Increased direct care cost resulting
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solely from an increase in the bed complement of a facility shall-not

constitute sufficient justification for granting a modification pursuant to

this subdivision.

(2) For a facility meeting all conditions specified in

paragraph (1) of this subdivision, the modified percentage recalibration

adjustment shall be determined as follows.

(i) The modification to the percentage recalibration

adjustment shall be determined by annualizing the result obtained by

subtracting the percentage change in the facility's reported -MI reduced by

	

the percentage recalibration adjustment, as determined in subparagraph

	

(ii)

of paragraph (1) of this subdivision, from the percentage change in direct

care cost over trend, as determined in subparagraph (iii) of paragraph (1)

of this subdivision.

(ii) The modified percentage recalibration adjustment shall

	

be equal to the result obtained by subtracting the modification to the

percentage recalibration adjustment, as determined in subparagraph.(i) of

this paragraph, from the percentage recalibration adjustment identified in

subparagraph (viii) of paragraph (2) of subdivision (b) of this section.

(iii) The modified percentage recalibration adjustment, as

determined in subparagraph (ii) of this paragraph, shall not be less than

0%.
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Nursing facilities (NF) shall receive prospective 1994
rate enhancements to their rates of payment, effective November 3,

	

1994 through December 31, 1994. An amount not to exceed $111
million shall be distributed to all eligible nursing facilities
through 1994 prospective rate enhancements to their rates of
payment. Eligible facilities shall be those facilities that sought
timely relief for such rate enhancements. Such amount shall be
allocated to each eligible NF based upon its reported change in
patient case mix as determined by the total number of patients
properly assessed and reported by the facility pursuant to 86-2.30,
in excess of that reimbursed for the same base period, 1989-1991.
The facility's allocated share of the prospective payment
enhancement shall be converted to a per diem adjustment by dividing
this amount by its volume of Medicaid days for the period November
3, 1994 through December 3.1, 1994.

a l Date Nov 2 8N 9 4 45 __ t, I
Nov. 3 1994`. 91-24--
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86-2.33 Dementia Pilot Demonstration Projects. (a) Payment rates shall bm

adjusted by the addition of a per diem amount as determined by the

commissioner pursuant to this section for residential health care facilities

participating in pilot demonstration projects for the development of

additional knowledge and experience in the area of dementia care and to

improve the quality of care and treatment of patients with dementia.

(b) The adj ustment to payment rates provided for in this section shall be

made for qualifying residential health care facilities (•RHCFs) applying for

and receiving the approval of the commissioner for participation in such

projects. Acceptable uses of such adjustment shall include but shall not

be limited to:

(1) increasing the availability of programs and resources for

dementia patients;

(2) training staff to manage behavior or promote effective care of

dementia patients;

:;(3) arranging the environment in' ways that produce positive outcomes

for dementia patients; and/or

(4) maintaining and promoting autonomy and decision-making on the

part of dementia patients.

(c) Individual facilities or groups of facilities may participate in pilot

demonstration Projects pursuant to this subdivision,

TN No. 88-34
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86-2.33
Attachment 4.19-D
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ACT RATE ADJUS1C

0

TI OF D EX

The per diem for dementia care pilot demonstration projects

is calculated by dividing the total award for each facility by the duration

(i.e., years) of the project to determine the annual expenditure. This

annual expenditure is then divided by the annualized Medicaid patient days

reported by the facility to arrive at the per diem add-on.
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Effective January 1, 2000, enhancements to the Medicaid

reimbursement rates of hospice-operated nursing homes will be provided to

enable them to study and analyze several issues pertaining to operations of

such a nursing home. This demonstration will provide additional knowledge

and experience and will collect information concerning alternative

methodologies for reimbursement, delivery of medical services or eligibility of

medical assistance in such facilities.

The hos ip ce-operated nursing home will conduct a demonstration to

address several patient care related issues including:

1) insuring appropriate placement and use of resources for residents

in hospice-operated nursing homes;

2) training staff to promote effective care of terminally ill residents;

and

3) maintaining and promoting autonomy and decision making on

the part of the residents in hospice-operated nursing facilities.
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Part I

Effective for dates of service beginning on April 1. 2002 and ending on December 31,
2004, Medicaid rates of payment to non-public nursing homes shall be adjusted pursuant to a
competitive process to fund projects intended to improve the quality of care for nursing home
residents. This competitive process will follow the Request for Proposal procurement process, as
mandated by the NYS Office of the State Comptroller.

Such eligible projects may include:

(a) an increase indirect care staff,- either- facility wide or targeted at a particular area of
care or shift;

(b) increased training and education of direct care staff, including allowing direct care
staff to increase their level of licensure relevant to nursing home care;

(c) efforts to decrease staff tuin-over; and
(d) other efforts related to the recruitment and retention of direct care staff that will

effect the quality of care at such facility.

The evaluation of each submitted proposal will be based on the following criteria:

(1) proposal demonstrates that the project will improve the quality of care in a cost
effective manner;

(2) proposal provides evidence that the project can be successfully implemented;
(3) proposal provides evidence that the quality of care will be improved by improving

or increasing the training, education and retention of direct care staff;
(4) proposal provides a detailed budget with a cost effective approach;
(5) ro -sal demonstrates financial need: and
(6) proposal provides a written labor union concurrence from the relevant bargaining

agent for the projects where a collective bargaining agreement exists covering
occupations in which training is proposed.

A proposal may be rejected if the submitting facility has significant non-compliance in areas that
affect resident health and safety.

Submitted proposals will be ranked based on the results of the review and evaluation
process. Proposals achieving a predetermined minimum score will receive an initial award
determined by multiplying the score, expressed as percentage, by the project amount requested.
Available funds will be distributed as follows:
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(a) If the total amount initially awarded for all nursing homes equals the total funding
available, each nursing home will receive its initial award.

(b) If the total amount initially awarded for all nursing homes exceeds the total funding
available, each 'initial award will be reduced on a proportional basis such that the
sum of all final awards does not exceed the total funds available.

(c) If the total amount initially awarded for all nursing homes is less than the total
funding available, each nursing home will receive its initial award. Remaining funds
will be distributed proportionally based on each nursing home's initial award to the
total of all initial -awards.

	

.

Nursing homes receiving awards shall submit an annual progress report that describes
and evaluates the quality improvements achieved through this project. Significant changes

	

from the approved project or budget may result in a revision to the nursing home's award..
Funding may be discontinued if it is determined that the goal of the project is not being met.
The Department of Health shall have the right to audit .tfie nursing home's financial records to
determine that the funds granted for this project have been used for the specific purposes .
defined in the approved proposal and shall recoup any funds determined to have been used for
purposes other than specified in the approved proposal.

The Department of Health will not issue any new requests for Drovosals after December
31. 2004, and all awards for subsequent annual periods will be distributed on the same
proportional basis as the most recent available distribution. Funds may be utilized for any of
uses listed in this Section and the Department of Health shall -home- the right to audit to
determine that the funds have been used according ly, and recoup any funds determined to
have been used otherwise.

Resultant adjustments to Medicaid rates of payment shall not, in aggregate, exceed 62.5
million dollars for the rate period beginning April 1, 2002 and ending December 31, 2002, and
for each annual period thereafter beginning January 1; 2003 and ending December 31, 2004,
and shall not exceed, in aggregate, 46.875 million dollars for the period July 1, 2005 through
December 31, 2005, and [31.25] 78.125 million dollars [on an annualized basis,] for the period
January 1, 2006 through [June 30,. 2007] December 31, 2006, and 62.5 million dollars for the
period January 1. 2007 through June 30, 2007: Award amounts shall'be included as a
reimbursable
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cost add-on to medical assistance fee-for-service rates of payment established pursuant to this
section, based on Medicaid utilization data in each facility's annual cost report submitted
years prior to the rate year or projected Medicaid utilization data for those facilities that have
not submitted an annual cost report for the period two years prior to-.the rate year. These
adjustments shall. not be subject to subsequent adjustment or reconciliation to reflect changes
in medical assistance utilization between the year two years prior to the rate year and the rate
year.
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Section 86 - 2.34 Affiliation changes. (a) A hospital based residential
health care facility as defined in section 86-2.10(a)(13) o f this Subpart
whose affiliated hospital c oses its acute care beds shall noti4 the
department wit in 30 day s o actua l complete closure of such beds. Such
resident^a

	

eat care fac ility shall have its a filiation status chanced
to freestanding effective as of the date o actua complete closure.(b) For purposes of establishing the allowable indirect component of the rate

	

pursuant to subdivision (d) of section 86-2.10 o this Subpart, a hospital
based residential health care facility whose affiliation changes to
freestanding under circumstances described in subdivision (a) of this
section may apply to the department at the same time notice of closure is
given pursuant to subdivision (a) of this section for a three year chase in
of its reestandin affiliation for reimbursement ourooses effective the -

TN No.

	

Attachment 4.19

beginning of the next calendar year following actual complete closure o its
acute care beds.

(1) For the rate effective January 1 of the calendar year fol'lowin
actual complete closure o the affiliated hospital's acute -t-are -beds, the
mean indirect price per-da-y determined pursuant to section86=2.10(d)(4)(i) of this Subpart shall be determined by summing the product

	

multiplying the mean indirect price per day of the appropriate hospital
based peer group by .75 and the product of multiplying the mean indirect
price per day of the appropriate freestanding peer group by .25.

(2) For the rate effective January 1 of the second calendar year
following actual complete closure of the affiliated hospital's acute care
beds, the mean indirect price per day determined pursuant to section
86-2.10(d)(4)(i) of this Subpart shall be determined cv sunning rhe product

	

of multiplying the mean indirect price per day of t~:z appropriate hospital
based peer group by .50 and the product of -multiply_rg the mean indirect
price per day of the appropriate freestanding peer group by .50.

(3) For the rate effective January 1 of the third calendar year
following actual complete closure of the affiliated hospital's acute care
beds, the mean indirect price per day determined pursuant to section
86-2.10(d)(4)(i) of this Subpart shall be determined by summing the product

	

of multiplying the mean indirect price per day of the appropriate hospital
based peer group by .25 and hepr_oduct -of -multiplyino the mean indirect
price-'per day of the appropriate ffreestanding peer group by .75.

(c) For purposes of establishing the factor determined pursuant to section
86-2.12(a) of this Subpart, a hospital based residential health care facility
whose affiliation changes to -freestanding under circumstances described in
subdivision (a) of this section and has applied for a three year phase in
of the freestanding indirect component pursuant to subdivision (b) of this
section shall continue to be classified as hospital based for a period of
three calendar years follow:nc :ne actual complete closure of the affiliated
hospital's acute care beds.

(d) A hospital based resident a' heath care facility whose affiliation
changed to freestanding under the circumstances described in subdivision (a)
of this section that fails -

	

--,e department w:tn:n 30 days from the
date of actual complete closure of the acute care beds shall not be eligible
for the provisions of sub,:':s:

	

and suod:y:S:On is of .his sec-lion.T`i No. 88-47
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Such facilities shall be designated freestanding, for rate. ccalculation
purposes, pursuant to this Subpart retroactive to the date of actual c

	

lete.closure o the acute care beds of the affiliated hospital.

88 4 7
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Pay for Performance Incentive

i'J

	

The Commissioner shall make rate adjustments, effective May 1, 2008, and thereafter,
to certain residential health care facilities who demonstrate to the satisfaction of the
Commissioner that they can meet or exceed defined quality measures.

U Initial awards shall be based on a residential health care facility's performance for
pressure ulcer quality of care for chronic care residents.

Uc)

	

The Commissioner shall make two sets of awards as follows:

An award shall be made for the best performers for the evaluation period. Best
performers are those facilities ranked in the tog four percentile of all eligible residential
health care facilities according to the four quarters average score for the period Januar
1, 2007 through December 31, 2007.

An award shall be made to residential health care facilities with the best improvement in
pressure ulcer care between a base and evaluation period. Best improvers are those
facilities ranked in the top four percentile of all eligible residential health care facilities
according to the base and the evaluation periods four quarters average score. The base
period score shall be based on the period July 1, 2006 through June 30, 2007; the
evaluation score shall be based on the period July 1, 2007 through June 30, 2008.
Facilities in the bottom quarter percentile of all eligible residential health care facilities
for this evaluation period shall not be eligible for such an award if, even after their
improvement in pressure ulcer care, they still remain in the bottom quarter percentile of
all eligible residential health care facilities; and

Residential health care facilities that qualify are eligible to receive an award in both
categories of awards.

The evaluation period for the award for best performers shall be January 1, 2007
through December 31, 2007. The base period for the award for best improvement shall
be July 1, 2006 through June 30, 2007, which shall be compared to the period July 1,
2007 through June 30, 2008.

()

	

The following factors shall be considered by the Commissioner in making awards
pursuant to this section:

The'quality measure of pressure ulcer shall be risk adjusted using such patient health
factors to include but not be limited to, coma, malnutrition, diseases and conditions
related to pressure ulcer, low body mass index, and plegia (paraplegia or hemiplegia);

#08-01 Approval Date
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Pressure ulcer rates shall be considered only for chronic care residential health care facility
residents;

In order to be eligible to be considered for a rate enhancement, a residential health care
facility must have averaged more than one prevented pressure ulcer per quarter of the
evaluation period identified in paragraph (d) of this section as calculated by comparing the
actual number of residents with a pressure ulcer to the expected number of residents with
a pressure ulcer based on the facility's risk adjusted pressure ulcer rate developed pursuant
to this subdivision; and

Any residential health care facility receiving a written deficiency for substandard quality of
care, as defined in federal regulation 42 C F R MUM during the evaluation periods
contained in this section shall be excluded from receiving an award under this section.

^f

	

Rate adjustments made pursuant to this section for residential health care facilities
receiving monetary awards shall be made proportionately based on each eligible facility's
percent of Medicaid patient days to the total Medicaid patient days for all eligible facilities.
Such days of care are as reported in the latest RHCF-4 cost reports for patients eligible for
medical assistance.

Residential health care facilities chosen to receive rate enhancements pursuant to this
section shall, prior to the rate enhancement, inform the Commissioner in writing as to
their proposed use of the additional monies to further improve quality and care of
patients in the residential health care facility.

.(g) A total of $3,000,000 will be paid as rate adjustments.
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86-2.36 Scheduled short term care.

	

(a) Residential
health care facilities which provide scheduled short term care for
residents shall be Paida per diem rate of reimbursement for such
services which is the average per diem rate of reimbursement for the
facility as established pursuant to this Subpart.

	

(b) The requirements of sections 86-2.11 and 86-2.30

relating to resident assessments (PRI) and the submission of case mix

information to the Department shall not apply to scheduled short term

care.

Clarifying Information:

1. Scheduled short term care is care provided to individuals who are
determined to need nursing facility care but are being cared for
by someone in the community, and who do not participate in a Home
and Community Based Waiver program.

2. All federal nursing facility statutory and regulatory requirements,
including those related to admission, discharge and transfer,
continue to apply to scheduled short term care services.

3. Individuals may receive no more than 30 days of scheduled short term

care for a given admission, and no more than a total of 42 days of

scheduled short term care during a given year.

4. If an individual receives services in the nursing facility for a
time period exceeding the maximum limits specified in (3). the
admission will be considered as a normal nursing facility admission

for state and federal regulatory purposes, and the reimbursement

for such services will be according to the standard state nursing

facility rate- setting methodology contained in this Part of the

lp an.
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Provider Assessments. For purposes of determining rates of payment for residential

health care facilities beginning July 1, 1992 for beneficiaries eligible for medical

assistance under Title XIX of the federal Social Security Act, a state assessment of 1.2%

of residential health care facility gross revenues received during the period April 1, 1992

through March 31, 1994, and as may be extended by statute, shall be a reimburseable cost

to be included in calculating rates of payment. The state assessment of 1.2% of RHCF

gross revenues shall be in effect from April 1, 1992 through March 31, 1994, and as may

be extended by statute. Effective July 1, 1995 through March 31, 1996, and as may be

extended by statute, an additional state assessment of 3.8% of facility gross revenues

shall be a reimbursable cost to be included in calculating rates of payment.

	

Effective for the period April 1. 1996 through April 30. 1996, the further additional

	

assessment will be reduced from 3.8% to 1.9% of each facility's cash receipts from all

patient care services and other operati ng income, for a total state assessment of 3.1% of

facili gross revenues which shall be a reimbursable cost to be included in calculating

rates of payment. Effective on or after May 1. 1996, rates of payment will be adjusted to

allow costs associated with a total state assessment of 5.4% of facility gross revenues

which shall be a reimbursable cost to be included in calculating rates of payment.

The reimbursable operating costs of facilities for purposes of calculating the

reimbursement rates will be increased prospectively, beginning July 1, 1992, to reflect an

estimate of the provider cost for the assessment for the period. As soon as practicable

after the assessment period, an adjustment will be made to RHCF rates based on a

reconciliation of actual assessment payments to estimated payments.1

' The extent to which a facility is reimbursed for the additional cost of the assessment is

dependent upon Medicaid volume of services.
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Effective January 1, 1997, the rates of payment will be adjusted to allow costs
associated with a total State assessment of 5% of facility gross revenues which shall be a
reimbursable cost to be included in calculating rates of payment. Effective March 1, 1997, the
reimbursable assessment will be 3.1%. Effective April 1, 1997, the total reimbursable state
assessment to be included in calculating rates of payment will be 4.8%. Effective April 1, 1999
through December 31, 1999, the total reimbursable state assessment of 2.4% of gross
revenues as paid by facilities shall be included in calculating rates of payment. Effective April 1,
2002 through March 31, 2003, April 1, 2003 through March 31, 2005, and April 1, 2005 through
March 31, [2009] 2011, the total reimbursable state assessment on each residential health care
facility's gross receipts received from all patient care services and other operating income on a
cash basis for hospital or health-related services, including adult day service, but excluding,
effective October 1, 2002, gross receipts attributable to payments received pursuant to Title
XVIII of the federal Social Security Act (Medicare), shall be six percent, five percent, and six
percent, respectively.

The reimbursable operating costs of facilities for purposes of calculating the
reimbursement rates will be increased prospectively, beginning July 1, 1992, to reflect an
estimate of the provider cost for the assessment for the period, provided, however, that
effective October 1, 2002 the adjustment to rates of payment made pursuant to this paragraph
shall be calculated on a per diem basis and based on total reported patient days of care minus
reported days attributable to Title XVIII of the federal social security act (Medicare) units of
service. As soon as practicable after the assessment period, an adjustment will be made to
RHCF rates of payments applicable within the assessment period, based on a reconciliation of
actual assessment payments to estimated payments.'

'The extent to which a facility is reimbursed for the additional cost of the assessment is
dependent upon Medicaid volume of services.
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- Patient Categories and Case mix Indices Underthe Resource Utilization Group (RUG-II) C lassification System

Patient Category
Special Care A
Special Care B
Heavy Rehabilitation A
Heavy Rehabilitation a
Clinically Complex A
Clinically Complex B
Clinically Complex C
Clinically Complex 0
Severe. Behavioral A
Severe Behavioral B
Severe Behavioral C
Reduced Physical Functioning A
Reduced Physical Functioning B
Reduced Physical Functioning C
Reduced Physical Functioning 0
Reduced Physical Functioning E

Case Mix Index

	

1.51
1.74
1 .57
1.79

.70
1.18

1.32
1.64

.69
1.03
1.25
.55

.B3
1.03
1.17
1.41
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- Schedule of Allowances for Operators, Administrators,and

Assistant Administrators Effective for the Base Year Ending 12/31/83

	

BEDS

	

TOTAL ALLOWANCE

	

INDIVIDUAL ALLOWANCE

	

1-40

	

$20,690

	

45

	

23,280

	

50

	

25,870

	

55

	

28,460

	

60

	

31,050

	

65

	

33,640

	

70

	

36,230

	

75

	

38,820

	

$36,970

	

80

	

41,410

	

37,930

	

85

	

44,000

	

38,890

	

90

	

46,590

	

39,850

	

95

	

49,180

	

40,810100

	

51,770

	

41,770110

	

54,360

	

42.730120

	

56,950

	

43,690130

	

59,540

	

44,650140

	

62,130

	

45,610150

	

64 ,720

	

46,570160

	

67,310

	

47,530170

	

69,900

	

48,490180

	

72,490

	

49,450190

	

75,080

	

50,410200

	

77,670

	

51,370210

	

80,260

	

52.330220

	

82,850

	

53,290230

	

85,440

	

54,250240

	

88.030

	

55,210250

	

90,620

	

56,170260

	

93,210

	

57,130270

	

95,800

	

58,090280,

	

98,390

	

59,050290

	

100,980.

	

60.010300

	

103,570

	

60,970310

	

106,160

	

61,930320

	

.108,750

	

62.890
To determine the salary allowance for facilities with bed capacities not
listed above, use the following amounts:
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BEDS

	

TOTAL

41-100

	

$519 Per bed

100 & over

	

259 Per bed

	

BEDS

	

INOIVIOUAU

	

76-100

	

$192 Per bed

101 & over

	

96 Per bed

Maximum 79,707

1 `1 81-9
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Counties and Regions

Counties in region

Albany, Columbia, Greene, Montgomery, Rensselaer,

Saratoga, Schenectady, Schoharie, Fulton

Broome. Tioga

Cattaraugus, Chautauqua, Erie, Niagara, Orleans

Chemung. Steuben, Schuyler

Essex, Warren, Washington

Nassau, Suffolk

Chenango., Delaware, Orange, Otsego, Sullivan, Ulster

Bronx, Kings, Queens, Richmond, New York

Outchess, Putnam

Livingston, Monroe, Ontario, Wayne

Cayuga, Cortland, Seneca, Tompkins, Yates

Madison, Onondaga

Herkimer, Jefferson, Lewis, Oneida, Oswego

Rockland, Westchester

Clinton, Franklin, Hamilton, St. Lawrence

Allegany, Genesee. Wyoming

TNQ- q 1- ^-
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Region

ALBANY

BINGHAMTON

ERIE

ELMIRA

GLENS FALLS

	

LONG ISLAND

ORANGE

NEW YORK CITY

POUGHKEEPSIE

ROCHESTER

CENTRAL RURAL

SYRACUSE .

UTICA

WESTCHESTER

NORTHERN RURAL

WESTERN RURAL
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PATIENT REVIEW IN
-ease ;nrt -are

MEN IM

,,,PERATING CERTIFICATE NUMBER

3 RESIDENT IS LOCATED
1 = Former HRP Area

2 = Former SNF Area

4

	

I

PATIENT NAME (PLEASE PRIN 71

Li I I I I i t i i i

	

Li
S DATE OF PRI COMPLETION

L

	

M91 1 I

3 MEDICAL RECORD NUMBER

7 ROOM NUMBER

3 UNIT NUMBER ( A sstgnec oy ?UG II Protect)

i•:z•W
DATE OF BIRTH

SEX

wLLw

1 5 13 Was a PRI submitted by your facility (NF)
for this patient during a previous full
facility or a new admit cycle?

t = Yes

	

2 = No

I

L I

	

I

	

I LA I	II
1 = Male
2 = Female

14 PRIMARY PAYOR

I = Meoicaia

	

3 = Other

1 A

2 = Medicare
REASON FOR PRI COMPLETION

t Biannual Fuit rac:Ihty Cvc e

2 - Ouarerry New Aomissior, Cyc:e

IIIIIIIIIII

LJ I L t 1, LL_Li__Lj

1 3 MEDICARE NUMBER

DATE OF INITIAL ADMISSION to tnts facil ity (NF) ,trs-,
aomrssIon

not most

recent)
MEDICAID NUMBER12

1 MEDICAL TREAT EK.TSs READ THE
INSTRUCTIONS FOR QUALIFIERS.

	

1 -Yes
1. MEDICAL EVENTS

DECUB ITUS LEVEL: ENTER THE MOST SEVERE
LEVEL (0-5) AS DEFINED IN, THE INSTRUCTIONS

7 MEDICAL CONDITIONS.- DURING THE PAST
FOUR WEEKS. READ THE INSTRUCTIQNS FOR
SPECIFIC DEFINITIONS. 1 = Yes

	

2 -No
A. Comatose

0. Stasis Ulcer

	

E. Terminally III

F Contractures

G. Diabetes Mellitus

H Urinary 'race inrectlon

B. Suctioning - Genera l (Daily) ...............................

C. Oxygen (Daily).

0. Respiratory Care (Daily)... ..... ...............................

E. Nasal Gastric Feeding...

F Parenteral• Feeding

G. Wound Care.

H. Chemotherapy

1. Transfusion

J. Dialysis...

K. Bowel and Bladder Rehabilitation
BEE .Ns =uC`O"t5r

L. Catheter (Indwelling or External)

tratnts (Daytime Only)
itit s a Inns

APP i _ 1004

B. Dehydration .

C

	

Internal B!eeding .................................................

1-1 -4^qc

2=No

A Tracheostomy Care,Sucttontng
(Daily = Exc!uoe self care).
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: PROCESS OF GETTING TO AND FROM A TOILET (OR USE OF OTHER TOILETING EQUIPMENT SUCH

4 = Requires two people to provide constant sucervision
and/or physically lift May need liftcng ecuipment

5 = Cannot anc is not gotten out of pea

Continent of bowel and bladder Recuires constant

	

supervision and/or physical assistance with maioriall

	

parts of the task. including appliances (i.e.. colostomy,
ileostomy. urinary catheter).
Incontinent of bowel and/or bladder and _s not taken
to a bathroom
incontinent of bowel and/or bladder out is taken to
a oathroom every two to tour pours during me day
and as needed at night

W® BEHAV I ORS*
VERBAL OISRUPTI : BY YELLING. BAITING. THREATENING. E ('C

1 = None during me past four weeks. (May have verbal out. 4 = Unpredictable. recurring verbal disruption at least oncebursts 'Nnich are not disruptive)

	

per weeu or no foretold reason
2 = Verbal disruption one to three times curing the past four

weeks.

3 = Short-lived disruption at least once per week during the
cast tour weeks or predictable disruption regardless of
freauercy (for example. during specific care routines.
such as oats -g)

instructions)

PHYSICAL AGO EEION: ASSAULTIVE OR COMBATIVE TO SELF OR OTHERS WITH INTENT FOR INJURY.OR EXAMPLE HITS SE:.F. THROWS OBJECTS PUNCHES. DANGEROUS MANEUVERS WITH WHEELCHAIR)
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3=

21

22
AS BEDPAN), TRANSFERRING ON AND OFF TOILET. CLEANSING SELF AFTER ELIMINATION AND ADJUSTING

	

2 = Reauires ,rrermi!!enr supervision (that .s vernal cue.
.rig. guidance) anc'or onysicai assistance for a rtcult
maneuvers Only

CLOTHES
t = Requires no supervision or physical assistance may

require soec ai equipment. such as a raised toilet or
grab oars

2 = geauires ir!e'rn,ttent supervision for safety or

	

4 =
encouragement: or minor physical assistance (for
example, ctotnes ad(ustment or washing hands).

23

24
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treatment and psychiatric assessment cuaiitiers on the

' = None dur.ng :ne past four weeks
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5 = Patent s at ;eveie4 above out aces ^c: -ult.:; •re active
:reatme^: arc osycn.atr•c assessm ent cuai're's - )•^e
rstruc:'c^si
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V. SPEC I ALI ZED SERV ICES
27 PHYSICAL AND OCCUPATIONAL THE RAPIES: REAL INSTRUCT:ONS ANC QUALIFIERSEXCL.:DE =E_ABILiTA"lVE NUPSES AND OTHER SPECIAL;ZEC EoaPISTS;cOQ EXAMPLESPEECH T--ERAPIST; EN ER HE LEVEL. DAYS AND TIME ;HOURS AND MINUTES) PER WEEK

P^vs•ca --e'-=c,

LEVEL

=

	

-Ices "ot rece've

	

-

	

occuoationaI tneracv 'or 'our or more
2= Maintenance 0---car- Fecu'es anc .s

	

Consecutive weeks.

	

-
currently receiving cnvsical and/or

	

.1 =

	

Receives tneraov. out does not fulfill theoccupational tneracy to neie staoii ze or

	

qualifiers stated in the ,nstructions. (Forslow functional oeterioratvon

	

examole. restorative therapy given or to
3 =

	

Restcrat ve Theracv Reau,'es and is

	

be given for only two weeks.)
currently receiving onysical aria/or

DAYS AND TIME PER WEEK. ENTER THE CURRENT NUMBER OF DAYS AND TIME (HOURSAND MINUTES) PER WEEK THAT EACH THERAPY IS PROVIDED. ENTER ZERO IF AT 01 LEVELABOVE. READ INSTRUCTIONS AS TO QUALIFIERS IN COUNTING DAYS AND TIME.

NUMBER Of PHYSICIAN VIS : ENTER O'"JLY THE NUMBER OF VISITS DURING THE PASTFOUR WEEKS THAT ADHERE TO THE PATIENT NEED AND DOCUMENTATION QUALIFIERSIN THE INSTRUCTIONS EXCLUDE VISITS BY PSYCHIATRISTS

29 MEDICATIONS
A Monthly'average number of medications ordered.
B. Monthly average number of psychoactive medications oraered

DIAGNOSIS

30 PRI MARY PROBLEM: THE MEDICAL CONDITION (ICD-9 CODE)
REQUIRING THE LARGEST AMOUNT OF NURSING TIME. THIS MAY
NOT BE THE ADMISSION DIAGNOSIS BY THE PHYSICIAN.

ICD-9 Code of medical problem

Pat;ent •s at -eve! as aoove out cues

	

ac-
rreatri ert arc cs,c-atr.c assessr"e': ^_a. e's

.26
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Attachment 4.19-0,
Part I

NEW YORK STATE DEPARTMENT OF HEALTH
._

DIVISION OF HEALTH CARE FINANCING

INSTRUCTIONS: PATIENT REVIEW INSTRUMENT (PRI)

GENERAL CONCEPTS

1. USING THESE INSTRUCTIONS: These instructions and the training manual should oe read before
completing the PRI. These instructions should be kept with the PRIs as they are being completed.
FREQUENT REFERENCE TO THE INSTRUCTIONS WILL BE NEEDED TO COMPLETE THE

PRI ACCURATELY.

2. ANSWER ALL QUESTIONS: Answer all questions using the numeric codes provided. 00 NOT
LEAVE ANY QUESTIONS TOTALLY BLANK. UNUSED BOXES FOR A QUESTION SHOULD
REMAIN BLANK. For example, Medical Record, Number should be entered: / /9 /6 /2 /1 /0 /. if
there are unused boxes, they should be on the left side of the number as shown in the example.

3. QUALIFIERS: Many of the PRI questions contain multiple criteria which are labeled qualifiers.
All qualifiers must be met for a question to be answered yes. These qualifiers take the following

forms:

o TIME PERIOD - The time period for the questions is the past four weeks, unless stated
otherwise. For patients who have been in, the facility less than four weeks (that is, new
admissions or readmissions), use the time from admission to PRI completion as the time frame.

o FREQUENCY - The frequency specifies how often something needs to occur to meet the
qualifier. For example, respiratory care needs to occur daily for four weeks or the PRI cannot
be checked for this patient as receiving this care.

	

o DOCUMENTATION - Some of the questions require specific medical record documentation to
be present. Otherwise, the question cannot be answered "yes" for the patient.

o EXCLUSIONS - Some of the questions specifically state to omit certain types of care or behavior
when answering the question. For example, inhalators are excluded from respiratory care.

4. ACTIVITIES OF DAILY LIVING: The approach to measuring ADLs is slightly different from the other
PRI questions. Measure the ADLs according to how the activity was completed 60% or more of
the time during the past four weeks. Read the specific instructions for ADLs to understand the
CHANGED CONDITION RULE and gther details. PERFORMANCE: Measure what the patient
does, rather than what the patient might be capable of doing.

5. CORRECTIONS: Cross out any responses which you wish to change and re-enter clearly to the
right of the original response. Example: /3/ 4.

. Use pen, not pencil.

DOH-3 I (rev. 5/991

e% A

TN	9

	

Approval Date DEC 3 0 1999

t,ppr ides TN

	

Effective Date '
Page i-



e

Attac nt 4.19-ID

Part I

INSTRUCTIONS: PRI QUESTIONS

ADMINISTRATIVE DATA

1. OPERATING CERTIFICATE NUMBER: Enter the 8 character identifier (7 numbers followed by the
letter "N') stated on the facility's operating certificate. The last character "N" indicates Nursing
Facility.

2. SOCIAL SECURITY NUMBER: Your PRIs can not be processed unless this question is accurately
entered. Do not leave this question blank, do not enter zero if there is no social security number.
Only use the Social Security number that has been specifically designated for the patient and not

the spouse of the patient. Only use the number that has been assigned by the federal Social
Security Administration. If there is no such number for a patient, a NEW SYSTEM has. been
developed to enable all facilities in the State to assign a unique ID number to.those patients without
a Social Security number. If a patient was assigned a computer generated number by the
Department, that number should no longer be used. If the patient has no Social Security number,
use this method: Enter the first three (3) letters of the patient's last name (starting to the far left),
and then enter the six digits of the patient's date of birth. Omit the century in the birth date, which
will be either a "19" or "18" as in 1930 or 1896. As an example, if a patient named Cheryl Brant has
no social security number and was bom on May 8, 1913, you would enter./B/R/A/0/5/0/8/1 /3 on the
PRI.

3. RESIDENT IS LOCATED: Former HRF Area or Former SNF Area. This question has been revised
to reflect the Omnibus Budget Reconciliation Act of 1987 (OBRA'87). It is imperative that nursing
facilities formerly deemed "dual level" complete this section properly.

4. PATIENT NAME: Enter the patient's name, last name first, in the boxes provided. Enter up to the
first 10 letters of the patient's last name.

MEDICAL RECORD NUMBER: Enter the unique number assigned by the facility to identify each
patient. It is not the Medicaid, Medicare or Social Security number unless that is the number used
by the facility to identify each of its patients.

7 ROOM NUMBER: Enter the numbers and/or letters which identify the patient's room in the facility.

8. UNIT NUMBER: Enter the one or the two digit number (01-12) assigned by your facility to each
nursing unit for the purpose of this data collection.

11. DATE OF INITIAL ADMISSION: Enter the month, day and year the patient (1) entered the present
nursing facility. Use the date of the patient's first admission and not the most recent. If the patient.
were transferred from another facility, it would be an initial admission to your facility. As another
example, consider a patient that was admitted to a hospital from your facility and subsequently
loses bed hold. If this patient is eventually readmitted to your facility at the original level of care,
use the original admission date to complete this item.

12. MEDICAID NUMBER: Enter these numbers if patient has the coverage available, whetherOEC 3
a 191
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Attae nt 4.19-D
Part 1

13. MEDICARE NUMBER:

	

or not the coverage is being used. If not, enter only one zero in the
far right box.

14. PRIMARY PAYOR: Enter the one source of coverage which pays for most of the patient's current
nursing home stay.. Code "Other" only if the primary payor is not Medicaid or Medicare. (Do not
code "Other" for a patient with Medicaid coverage supplemented by Medicare Part B Code
Medicaid.) Medicaid pending is to be coded as "Medicaid", if there is no other primary coverage
being used for the patient's present stay.

15A. REASON FO.; PRI COMPLETION: Select the one reason why the PRI is being completed.
Responses 3, 4, and 5 under Utilization Review have been eliminated.

REIMBURSEMENT ASSESSMENT CYCLE:

Indicate whether this assessment is being completed as a part of a full facility assessment or as part
of a quality assessment cycle for new admissions only.

1. Biannual Full Facility Cycle - The data collection during which all the patients residing in the
facility are assessed. These PRI assessments include patients who were assessed during your
previous PRI data collection and any new admissions.

2. Quarterly New Admission Cycle - The "new, admission only data collection," involving only
patients who were not assessed at their present level of care during your previous full facility
data collection are reviewed. This specific PRI data collection occurs three months after your
full facility PRI data collection. A new admission may be a new patient from the hospital,
community or another nursing facility; or was hospitalized during your previous full facility
assessment (regardless of bedhold).

15B. WAS A PRI SUBMITTED BY YOUR FACILITY FOR THIS PATIENT DURING A PREVIOUS
FULL FACILITY AND/OR NEW ADMIT CYCLE: Review your facility's records to determine
whether a PRI for reimbursement purposes was ever completed for this patient.

II. MEDICAL EVENTS

16. DECUBITUS LEVEL: Enter the level of skin breakdown (located at pressure points) using the
qualifiers stated below:.

Documentation-

	

For a patient to be cited as level 4, documentation by a licensed clinician
must exist which describes the following three components:

A description of the patient's decubitus.
o Circumstance or medical condition which led to the decubitus.
o An active treatment plan.

TN
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Attac nt 4.19-D
Part 1

Definition
LEVELS:

	

#0 No reddened skin or breakdown.
#1 Reddened skin, potential breakdown.
#2 Blushed skin, dusty colored, superficial layer of broken or blistered skin.
#3 Subcutaneous skin is broken down. .
#4 Necrotic breakdown of skin and subcutaneous tissue which may involve

muscle, fascia and bone.
#5 'Patient is a level 4, but the documentation qualifier has not been met.

17. MEDICAL CONDITIONS: For a "YES" to be answered for any of these conditions, all of the
following qualifiers must be met:

Time Period- • Condition must have existed during the past four weeks. (The only
exception into use the past twelve weeks for question 17H, urinary
tract infection.

Written support exists that the patient has the condition.

See chart below. (Examples are for clarification and are not intended
to be all-inclusive.)

EXAMPLES OF
DEFINITION

	

EXAMPLES OF CAUSES

	

TREATMENTS
17A.

	

COMATOSE: Unconscious, cannot

	

Brain insult
be aroused, and at most can respond Hepatic encephalopathy
only to powerful stimuli. The coma

	

Cerebral vascular accident
must be present for - at least four days:

TN

	

9

ADL Care

. Documentation-

Definitions-

Intake and output
Parenteral feeding

Intake & output
Electrolyte lab tests
Parenteral hydration
Nasal Feedings

Critical monitoring of
vital signs
Transfusion
Use of blood -pressur
elevators
Plasma expanders
Blood likely to be
needed every 60 -day

17B.

	

DEHYDRATION: Excessive. loss of
body fluids requiring immediate
medical treatment and ADL care.

17C.	INTERNAL BLEEDING: Blood loss
stemming from a subacute or chronic
condition (e.g., gastrointestinal,
respiratory or genito-urinary
conditions) which may result in low
blood pressure and hemoglobin,
pallor, dizziness, fatigue, rapid
respiration.

Approval ate DEC 3 0 1999

Fever
Acute urinary tract infections
Pneumonia
Vomiting
Unstable diabetes

Use only the causes
presented in the definition.
Exclude external hemorrhoids
and other minor blood loss
which is not dangerous and
requires only minor
intervention

1
0OH-3 I (rev. 5/99)
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Attac rat 4.19-D
Part 1

EXAMPLES OF

TREATMENTS

Sterile dressing
Compresses
Whirlpool
Leg elevation

ADL Care
Social/emotional
support

DEFINITION

	

EXAMPLES OF CAUSES

17D. STASIS ULCER: Open lesion, usually Severe edema
in lower extremities, caused by

	

Diabetes
decreased blood flow from chronic

	

PVD
venous insufficiency.

17E. TERMINALLY ILL: Professional

	

End stages of:
prognosis (judgement) is that patient

	

Carcinoma, Renal
is rapidly deteriorating and will likely

	

disease, and
die within three months.

	

Cardiac diseases

17F. CONTRACTURES: Shortening and
tightening of ligaments and muscles
resulting in loss of joint movement.
Determine whether range of motion
loss is actually due to spasticity,
paralysis or joint pain. It is important
to observe the patient to confirm
whether a contracture exists and
check the chart for confirmatory
documentation.

To qualify as "YES" on the PRI the
following qualifiers must be met:

1. The contracture must be
documented by a physician,

	

physical therapist or occupational
therapist.

2." The status of the contracture
must be reevaluated and
documented by the physician,

	

physical therapist or occupational
therapist on an annual basis.

There does not need to be an active
treatment plan to enter "YES" to
contractures.

T
Approval Date DEC 3 o 1999Supersedes TN
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Attachment 4.19-D
Part 1

DEFINITION

17G.	DIABETES MELLITUS: A metabolic
disorder in which the ability to oxidize
carbohydrates is compromised due to
inadequate pancreatic activity.
resulting in disturbance of normal
insulin production. This may or may
not be the primary problem (Q. 29) or
primary diagnosis. It should be
diagnosed by a physician. Include
any degree of diabetes, stable or
unstable, and any manner it is
controlled.

17H.	URINARY TRACT INFECTION:
During the past twelve weeks
symptoms of a UTI have been
exhibited or it has been diagnosed by
lab tests. Symptoms may include
frequent voiding, foul smelling urine,
voiding. small amounts cloudy urine,
sediment and an elevated
temperature. May or may not be the
primary problem under Q.29. Include
as a UTI if it has not been confirmed
yet by lab tests, but the symptoms are
present. Include patients who appear
asymptomatic, but whose lab values
are positive (e.g., mentally confused
or incontinent patients). .

Approval Date DEC 3 0 99
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EXAMPLES OF
EXAMPLES OF CAUSES

	

TREATMENTS

Destruction/malfunction of the Special diet
pancreas

	

Oral agents.
Exclude hypoglycemia or

	

Insulin
hyperglycemia which may be Exercise
a diabetic condition, but by
itself does not constitute
diabetes mellitus

Exclude if symptoms are

	

Antibiotics
present, but the lab values are Fluids
negative



A. t act at 4.19-D
Part 1

DEFINITION

171.

		

HIV INFECTION SYMPTOMATIC:
HIV (Human Immunodeficiency Virus)
Infection, Symptomatic: Includes
Acquired Immunodeficiency
Syndrome (AIDS) and HIV related
illnesses. The patient has been
tested for HIV infection AND a
positive finding is documented AND
the patient has had symptoms,
documented by a physician, nurse.
practitioner (in conformance with a
written practice agreement with a
physician), or physician assistant as
related to the HIV infection.
Symptoms include but are not limited
to abnormal weight loss, respiratory
abnormalities, anemia, persistent
fever, fatigue and diarrhea.
Symptoms need not have occurred in
the past four weeks. Exclude patients
who have tested positive for HIV
infection and have not become
symptomatic, and patients who have

	

not received the results of the HIV
test.

EXAMPLES 'OF
EXAMPLES OF CAUSES

	

TREATMENTS

17J.

	

ACCIDENT: An event resulting in
serious bodily harm, such as a
fracture, a laceration which requires
closure, a second or third degree
bum or an injury requiring admission
to a hospital.

To qualify as "YES" on the PRI the
following qualifier must be met:.

1. During the past six months
serious bodily harm occurred as
the result of one or more
accidents.

TN
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Attar nt 4.19-L)
Part 1

EXAMPLES OF
DEFINITION

	

EXAMPLES OF CAUSES

	

TREATMENTS

17K.

	

VENTILATOR DEPENDENT: A
patient who'has been admitted to a
skilled nursing facility on a ventilator
or has been ventilator dependent
within five (5) days prior to admission
to the skilled nursing facility. Patients
who are in the process of being

	

weaned off of ventilator support will
qualify for this category for one month
after extubation if they are receiving
active respiratory rehabilitation
services during that period. Patients
in the facility who decompensate and
require intubation also qualify for this
category.

All services shall be Provided in accordance with Sections 416.13, 711.5 and 713 .21 of Chapte
V of Title 10 of the Official Compilation of Codes Rules and Regulations of the State of New
York.

18. MEDICAL TREATMENTS: For a "YES" to be answered for any of these, the following qualifiers
must be met:

Treatment must have been given during the past four weeks in
conformance with the frequency requirements cited below and-is-still
be required. For medical treatments having a daily frequency
requirement, treatment must be provided every day of the four week
period, except for residents newly admitted during the period. For
residents newly admitted during the four week period. treatments
required daily must have been provided each day from admission to
the end of the four week period and documentation must support the
seriousness of the condition and the probability that treatment will
continue for at least four weeks.

As specified in the chart below. (The only exception is to use the past
twelve weeks for question 18L, catheter.)

Physician order, nurse practitioner order (in conformance with a
written practice agreement with a physician), or appropriately
cosigned physician assistant order specifies that treatment should be
given and includes frequency as cited below, where. appropriate.

See chart n xt page.
TN
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SPECIFIC
DEFINITION FREQUENCY

	

EXCLUSIONS

	

18A.

	

TRACHEOSTOMY CARE: Care for a

	

Daily

	

Self-care patients
tracheostomy, including suctioning. Exclude
any self-care patients who do not need daily
staff help.

	

185.

	

SUCTIONING: Nasal or oral techniques for

	

Daily

	

Any tracheostomy
clearing away fluid or secretions.- May be for
a respiratory problem.

18C.

	

OXYGEN THERAPY: Administration of

	

Daily

	

Inhalators
oxygen by nasal catheter, mask (nasal or

	

Oxygen in room, but not
oronasal), funnel/cone, or oxygen tent for

	

in use
conditions resulting from oxygen deficiency
(e.g., cardiopulmonary condition).

18D.	RESPIRATORY CARE: Care for any portion

	

Daily

	

Suctioning
of the respiratory tract, especially the lungs
(for example COPD, pneumonia). This care
may include one or more of the following:
percussion or cupping, postural drainage,
positive pressure machine, possibly oxygen to
administer drugs, etc.

18E.	NASAL GASTRIC FEEDING: Primary food

	

None

	

None
intake is by a tube inserted into nasal

	

Gastrostomy not
passage; resorted to when it is the only route

	

applicable
to the stomach.

Suctioning

None
Gastrostomy not
applicable

None18F.	PARENTERAL FEEDING: Intravenous or
subcutaneous route for the administration of
fluids used to maintain fluid, nutritional intake,
electrolyte balance (e.g., comatose, damaged
stomach).

18G.	WOUND CARE: Subcutaneous lesion(s)
resulting from surgery, trauma, or open
cancerous ulcers.

rN 9 9 - 34

Care has been Decubiti
provided or is

	

Stasis ulcers
professionally

	

Skin tears
judged to be

	

Feeding tubes
needed for at
least 3
consecutive
weeks

Approval Date n c 3 0 '9s9
Supersedes TN `\' - 5 L' . ^ ctive Date _ i^ul 1 1999
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SPECIFIC
FREQUENCY

	

EXCLUSIONS

18H.

181.

18J.

18K.

DEFINITION

CHEMOTHERAPY: Treatment of-carcinoma
through IV and/or oral chemical agents, as
ordered by a physician, nurse .practitioner, (in
conformance with a written practice
agreement with a physician) or physician
assistant when the physician assistant's order
is appropriately cosigned. (Patient may have
to go to a hospital for treatment.)

TRANSFUSIONS: Introduction of whole
blood or blood components directly into the
blood stream. (Patients may have to go to a
hospital for treatment.)

DIALYSIS: The process of separating

	

components, as in kidney dialysis (e.g., renal
failures, leukemia, blood dyscrasia). Patient
may have to go to a hospital for treatment.

BOWEL AND/OR BLADDER
REHABILITATION: The goal of this
treatment to gain or regain optimal bowel
and/or bladder function and to re-establish a
pattern. It is much more than just a toileting
schedule or a maintenance/conditioning
program. Rather it is an intense treatment
which is very- specific and unique for each
patient and is of short term duration (i.e.,
usually not longer than six weeks). NOT all
patients at level 5 under Toileting Q.22 may
be a "YES" with this question. The specific
definition for bladder rehabilitation differs from
bowel rehabilitation; refer below:
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the definitions
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DEFINITION
SPECIFIC

FREQUENCY EXCLUSIONS

Bladder rehabilitation: Will generally include
these step-by-step procedures which are
closely monitored, evaluated and
documented: (1) mental and physical
assessment of the patient to determine
training capacity; (2) a 24 hour flow sheet or
chart documenting voiding progress; (3)
possibly increased fluid intake during the
daytime; (4) careful attention to skin care; (5)
prevention of constipation; (6) in the beginning
may be toileted 8 to 12 times per day with
decreased frequency with progress.

Bowl rehabilitation: A program to prevent
chronic constipation /impaction. The plan will
generally include: (1) assessment of past
bowel movements, relevant medical problems,
medication use; (2) a dietary regimen of
increased fluids and bulk (e.g., bran, fruits);
(3) regular toileting for purposes of bowel
evacuation; (4). use of glycerine suppositories
or laxatives; (5) documentation on a
worksheet or Kardex.

18L.

	

CATHETER: During the past twelve weeks,
an indwelling or external catheter has been
needed. Indwelling catheter has been used
for any duration during the past twelve weeks.
The external catheter was used on a
continuous basis (with proper removal and
replacement during this period) for one or
more days during the past twelve weeks. A
physician order is required for an indwelling
catheter; for an external catheter a physician
order is not required:
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Exclude a bowel
maintenance program
which controls bowel
intinence by
development of a
routine bowel
schedule

Exclude catheters
used to empty the
bladder once, secure
a specimen or instill
medication
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DEFINITION
SPECIFIC

FREQUENCY
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PHYSICAL RESTRAINTS: A physical device

	

used to restrict resident, movement. Physical
restraints include belts, vests, cuffs, mitts,
jackets, harnesses and geriatric chairs.

At least two
continuous
Daytime hours
for at least 14
days during the
past four
weeks.

EXCLUSIONS

Exclude all of following:
o Medication use for the
sole purpose of
modifying residents
behavior
o Application only at
night
o Application for less
than two continuous
daytime hours for 1.4
days
o Devices which
residents can
release/remove such as,
velcro seatbelts on
wheelchairs
o Residents who are bed
bound
o Side rails, locked
doors/gates, domes

To Qualify as "YES" on the PRI the following
qualifiers, must be met:
1. The restraint must have been applied for

-at' least two continuous daytime hours for at
least 14 days during the past four weeks.
Daytime includes the time from when the
resident gets up in the morning to when the
resident goes to bed at night.

2. An assessment of need for the physical
restraint must be written by an M.D. or R.N.

3. The comprehensive care plan based on
the assessment must include a written
physician's order and specific nursing

	

interventions regarding use of the physical
restraint.

NEW ADMISSIONS: If a patient is a new
admission and will require the use of a
physical restraint for at least two continuous
daytime hours for at least 14 days as specified
by the physician order, then enter "YES" on
the PRI.
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III. ACTIVITIES OF DAILY LIVING: EATING, MOBILITY, TRANSFER, TOILETING

Use the following qualifiers in answering each ADL question:

Past four weeks.

Asses how the patient completed each ADL 60% or more of the time
performed (since ADL status may fluctuate during the day or over the
past four weeks.)

CHANGED CONDITION RULE: When a patient's ADL has improved
or deteriorated during the past four weeks and this course is unlikely
to change, measure the ADL according to its status during the past
seven days.

SUPERVISION means verbal encouragement and observation, not
physical hands-on care.

ASSISTANCE means physical hands-on care.

INTERMITTENT means that a staff person does not have to be
present during the entire activity, nor does the help have to be on a
one-to-one basis.

CONSTANT means one-to-one care that requires a staff person to be
present during the entire activity. If the staff person is not present, the
patient will not complete the activity.

Note how these terms are used together in the ADLs. For example,
there is intermittent supervision and intermittent assistance.

CLARIFICATION OF ADL RESPONSES

19. EATING:

#3 "Requires continual help..." means that the patient requires a staff person's continual presence
and help for reasons such as: patient tends to choke, has a swallowing problem, is learning
to feed self, or is quite confused and forgets to eat.

#5 "Tube or parenteral feeding..." means that all food and drink is given by nursing staff through
the means specified.

20. MOBILITY:

#3 "Walks with constant supervision and/or assistance..." may be required if the patient cannot

T
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maintain balance, has a history of falls, has stress fracture potential, or is relearning to
ambulate.

21. TRANSFER: Exclude transfers to bath or toilet.

#4 "Requires two people..." may be required for reasons such as: the patient is obese, has
contractures, has fractures (or stress fracture potential), has attached equipment that makes
transfer difficult (for example, tubes). There must be a logical medical reason why the patient
needs the help of two people to transfer:

#5 "Bedfast..." may refer to a patient with acute dehydration, severe decubitus, or terminal illness.

22. TOILETING:

Definition - INCONTINENT - 60% or more of the time the patient loses control of his/her bladder or
bowel functions, with or without equipment.

#1 "Continent... Requires no or intermittent supervision" and #2 "... and/or assistance" can refer
to the continent patient or the incontinent patient who needs no /little help with his /her toileting
equipment (for example, catheter).

#3 "Continent... Requires constant supervision/total assistance... "refers to a patient who may
not be able to balance him/herself and transfer, has contractures, has fracture, is confused
or is on a rehabilitation program. In addition this level refers to the patient who needs constant
help with elimination/incontinence appliances (for example, colostomy, ileostomy).

#4 "Incontinent..: Does not use a bathroom" refers to the patient who does not go to a toilet room,
but instead may use a bedpan or continence pads. This patient may be bed bound or mentally
confused to the extent that a scheduled toileting program is not beneficial.

#5 "Incontinent... Taken to a Bathroom..." refers to a patient who is on a formal toileting schedule,
as documented in the medical record. This patient may be on a formal bowel and bladder
rehabilitation program to regain or maintain control, or the toileting pattern is known and it is
better psychologically and physically for the patient to be taken to the toilet (for example, to
prevent decubiti).

A patient may have different levels of toileting capacity for bowel and bladder function. To
determine the level of such a patient, note that level four and five refer to incontinence of either
bladder or bowel. Thus if a patient receives the type of care described in one of these levels for
either type of incontinence, enter that level.

Example 1:

A Patient needs constant assistance with a catheter (level 3 ) and is incontinent of bowel and is taken
to the bathroom every four hours (level 5). In this instance, enter level 5 on the PRI because he is
receiving the type of care described in this qu do for b wel ncontinence.G-1 /a
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Example 2: The patient requires intermittent supervision for bowel function (level 2) and is taken to
the toilet every two hours as part of a bladder rehabilitation program. Enter level 5, as the patient is
receiving this type of care for bladder incontinence.

IV. BEHAVIORS - VERBAL DISRUPTION; PHYSICAL AGGRESSION; DISRUPTIVE,
INFANTILE/SOCIALLY INAPPROPRIATE BEHAVIOR; AND HALLUCINATIONS

The following qualifiers must be met:

Time Period-

	

Past four weeks.

Frequency-

	

As stated in the responses to each behavioral question.

Documentation- To qualify a patient as LEVEL 4 or to qualify the patient as a "YES" to
HALLUCINATIONS, the following conditions must be met:

C Active treatment plan for the behavioral problem must be in current use.

o Psychiatric assessment by a recognized professional with psychiatric
training/education must exist to support the fact that the patient has a
severe behavioral problem. The problem addressed by this assessment
must still be exhibited by the patient.

O
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Definitions- The.-terms used on the PRI should be interpreted only as they are defined
below:

C PATIENTS BEHAVIOR: Measure it as displayed with the behavior
modification and treatment plan in effect during the past four weeks.

o

	

DISRUPTION: Through verbal outbursts and/or physical actions, 'the
patient interferes with the staff and/or other patients. This interference
causes the staff to stop or change what they are doing immediately to
control the situation. Without this staff assistance, the disruption would
persist or a problem would occur.

o NONDISRUPTION: Verbal outbursts and/or physical actions by the
patient may be irritating, but do not create a need for immediate action by
the staff.

o UNPREDICTABLE BEHAVIOR: The staff cannot predict when (that is,
under what circumstances) the patient will exhibit the behavioral problem.
There is no evident pattern.

PREDICTABLE BEHAVIOR: Based on observations and experiences
with the patient, the staff can discern when a patient will exhibit a
behavioral problem and can plan appropriate responses in advance. The
behavioral problem may occur during activities of daily living (for example,
bathing), specific treatments (for example, contracture care, ambulation
exercises), or when criticized, bumped into, etc.

CLARIFICATION OF RESPONSES TO BEHAVIORAL QUESTIONS

23. VERBAL DISRUPTION: Exclude verbal outbursts/expressions/utterances which do not create
disruption as defined by the PRI.

24. PHYSICAL AGGRESSION: Note that the definition states "with intent for injury."

25. DISRUPTIVE, INFANTILE OR SOCIALLY INAPPROPRIATE BEHAVIOR: Note that the definition
states this behavior is physical and creates disruption.
EXCLUDE the following behaviors:

9 fl , 3- 4TN
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o Verbal outbursts

	

o Social withdrawal
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o Paranoia
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26. HALLUCINATIONS: For a "YES" response, the hallucinations must occur at least once per week
during the past four weeks, in addition to meeting the other qualifiers noted above for an active
treatment plan and psychiatric assessment.

V. SPECIALIZED SERVICES

27. PHYSICAL AND OCCUPATIONAL THERAPIES:

o For each therapy these three types of information will be entered on the PRI; "Level",
"Days" and "Time" (hour and minutes).

o For a patient not receiving a therapy at all, the "Level" will always be entered in the
answer key as #1 ("does not receive"), the "Days" will be entered 0 (zero) and the
"Time" will be 0 (zero).

Use the chart on the following page to understand the qualifiers for each of the three
types of information that will be entered. Whether a patient is receiving maintenance
or restorative therapy will make a difference in terms of the qualifiers to be used.

SEE CHART THAT FOLLOWS FOR THE SPECIFIC QUALIFIERS.

-i.
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27.

	

*LEVEL QUESTION: **QUALIFIERS (see level 4 below)

QUALIFIERS FOR LEVEL

DOCUMENTATION .
QUALIFIERS: POTENTIAL FOR
INCREASED FUNCTIONAL /
ADL ABILITY

MAINTENANCE THERAPY =
LEVEL 2

None.
Therapy is provided to
maintain and/or retard
deterioration of current
functional/ADL status.
Therapy plan of care and
progress notes should support

	

that patient has no potential
for further or any significant
improvement.

RESTORATIVE THERAPY
LEVEL 3

There is positive potential for
improved functional status
within a 'short and predictable
period of time. Therapy plan
of care and progress notes
should support that patient
has this potential/is improving.

PHYSICIAN ORDER, NURSE
PRACTITIONER ORDER (IN
CONFORMANCE WITH A
WRITTEN PRACTICE
AGREEMENT WITH A
PHYSICIAN). OR
APPROPRIATELY COSIGNED
PHYSICIAN ASSISTANT
ORDER

Yes

	

Yes, monthly

PROGRAM DESIGN AND
EVALUATION QUALIFIER

TIME PERIOD QUALIFIER

Licensed professional person
with a 4 year, specialized
therapy degree evaluates
program on a monthly basis.

Treatments have been
provided during the past four
weeks.

Licensed professional person
with a 4 year, specialized
therapy degree evaluates

	

program on a monthly basis.

Treatments have been
provided during the past four
weeks.
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27. *LEVEL QUESTION: **QUALIFIERS (see level 4 below)

MAINTENANCE THERAPY
QUALIFIERS FOR LEVEL

	

LEVEL 2
RESTORATIVE THERAPY =

LEVEL 3

NEW ADMISSION QUALIFIER

	

Not Applicable New admissions of less. than
four weeks can be marked for
restorative therapy if:

There is a physician
order, nurse practitioner
order (in conformance
with a written practice
agreement with a
physician), or
appropriately cosigned
physician assistant
order for therapy and
patient is receiving it.

o

	

The licensed therapist
has documented in the
care/plan that therapy is
needed for at least 4
weeks.

o

	

A new admission
includes readmission to
a residential health care
facility.

	After completion of the "Level" question, proceed to the separate "Days" and "Time"
qualifiers on the next page.

QUALIFIERS NOT MET = LEVEL 4
ENTER LEVEL 4 IF ANY ONE OF THE QUALIFIERS UNDER QUALIFIERS FOR LEVELS 2
OR 3 IS NOT MET.

27. DAYS AND TIME PER WEEK QUESTION: QUALIFIERS*

*

**

r

QUALIFIERS FOR DAYS AND MAINTENANCE THERAPY
TIME*

	

(i.e .,Ievel 2 or 4 under "Level"
question)

TYPE OF THERAPY SESSION Count only one-to-one care.
Exclude group sessions (e.g.,
PT exercise session, OT
cooking session).

RESTORATIVE THERAPY
(i.e., If level 3 or 4 under "Level"
question)

Count only one-to-one care.
Exclude group sessions (e.g.,
PT exercise session, OT
cooking session).
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SPECIALIZED PROFESSIONAL A certified (2 year) or licensed

	

A licensed (4 year) specialized
ON-SITE (ON-SITE MEANS

	

(4 year) specialized professional professional is on-site
WITHIN THE FACILITY)

	

is on-site supervising or

	

supervising or providing care.
providing therapy.

	

(Do not include care provided
by PT or OT aides).

"

	

QUALIFIERS NOT MET: DO NOT ENTER ON THL-I RI ANY DAYS AND TIME OF THERAPY
WHICH DO NOT MEET BOTH THE QUALIFIERS UNDER EACH LEVEL OF THERAPY.

28. NUMBER OF PHYSICIAN VISITS: Enter "0" (zero) unless the patient need qualifiers stated
below are met. If, and ONLY if, the patient meets all the patient need qualifiers, then enter the
number of physician visits, nurse practitioner visits (in conformance with a written practice
agreement with a physician), or physician assistant visits that meet the physician, nurse
practitioner, or physician assistant visit qualifiers

G PATIENT TYPE/NEED QUALIFIERS: The patient has a medical condition that (1) is
unstable and changing or (2) is stable, but there is high risk of instability.. If this patient is
not closely monitored and treated by medical staff, an acute episode or severe deterioration
can result. Documentation must support that the patient is of this type (for example,
terminally ill, acute episode, recent hospitalization, post-operative).

o PHYSICIAN NURSE PRACTITIONER, OR PHYSICIAN ASSISTANT VISIT QUALIFIER: If,
and only if, the patient meets the PATIENT TYPE/NEED QUALIFIER, then enter the
number of physician visits, nurse practitioner visits (in conformance with a written practice
agreement with a physician), or physician assistant visits during the past four weeks that
meet the following qualifications:

o A visit qualifies only if there is physician, nurse practitioner, or physician assistant
documentation that she/he has personally examined the patient to address the pertinent
medical problem. The physician, nurse practitioner, or physician assistant must make a

= notation or documentation in the medical record as to the result of the visit for the
unstable medical condition (e.g., change medications, renew treatment orders, nursing
orders, order lab tests).

Do not include phone calls as a visit nor visits which could have been accomplished over
the phone.

A visit qualifies whether it is on-site or of site, as long as the patient is not an inpatient in
a hospitalother facility.

29. MEDICATIONS

A. Monthly average number of all medications ordered: Enter the monthly average number of
different medications for which physician orders were written over the course of the past six
months. If the resident has been in the facility less than six months determine the monthly
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average number of medications ordered based on the number of months since admission. The
average should include the total number of ordered medications whether or not they were
administered: (PRN., medications; injectables, ointments, creams, ophthalmics, short-term
antibiotic regimens and over-the-counter medications, etc.)

B. Monthly average number of psychoactive medications ordered: Enter the monthly average

	

number of psychoactive medications for which physician orders

	

written over the course of
the past six months. If the resident has been in the facility less six months, determine the
monthly average of psychoactive medications ordered based ci, the number of months since
admission. The average should include all ordered psychoactive medications whether or not they
were actually administered.

	

A "psychoactive" mediation is defined as a medication that is intended

	

to affect mental and/or physical
processes, namely to sedate,. stimulate, or otherwise change mood, thinking or behavior. ,

The following are classes of psychoactive medications with several examples listed in each:

Amitriptyline (Elavil); Imipramine (Tofranil); Doxepin
(Sinequan); Tranylcpromine (Pamate); Phenelzine (Nardil)

Benztropine (Cogentin); Trihexyphenidyl (Artane)

Diphenhydramine (Benadryl); Hydroxyzine (Atarax)

Chiordiazepoxide (Librium); Diazepam (Valium)

Methylphenidate (Ritalin); Amphetamines (Benzedrine)

Phenothiazines; Thiothixene (Navane); Haloperidol (Haldol);
Chlorpromezine (Thorazine); Thioridazine (Mellaril)

Barbituates (Nembutal); Temazepam (Restoril); Glutethimide
(Doriden); Flurazepam (Dalmane)

.
VI. DIAGNOSIS

30. PRIMARY MEDICAL PROBLEM: Follow the guideline stated below when answering this
question.

NURSING TIME: The primary medical problem should be selected based on the condition
that has created the most need for nursing time during the past four weeks. A review of the
medical record for nursing and physician, nurse practitioner, or physician assistant notes
during the past four weeks may be necessary.

G

	

JUDGMENT: This decision may require the assessor to use her/his own professional
judgment in deciding upon the primary problem.
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ICD-9 Refer to the ICD-9 Codes for Common Diagnoses attached at the end of these
instructions for easy access to the most frequently used numbers. An ICD-9 code book

	

containing the complete ICD-9 listing should be available in the nursing and/or medical
records office of a facility.

NO ICD-9 NUMBER: Enter "0" (zero) in the far right box if no ICD-9 number can be found

	

for the patient's primary problem (or if the patient does not have a primary medical
problem). If you cannot locate the ICD-9 code for the primary medical piobl€ m, PRINT THE
NAME OF THE PRIMARY MEDICAL PROBLEM in the space provided on the PRI.

	

NOTE: If the patient has AIDS or HIV related illnesses, indicate this in Section II, Medical
Events, Item 17F. Do not use AIDS or HIV specific ICD codes (042044). Instead, use the
code of the specific problem requiring the most caregiver time. For example, for all patients
for whom viral pneumonia (NOS) is the condition requiring the most caregiver time, enter
480.9. Do--not enter {342.1 for patients with HIV infection..

31. QUALIFIED ASSESSOR NUMBER: The qualified assessor who is attesting to the accuracy of
the assessment must sign the completed form and enter the assessor Identification Number
which was assigned at an approved N.Y.S. Department of Health Training Program.

Since the PRI is completed and submitted for the purposes of a reimbursement assessment
cycle, the certified assessor must have actually completed the patient assessment, utilizing
medical records and/or observations or interviews of the patient. This should be indicated by
checking the YES box.

38. RACE/ETHNIC GROUP:

-!.

1. WHITE: A person having origins in any of the original peoples of Europe, North Africa or the
Middle East.

2. WHITE/HISPANIC:A person who meets the definition of both White and Hispanic (See Hispanic
Below).

3. BLACK: A person having origins in any of the Black racial groups of Africa.

4. BLACK/HISPANIC: A person who meets the definition of both Black and Hispanic (see below).

5. ASIAN OR PACIFIC ISLANDER: A person having origins in any of the original peoples of the
Far East, Southeast Asia, the Indian Subcontinent, or the Pacific Islands. This includes, for
example, China, Japan, Korea, the Philippine Islands and Samoa.

6. ASIAN or PACIFIC ISLAND/HISPANIC: A person who meets the definition of both Asian or
Pacific Islander and Hispanic (see below).
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7. AMERICAN INDIAN orALASKAN NATIVE: A person having origins in any of the -original -peoples
of North American and who maintains tribal affiliation or community recognition.

8. AMERICAN INDIAN or ALASKAN NATIVE/HISPANIC: A person who meets the definition of bothAmerican Indian or Alaskan Native and Hispanic (see below).

9. 'OTHER: Other groups not included in previous categories.

HISPANIC:

	

A person of Puerto Rican, Mexican, Cuban, Dominican, Central or South
American, or other Spanish Culture or origins.

9
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